
 

 

 

 

 

 

HEALTH BENEFITS GUIDE 
Open Enrollment 

 

June 1
st

, 2018 

 



 

   Dear Valued Employees: 
 
 
 

This Health Benefits Guide summarizes the health 
insurance options available for 2018. Please review 
the guide carefully so you can choose plans that best 
fit the needs of you and your family.  
 
 

Open Enrollment 
Open enrollment is your annual opportunity to enroll in 
health benefits. During this time, you can also transfer 
to a different plan and add eligible family members. 
You must submit completed enrollment forms no later 
than May 15thth, 2018 to your employer. 
 
The following are the effective dates for the benefits, 
premium costs, rules, and policies for Medical, Dental 
and Vision plans:  
 
UHC Medical NG-2,NG-3,NG-4  
    June 1st, 2018 through May 31th, 2019 
 
UHC Dental 
    June 1st, 2018 through May 31th, 2019 
 
UHC Vision  
   June 1st, 2018 through May 31th, 2019 
 
 

If your current plans are still offered and if you and 
your dependents continue to meet eligibility 
requirements, you will automatically be enrolled to 
continue your current elections in the upcoming 
benefit year. You need to take action only if you are 
making changes to your benefits. 
 
If you have questions or need more information, 
please contact Rajay Goyal at 617-640-0838 or 
rajay.goyal@gmail.com  
 

 
Sincerely, 
 

Adroit Software Inc. 

  

  

mailto:rajay.goyal@gmail.com


 

Health Benefits  
Eligibility Requirements  
and Deadlines 
 

 
 
Who is eligible for health benefits? 
Employees who work a minimum of 30 hours per week are eligible for the 
health benefit plans described in this booklet.  
 
 
When do benefits go into effect? 
For newly hired or newly eligible employees, benefits for medical will begin on 
the first day of the month following the 30 day waiting period after date of hire. 
 
 

For employees who enroll during open enrollment: 

 Medical benefits will be effective on June 1, 2018.  
 Dental benefits will be effective on June 1, 2018.  

 Vision benefits will be effective on June 1, 2018. 
 
 
What are the enrollment deadlines? 
For newly hired employees or for those who become newly eligible during the 
plan year, you must enroll no later than 30 days after your date of hire or the 
date of your change in eligibility status. 
 
 
All other eligible employees must enroll during open enrollment.  

 
 
  



 

 Making Changes to 
Your Health Benefits 
 
Once you make benefit elections 
during open enrollment, you will not 
have another opportunity to make a 
change to your health benefits until 
the next open enrollment unless you 
experience a change in status, 
otherwise known as a “qualifying 
event.” 
 
A change in status or a “qualifying 
event” is defined as: 
 

 Marriage 

 Divorce or legal separation 

 Birth or adoption of a child 

 A change in your or your 
spouse’s employment or 
insurance status 

 A dependent ceasing to meet 
eligibility requirements 

 A change in residence that 
affects coverage 

 
 

Note:  Should you experience a qualifying event and need to make a change in 
your coverage, you must contact your plan administrator within 30 days of the 
event and complete the appropriate paperwork. If you fail to notify your 
insurance carrier within 30 days of the event, you will not be able to make a 
change and will be required to wait until the next open enrollment or another 
qualifying event, whichever comes first. 

 

  



 
 

 
Health Advocacy Services 

 

As part of your benefits package, you are eligible to take advantage of 
BalanceCare through eni. 
 
BalanceCare is a confidential and complimentary service designed to help you 
understand and maximize your health care benefits. 
 
Available 24/7, BalanceCare will connect you to a health care professional ready 
to assist you in managing and resolving a variety of health care issues including: 
 

 Claims Assistance   

 Referrals 

 Care Coordination 

 Specialty Care 

 Eldercare 

 Medicare 

 Transportation 

 Clinical Trials 

 Home Health Care Services 

 Hospital Planning 

 Assisted Living and Finances 

 Rehabilitation Services 
 
 
Access to BalanceCare is easy, with two convenient options: 
 

Toll-Free Number Email 
877-598-8617 balancecare@eniweb.com 

 

 
  



 
 

 



Last Name First Name MI Social Security Number Home Phone
Work Phone

Address Apt # City State Zip Code Email Address

Date of Birth Sex Physician* (First & Last Name) / Physician’s ID Number Primary Care Dentist Number*
/ / �� M  �� F

Marital Status Race – Check all that apply (Optional)**
�� Single         �� Married    �� American Indian/Alaska Native    �� Asian    �� Black/African-American    �� Hispanic/Latino 
�� Divorced    �� Widowed �� Native Hawaiian/Pacific Islander    �� White    �� Other–Please specify ___________________________

A. Employee Information

Enrollment Application/Change/Cancellation Request 

�� Address Change
�� Name Change
Date of Change____ /___ /____

�� Enroll    
�� Cancel     
�� ChangeTo Be Completed By Employer

ATTENTION EMPLOYER REPRESENTATIVE: To ensure accurate processing of application,   1) please review all sections and confirm the
employee completed the appropriate information,   2) complete the information in this section and     3) provide your signature and
today’s date. If the employee is waiving coverage, do not submit the application but retain it for your records.
Company Name Group # Department #

Plan Variation Reporting Code Benefit Level/Class Code, if applicable
Medical ______ Vision ______ Medical ______ Vision ______ Life/AD&D ______ Suppl. Life ______
Dental ______ Life ______ Dental ______ Life ______ Spouse Life ______ Suppl. AD&D ______
UnitedHealthcare Overture Package ______ (A-S) Dep. Life ______ Critical Illness ______

�� New Enrollment/Additions: (Check one)
Date of Hire ___ /___ /___      Requested Date of Coverage ___ /___ /___
�� New Hire �� Status Change  (PT to FT)
�� Return from Leave/Layoff 
�� Birth       �� Marriage      �� Adoption 
�� Court ordered dependent 
�� Other (describe) ________________________

�� COBRA/State Continuation  start date _______ stop date________
�� Annual Open Enrollment   Requested Effective Date of Enrollment ___ /__ /___

�� Cancellations:  Last Date of Employment ___ /___ /___
Requested Effective Date of Cancellation ___ /___ /___
�� Cancel all coverage  
�� Cancel all listed below – Section B
Reason: (check one)
�� Death �� Employee Terminated    �� Divorce     
�� Moved out of service area
�� Dependent reached dependent max age   
�� Other (describe)____________________________

Signature ________________________________________________  Date ___________________

Employer Position_____________________________  Phone Number________________________

Employee Type �� Union  �� Non-union   �� Salaried  �� Hourly   �� Active  �� Retire Date ______   �� COBRA/State Cont. 

Coverage provided by "UnitedHealthcare and Affiliates":
Medical coverage provided by UnitedHealthcare Insurance Company or UnitedHealthcare of Wisconsin, Inc. 
Dental coverage provided by UnitedHealthcare Insurance Company or UnitedHealthcare of Wisconsin, Inc. or Unimerica Insurance Company
Life, Short-Term Disability (STD) and Long-Term Disability (LTD) Insurance coverage provided by UnitedHealthcare Insurance Company or
Unimerica Insurance Company
Vision coverage provided by UnitedHealthcare Insurance Company or Unimerica Insurance Company

*IMPORTANT: Please see employer representative as some plans require a Primary Physician (Primary Care) and/or a Primary Care Dentist
(PCD) selection.

**Data collected will be used only to help communicate with enrollees and inform them of specific programs to enhance their well-being and
not for eligibility or claim payment determination.
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List All Enrolling/Changing/Cancelling  (Attach sheet if necessary)  
Last Name               First Name             MI  Sex  Relationship** Birthdate            Physician*(First and Last Name)
Social Security Number Physician’s ID Number

Spouse

Primary Care Dentist Number*

Dependent

Primary Care Dentist Number*

Dependent

Primary Care Dentist Number*

Dependent

Primary Care Dentist Number*

Dependent

Primary Care Dentist Number*

* IMPORTANT: Please see employer representative as some plans require a Primary Physician (Primary Care) and/or a Primary Care 
Dentist (PCD) selection. 

** For some cases, such as Qualified Medical Child Support, additional documentation may be required. Please see employer representative 
for more information. 

*** Data collected will be used only to help communicate with enrollees and inform them of specific programs to enhance their well-being 
and not for eligibility or claim payment determination.

B. Family Information

M

F

M

F

M

F

M

F

M

F

Please check all that apply. Benefit offerings are dependent upon employer selection. Dual Option Plan 

Person Medical Dental Vision Life/Amount Sup Life Sup AD&D STD LTD Selected
Employee �� �� �� ��  $____________ �� �� �� ��

Spouse �� �� �� ��  

Dependents �� �� �� ��  

Salary __________ 
Required only if Life
Plan based on salary

Life Insurance Beneficiary’s Full Name and Address Relationship

C. Product Selection

Check
appropriate
box

�� Enroll
�� Cancel
�� Change

�� Enroll
�� Cancel
�� Change

�� Enroll
�� Cancel
�� Change

�� Enroll
�� Cancel
�� Change

�� Enroll
�� Cancel
�� Change

Race – Check all that apply (Optional)***
�� American Indian/Alaska Native     �� Asian   �� Black/African-American    �� Hispanic/Latino
�� Native Hawaiian/Pacific Islander    �� White    �� Other–Please specify _____________________

Race – Check all that apply (Optional)***
�� American Indian/Alaska Native     �� Asian   �� Black/African-American    �� Hispanic/Latino
�� Native Hawaiian/Pacific Islander    �� White    �� Other–Please specify _____________________

Race – Check all that apply (Optional)***
�� American Indian/Alaska Native     �� Asian   �� Black/African-American    �� Hispanic/Latino
�� Native Hawaiian/Pacific Islander    �� White    �� Other–Please specify _____________________

Race – Check all that apply (Optional)* **
�� American Indian/Alaska Native     �� Asian   �� Black/African-American    �� Hispanic/Latino
�� Native Hawaiian/Pacific Islander    �� White    �� Other–Please specify _____________________

Race – Check all that apply (Optional)***
�� American Indian/Alaska Native     �� Asian   �� Black/African-American    �� Hispanic/Latino
�� Native Hawaiian/Pacific Islander    �� White    �� Other–Please specify _____________________
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F. Signature

Date Employee Signature for all applying and waiving Spouse Signature (if applying for coverage)

Primary Language Spoken      ��  English     ��  Spanish     ��  Other ________________________________

I confirm that the information I have provided on this form is complete and accurate.  
I understand that the health benefit plan that I have selected provides reimbursement for certain medical costs, which are more fully described
in the current Certificate of Coverage.  I understand there may be instances where treatment decisions made by my physician or me or medical
expenses which I have incurred may not be covered by my health benefit plan.

I understand that information collected in connection with administration of the benefit plan may be used to bring to my attention health
products or services that might be valuable to me and otherwise as permitted by law.  I understand that you may combine that information with
other information so that it is no longer individually identifiable and use it for commercial and other purposes. 

I acknowledge that I have received the “Important Information” statement which is included on the back of this form.

Medicare – Employee Information: If enrolled in Medicare, please attach a copy of your Medicare ID card.
�� Enrolled in Part A: Effective Date _____________  �� Ineligible for Part A* �� Not Enrolled in Part A (chose not to enroll)
�� Enrolled in Part B: Effective Date _____________  �� Ineligible for Part B* �� Not Enrolled in Part B (chose not to enroll)
�� Enrolled in Part D: Effective Date _____________  �� Ineligible for Part D* �� Not Enrolled in Part D (chose not to enroll)
Reason for Medicare eligibility:  �� Over 65 �� Kidney Disease     �� Disabled �� Disabled but actively at work

Medicare – Spouse/Dependent Name: ____________________________________________
�� Enrolled in Part A: Effective Date _____________  �� Ineligible for Part A* �� Not Enrolled in Part A (chose not to enroll)
�� Enrolled in Part B: Effective Date _____________  �� Ineligible for Part B* �� Not Enrolled in Part B (chose not to enroll)
�� Enrolled in Part D: Effective Date _____________  �� Ineligible for Part D* �� Not Enrolled in Part D (chose not to enroll)
Reason for Medicare eligibility:  �� Over 65 �� Kidney Disease     �� Disabled �� Disabled but actively at work
*Only check “Ineligible” if you have received documentation from your Social Security benefits that indicate that you are not eligible for Medicare.

E. Waiver of Coverage
I decline coverage for:
�� Myself 
�� Spouse
�� Dependent Children
�� Myself and all dependents

Declining coverage due to existence of other coverage:
�� Spouse’s Employer’s Plan �� Individual Plan
�� Covered by Medicare �� Medicaid
�� COBRA from Prior Employer �� VA Eligibility
�� Tri-Care
�� I (we) have no other coverage at this time
�� Other ____________________________________

I understand that by waiving coverage at this time, 
I will not be allowed to participate unless I qualify at 
a special enrollment period or as a late enrollee, if
applicable, or at the next open enrollment period. 
I acknowledge that I have received the “Important
Information” statement
which is included
with this form.

Employee Initials   Date

On the day this coverage begins, will you, your spouse or any of your dependents be covered under any other medical health plan or policy,
including another UnitedHealthcare plan or Medicare?   �� YES (continue completing this section)  �� NO (skip the rest of this section) 

Name of other carrier ______________________________________________________ 

Other Group Medical Coverage Information Type Effective Date End Date Name and date of birth of policyholder 
(only list those covered by other plan) (B/S/F)* for other coverage

Spouse Name:

Dependent Name:

Dependent Name:

Dependent Name:

*B.Enter ‘B’ when this dependent is covered under both you and your spouse’s insurance plan (married)
S.Enter ‘S’ if you are the parent awarded custody of this dependent and no other individual is required to pay for this dependent’s medical expenses.
F. Enter ‘F’ if this dependent is covered by another individual (not a member of your household) required to pay for this dependent’s medical expenses.

D. Other Medical Coverage Information     This section must be completed. (Attach sheet if necessary.)
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IMPORTANT INFORMATION

In order to make choices about your health care coverage and treatment, we believe that it is important for you to understand how your
plan operates and how it may affect you. In an ever-changing environment, the information can never be complete and we urge you to
contact us if, after enrollment, your Certificate of Coverage or other materials do not answer your questions. Further information is available
at www.myuhc.com or at the toll-free Customer Care number located on the back of your identification card or on other plan materials.

1. We do not provide health care services or make treatment decisions. We help finance and/or administer the health benefit plan in which
you are enrolled. That means:

•   We make decisions about whether the health benefit plan you chose will reimburse you for care that you may receive.

•   We do not decide what care you need or will receive. You and your provider make those decisions.

2. We may enter into arrangements where another entity carries out some of our duties, but those entities must operate consistently with
our commitment to your plan.

3. We may use individually identifiable information about you to identify for you (and you alone) procedures, products, and services that
you may find valuable.

4. We contract with networks of physicians and other providers. Our credentialing process confirms public information about the
providers’ licenses and other credentials, but does not assure the quality of the services provided.

5. Physicians and other providers in our networks are independent contractors and are not our employees or agents. We do not control
nor do we have a right to control your provider’s treatment or plan.

6. We may enter into agreements with your physician or other provider to share in the cost savings that our approach may generate. We
encourage providers in our network to disclose the nature of those arrangements with you. If they do not, we encourage you to talk to
your provider about these arrangements.

7. We encourage physicians and other providers to talk with you about care you or your provider think might be valuable.

8. We will use individually identifiable information about you as permitted by law, including in our operations and in our research. We will
use anonymous data for commercial purposes including research.

I (we) request the indicated group coverage for myself and, if the plan provides, for my dependents. I authorize any required premium
contributions to be deducted from earnings.

I (we) authorize all providers of health services or supplies and any of their representatives to give the following to the HMO/insurance
company(ies): any available information about the health history, condition, or treatment of any persons named in this request. I (we)
authorize the HMO/insurance company(ies) to use this information to determine eligibility for health coverage and eligibility for benefits
under an existing policy.

I (we) also authorize the HMO/insurance company(ies) to give this information to its (their) representatives or to any other organization for
the reason notified above. I (we) agree that this authorization is valid for 30 months from the date below. I (we) know that I (we) have the
right to ask for and to receive a copy of this authorization.

I understand that the Certificate of Coverage and other documents, notices, and communications regarding my health benefit plan may be
transmitted electronically.

I (we) have not given the agent or any other persons any health information not included on the Request for Coverage. I (we) understand
that the HMO/insurance company(ies) is not bound by any statements I (we) have made to any agent or to any other persons, if those
statements are not written or printed on this Request for Coverage and any attachments.

Statement of affirmation and authorization to obtain and disclose information in connection with eligibility for coverage.
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Adroit Software Inc. 

Rate Sheet 2018 

 

UHC Medical Plan-NG-2 

 Total Monthly Premium Employer Contribution Employee Deduction/Pay 
Period 

Employee $374.85 $187.43 $93.71 

Employee & Spouse $824.67 $187.43 $318.62 

Employee & Child(ren) $712.22 $187.43 $262.39 

Family $1162.04 $187.43 $487.30 

 

UHC Medical Plan- NG-3 

 Total Monthly Premium Employer Contribution Employee Deduction/Pay 
Period 

Employee $359.28 $179.64 $89.82 

Employee & Spouse $790.42 $179.64 $305.39 

Employee & Child(ren) $682.63 $179.64 $251.50 

Family $1,113.77 $179.64 $467.07 

 

UHC Medical Plan-NG-4 

 Total Monthly Premium Employer Contribution Employee Deduction/Pay 
Period 

Employee $335.18 $167.59 $83.79 

Employee & Spouse $737.40 $167.59 $284.90 

Employee & Child(ren) $636.84 $167.59 $234.62 

Family $1039.06 $167.59 $435.73 

 

UHC Dental 

 Total Monthly Premium Employer Contribution Employee Deduction/Pay 
Period 

Employee $45.71 $0.00 $22.86 

Employee & Spouse $91.42 $0.00 $45.71 

Employee & Child(ren) $95.66 $0.00 $47.83 

Family $146.02 $0.00 $73.01 

 

UHC Vision 

 Total Monthly Premium Employer Contribution Employee Deduction/Pay 
Period 

Employee $8.83 $0.00 $4.42 

Employee & Spouse $17.21 $0.00 $8.61 

Employee & Child(ren) $18.10 $0.00 $9.05 

Family $25.15 $0.00 $12.58 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Based on group plan year
Choice NG2 /YH Coverage for: Employee/Family | Plan Type: HMO

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, visit

www.welcometouhc.com or by calling 1-866-673-6293. 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.cciio.cms.gov or
www.dol.gov/ebsa/healthreform or call 1-866-487-2365 to request a copy.

Important
Questions Answers Why This Matters:

What is the overall
deductible?

Network: $2,500 Individual / $5,000 Family
Per calendar year.

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
policy, the overall family deductible must be met before the plan begins to pay.

Are there services
covered before you
meet your
deductible?

Yes. Preventive care is covered before you meet
your deductible.

This plan covers some items and services even if you haven’t yet met the deductible
amount. But a copayment or coinsurance may apply.

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?

Network: $5,950 Individual / $11,900 Family 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, the overall family out-of-pocket limit
must be 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.welcometouhc.com or call
1-866-673-6293 for a list of 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 can see the specialist you choose without a referral.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event Services You May Need

What You Will Pay

Network
Provider (You

will pay the
least)

Non-Network
Provider (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

$35 copay per
visit

Not Covered If you receive services in addition to office visit, additional
copays, deductibles, or coinsurance may apply.

Specialist visit $50 copay per
visit

Not Covered If you receive services in addition to office visit, additional
copays, deductibles, or coinsurance may apply.

Preventive
care/screening/immunizati-
on

No Charge Not Covered Includes preventive health services specified in the health care
reform law. 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)

0% coinsurance Not Covered None

Imaging (CT/PET scans,
MRIs)

$300 copay per
service

Not Covered None
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Common
Medical Event Services You May Need

What You Will Pay

Network
Provider (You

will pay the
least)

Non-Network
Provider (You

will pay the
most)

Limitations, Exceptions, & Other Important
Information

If you need drugs
to treat your
illness or
condition

More information
about prescription
drug coverage is
available at www.
welcometouhc.com.

Tier 1 - Your Lowest-Cost
Option

Retail: $10 copay
Mail-Order: $25
copay
Specialty Drugs:
$10 copay

Not Covered Provider means pharmacy for purposes of this section.
Retail: Up to a 31 day supply.
Mail-Order: Up to a 90 day supply.
If you use a non-Network pharmacy (including a mail order
pharmacy), you may be responsible for any amount over the
allowed amount.
Copay is per prescription order up to the day supply limit listed
above.
You may need to obtain certain drugs, including certain specialty
drugs, from a pharmacy designated by us.
Certain drugs may have a Prenotification requirement or may
result in a higher cost.
You may be required to use a lower-cost drug(s) prior to
benefits under your policy being available for certain prescribed
drugs.
See the website listed for information on drugs covered by your
plan. Not all drugs are covered.
Certain preventive medications and Tier 1 contraceptives are
covered at No Charge.

Tier 2 - Your Midrange-Cost
Option

Retail: $35 copay
Mail-Order:
$87.50 copay
Specialty Drugs:
40% coinsurance

Not Covered

Tier 3 - Your Midrange-Cost
Option

Retail: $60 copay
Mail-Order: $150
copay
Specialty Drugs:
45% coinsurance

Not Covered

Tier 4 - Additional
High-Cost Options

Not Applicable Not Applicable

If you have
outpatient surgery

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

$300 copay per
visit

Not Covered None

Physician/surgeon fees 0% coinsurance Not Covered None
If you need
immediate
medical attention

Emergency room care $250 copay per
visit

$250 copay per
visit

None

Emergency medical
transportation

0% coinsurance 0% coinsurance None

Urgent care $100 copay per
visit

Not Covered If you receive services in addition to urgent care visit, additional
copays, deductibles, or coinsurance may apply.

If you have a
hospital stay

Facility fee (e.g., hospital
room)

$500 copay per
admission

Not Covered None



Common
Medical Event Services You May Need

What You Will Pay

Network
Provider (You

will pay the
least)

Non-Network
Provider (You

will pay the
most)

Limitations, Exceptions, & Other Important
Information
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Physician/surgeon fee 0% coinsurance Not Covered None
If you need
mental health,
behavioral health,
or substance
abuse services

Outpatient services $50 copay per
visit

Not Covered Limited to 30 visits per calendar year period.

Inpatient services $500 copay per
admission

Not Covered Limited to 30 days per calendar year period.

If you are
pregnant

Office visits No Charge Not Covered Cost sharing does not apply for preventive services. Depending
on the type of service, a copayment, deductibles, or coinsurance
may apply.

Childbirth/delivery
professional services

0% coinsurance Not Covered Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound.)

Childbirth/delivery facility
services

$500 copay per
admission

Not Covered Additional copays, deductibles, coinsurance may apply.

If you need help
recovering or have
other special
health needs

Home health care 0% coinsurance Not Covered Limited to 60 visits per calendar year.

Rehabilitation services $35 copay per
outpatient visit

Not Covered Depending on the type of therapy, there is a limit of 20-36 visits
per calendar year.

Habilitation services Not Covered Not Covered No coverage for Habilitative services.
Skilled nursing care $500 copay per

admission
Not Covered Limited to 60 days per calendar year period (combined with

Inpatient Rehabilitation).
Durable medical equipment 0% coinsurance Not Covered Covers 1 per type of DME (including repair/replace) every 3

years.
Hospice services 0% coinsurance Not Covered None

If your child needs
dental or eye care

Children’s eye exam $35 copay per
visit

Not Covered Limited to 1 exam every 2 years.

Children’s glasses Not Covered Not Covered No coverage for Children’s glasses.
Children’s dental check-up Not Covered Not Covered No coverage for Children’s dental check-up
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Excluded Services & Other Covered Services:

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

Acupuncture Bariatric Surgery Cosmetic Surgery Dental Care (Adult/Child) Glasses

Habilitation services Infertility Treatment Long-Term Care Non-emergency care when
traveling outside the U.S.

Private-Duty Nursing

Routine Foot Care Weight Loss Programs

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

Chiropractic care Hearing Aids Routine Eye Care (Adult)

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: 1-866-444-3272 or www.dol.gov/ebsa/healthreform for the U.S. Department of Labor, Employee Benefits Security Administration, or
1-877-267-2323 x61565 or www.cciio.cms.gov for the U.S. Department of Health and Human Services. 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: 1-866-673-6293 ; or the Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform or the North Carolina Department of Insurance at 1-800-546-5664 or www.ncdoi.com. Additionally, a consumer assistance
program can help you file your appeal. Contact North Carolina Department of Insurance , Health Insurance Smart NC at 1-877-885-0231 or visit
www.ncdoi.com.

Does this plan 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 plan meet Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espa ol): Para obtener asistencia en Espa ol, llame al 1-866-673-6293 .
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-673-6293 .
Chinese 1-866-673-6293 .
Navajo (Dine): Dinek ehgo shika at ohwol ninisingo, kwiijigo holne 1-866-673-6293 .

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

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

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

care and a hospital delivery)

The plan’s overall deductible $ 2,500
Specialist copayment $50
Hospital (facility) copayment $500
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 $2,500
Copayments $500
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,060

Managing Joe’s type 2
Diabetes

(a year of routine in-network care of
a well-controlled condition)

The plan’s overall deductible $ 2,500
Specialist copayment $50
Hospital (facility) copayment $500
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 $2,500
Copayments $800
Coinsurance $0

What isn’t covered
Limits or exclusions $30
The total Joe would pay is $3,330

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

follow up care)

The plan’s overall deductible $ 2,500
Specialist copayment $50
Hospital (facility) copayment $500
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



We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can
send a complaint to the Civil Rights Coordinator.
Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH
84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within
30 days. If you disagree with the decision, you have 15 days to ask us to look at it again. If you need help with
your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC), TTY
711, Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services.
200 Independence Avenue, SW Room 509F, HHH
Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or,
you can ask for an interpreter. To ask for help, please call the number contained within this Summary of Benefits
and Coverage (SBC), TTY 711, Monday through Friday, 8 a.m. to 8 p.m.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Based on group plan year
Choice NG3 /YH Coverage for: Employee/Family | Plan Type: HMO

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, visit

www.welcometouhc.com or by calling 1-866-673-6293. 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.cciio.cms.gov or
www.dol.gov/ebsa/healthreform or call 1-866-487-2365 to request a copy.

Important
Questions Answers Why This Matters:

What is the overall
deductible?

Network: $2,850 Individual / $5,700 Family
Per calendar year.

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
policy, the overall family deductible must be met before the plan begins to pay.

Are there services
covered before you
meet your
deductible?

Yes. Preventive care is covered before you meet
your deductible.

This plan covers some items and services even if you haven’t yet met the deductible
amount. But a copayment or coinsurance may apply.

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?

Network: $5,950 Individual / $11,900 Family 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, the overall family out-of-pocket limit
must be 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.welcometouhc.com or call
1-866-673-6293 for a list of 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 can see the specialist you choose without a referral.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event Services You May Need

What You Will Pay

Network
Provider (You

will pay the
least)

Non-Network
Provider (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

$35 copay per
visit

Not Covered If you receive services in addition to office visit, additional
copays, deductibles, or coinsurance may apply.

Specialist visit $50 copay per
visit

Not Covered If you receive services in addition to office visit, additional
copays, deductibles, or coinsurance may apply.

Preventive
care/screening/immunizati-
on

No Charge Not Covered Includes preventive health services specified in the health care
reform law. 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)

0% coinsurance Not Covered None

Imaging (CT/PET scans,
MRIs)

$300 copay per
service

Not Covered None
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Common
Medical Event Services You May Need

What You Will Pay

Network
Provider (You

will pay the
least)

Non-Network
Provider (You

will pay the
most)

Limitations, Exceptions, & Other Important
Information

If you need drugs
to treat your
illness or
condition

More information
about prescription
drug coverage is
available at www.
welcometouhc.com.

Tier 1 - Your Lowest-Cost
Option

Retail: $10 copay
Mail-Order: $25
copay
Specialty Drugs:
$10 copay

Not Covered Provider means pharmacy for purposes of this section.
Retail: Up to a 31 day supply.
Mail-Order: Up to a 90 day supply.
If you use a non-Network pharmacy (including a mail order
pharmacy), you may be responsible for any amount over the
allowed amount.
Copay is per prescription order up to the day supply limit listed
above.
You may need to obtain certain drugs, including certain specialty
drugs, from a pharmacy designated by us.
Certain drugs may have a Prenotification requirement or may
result in a higher cost.
You may be required to use a lower-cost drug(s) prior to
benefits under your policy being available for certain prescribed
drugs.
See the website listed for information on drugs covered by your
plan. Not all drugs are covered.
Certain preventive medications and Tier 1 contraceptives are
covered at No Charge.

Tier 2 - Your Midrange-Cost
Option

Retail: $35 copay
Mail-Order:
$87.50 copay
Specialty Drugs:
40% coinsurance

Not Covered

Tier 3 - Your Midrange-Cost
Option

Retail: $60 copay
Mail-Order: $150
copay
Specialty Drugs:
45% coinsurance

Not Covered

Tier 4 - Additional
High-Cost Options

Not Applicable Not Applicable

If you have
outpatient surgery

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

$300 copay per
visit

Not Covered None

Physician/surgeon fees 0% coinsurance Not Covered None
If you need
immediate
medical attention

Emergency room care $250 copay per
visit

$250 copay per
visit

None

Emergency medical
transportation

0% coinsurance 0% coinsurance None

Urgent care $100 copay per
visit

Not Covered If you receive services in addition to urgent care visit, additional
copays, deductibles, or coinsurance may apply.

If you have a
hospital stay

Facility fee (e.g., hospital
room)

$500 copay per
admission

Not Covered None
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Medical Event Services You May Need

What You Will Pay

Network
Provider (You

will pay the
least)

Non-Network
Provider (You

will pay the
most)

Limitations, Exceptions, & Other Important
Information
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Physician/surgeon fee 0% coinsurance Not Covered None
If you need
mental health,
behavioral health,
or substance
abuse services

Outpatient services $50 copay per
visit

Not Covered Limited to 30 visits per calendar year period.

Inpatient services $500 copay per
admission

Not Covered Limited to 30 days per calendar year period.

If you are
pregnant

Office visits No Charge Not Covered Cost sharing does not apply for preventive services. Depending
on the type of service, a copayment, deductibles, or coinsurance
may apply.

Childbirth/delivery
professional services

0% coinsurance Not Covered Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound.)

Childbirth/delivery facility
services

$500 copay per
admission

Not Covered Additional copays, deductibles, coinsurance may apply.

If you need help
recovering or have
other special
health needs

Home health care 0% coinsurance Not Covered Limited to 60 visits per calendar year.

Rehabilitation services $35 copay per
outpatient visit

Not Covered Depending on the type of therapy, there is a limit of 20-36 visits
per calendar year.

Habilitation services Not Covered Not Covered No coverage for Habilitative services.
Skilled nursing care $500 copay per

admission
Not Covered Limited to 60 days per calendar year period (combined with

Inpatient Rehabilitation).
Durable medical equipment 0% coinsurance Not Covered Covers 1 per type of DME (including repair/replace) every 3

years.
Hospice services 0% coinsurance Not Covered None

If your child needs
dental or eye care

Children’s eye exam $35 copay per
visit

Not Covered Limited to 1 exam every 2 years.

Children’s glasses Not Covered Not Covered No coverage for Children’s glasses.
Children’s dental check-up Not Covered Not Covered No coverage for Children’s dental check-up
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Excluded Services & Other Covered Services:

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

Acupuncture Bariatric Surgery Cosmetic Surgery Dental Care (Adult/Child) Glasses

Habilitation services Infertility Treatment Long-Term Care Non-emergency care when
traveling outside the U.S.

Private-Duty Nursing

Routine Foot Care Weight Loss Programs

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

Chiropractic care Hearing Aids Routine Eye Care (Adult)

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: 1-866-444-3272 or www.dol.gov/ebsa/healthreform for the U.S. Department of Labor, Employee Benefits Security Administration, or
1-877-267-2323 x61565 or www.cciio.cms.gov for the U.S. Department of Health and Human Services. 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: 1-866-673-6293 ; or the Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform or the North Carolina Department of Insurance at 1-800-546-5664 or www.ncdoi.com. Additionally, a consumer assistance
program can help you file your appeal. Contact North Carolina Department of Insurance , Health Insurance Smart NC at 1-877-885-0231 or visit
www.ncdoi.com.

Does this plan 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 plan meet Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espa ol): Para obtener asistencia en Espa ol, llame al 1-866-673-6293 .
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-673-6293 .
Chinese 1-866-673-6293 .
Navajo (Dine): Dinek ehgo shika at ohwol ninisingo, kwiijigo holne 1-866-673-6293 .

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

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

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

care and a hospital delivery)

The plan’s overall deductible $ 2,850
Specialist copayment $50
Hospital (facility) copayment $500
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 $2,800
Copayments $500
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,360

Managing Joe’s type 2
Diabetes

(a year of routine in-network care of
a well-controlled condition)

The plan’s overall deductible $ 2,850
Specialist copayment $50
Hospital (facility) copayment $500
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 $2,800
Copayments $700
Coinsurance $0

What isn’t covered
Limits or exclusions $30
The total Joe would pay is $3,530

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

follow up care)

The plan’s overall deductible $ 2,850
Specialist copayment $50
Hospital (facility) copayment $500
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



We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can
send a complaint to the Civil Rights Coordinator.
Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH
84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within
30 days. If you disagree with the decision, you have 15 days to ask us to look at it again. If you need help with
your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC), TTY
711, Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services.
200 Independence Avenue, SW Room 509F, HHH
Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or,
you can ask for an interpreter. To ask for help, please call the number contained within this Summary of Benefits
and Coverage (SBC), TTY 711, Monday through Friday, 8 a.m. to 8 p.m.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Based on group plan year
Choice NG4 /YH Coverage for: Employee/Family | Plan Type: HMO

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, visit

www.welcometouhc.com or by calling 1-866-673-6293. 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.cciio.cms.gov or
www.dol.gov/ebsa/healthreform or call 1-866-487-2365 to request a copy.

Important
Questions Answers Why This Matters:

What is the overall
deductible?

Network: $3,500 Individual / $7,000 Family
Per calendar year.

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
policy, the overall family deductible must be met before the plan begins to pay.

Are there services
covered before you
meet your
deductible?

Yes. Preventive care is covered before you meet
your deductible.

This plan covers some items and services even if you haven’t yet met the deductible
amount. But a copayment or coinsurance may apply.

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?

Network: $5,950 Individual / $11,900 Family 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, the overall family out-of-pocket limit
must be 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.welcometouhc.com or call
1-866-673-6293 for a list of 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 can see the specialist you choose without a referral.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event Services You May Need

What You Will Pay

Network
Provider (You

will pay the
least)

Non-Network
Provider (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

$35 copay per
visit

Not Covered If you receive services in addition to office visit, additional
copays, deductibles, or coinsurance may apply.

Specialist visit $50 copay per
visit

Not Covered If you receive services in addition to office visit, additional
copays, deductibles, or coinsurance may apply.

Preventive
care/screening/immunizati-
on

No Charge Not Covered Includes preventive health services specified in the health care
reform law. 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)

0% coinsurance Not Covered None

Imaging (CT/PET scans,
MRIs)

$300 copay per
service

Not Covered None
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Common
Medical Event Services You May Need

What You Will Pay

Network
Provider (You

will pay the
least)

Non-Network
Provider (You

will pay the
most)

Limitations, Exceptions, & Other Important
Information

If you need drugs
to treat your
illness or
condition

More information
about prescription
drug coverage is
available at www.
welcometouhc.com.

Tier 1 - Your Lowest-Cost
Option

Retail: $10 copay
Mail-Order: $25
copay
Specialty Drugs:
$10 copay

Not Covered Provider means pharmacy for purposes of this section.
Retail: Up to a 31 day supply.
Mail-Order: Up to a 90 day supply.
If you use a non-Network pharmacy (including a mail order
pharmacy), you may be responsible for any amount over the
allowed amount.
Copay is per prescription order up to the day supply limit listed
above.
You may need to obtain certain drugs, including certain specialty
drugs, from a pharmacy designated by us.
Certain drugs may have a Prenotification requirement or may
result in a higher cost.
You may be required to use a lower-cost drug(s) prior to
benefits under your policy being available for certain prescribed
drugs.
See the website listed for information on drugs covered by your
plan. Not all drugs are covered.
Certain preventive medications and Tier 1 contraceptives are
covered at No Charge.

Tier 2 - Your Midrange-Cost
Option

Retail: $35 copay
Mail-Order:
$87.50 copay
Specialty Drugs:
40% coinsurance

Not Covered

Tier 3 - Your Midrange-Cost
Option

Retail: $60 copay
Mail-Order: $150
copay
Specialty Drugs:
45% coinsurance

Not Covered

Tier 4 - Additional
High-Cost Options

Not Applicable Not Applicable

If you have
outpatient surgery

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

$300 copay per
visit

Not Covered None

Physician/surgeon fees 0% coinsurance Not Covered None
If you need
immediate
medical attention

Emergency room care $250 copay per
visit

$250 copay per
visit

None

Emergency medical
transportation

0% coinsurance 0% coinsurance None

Urgent care $100 copay per
visit

Not Covered If you receive services in addition to urgent care visit, additional
copays, deductibles, or coinsurance may apply.

If you have a
hospital stay

Facility fee (e.g., hospital
room)

$500 copay per
admission

Not Covered None
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Network
Provider (You
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Provider (You

will pay the
most)

Limitations, Exceptions, & Other Important
Information
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Physician/surgeon fee 0% coinsurance Not Covered None
If you need
mental health,
behavioral health,
or substance
abuse services

Outpatient services $50 copay per
visit

Not Covered Limited to 30 visits per calendar year period.

Inpatient services $500 copay per
admission

Not Covered Limited to 30 days per calendar year period.

If you are
pregnant

Office visits No Charge Not Covered Cost sharing does not apply for preventive services. Depending
on the type of service, a copayment, deductibles, or coinsurance
may apply.

Childbirth/delivery
professional services

0% coinsurance Not Covered Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound.)

Childbirth/delivery facility
services

$500 copay per
admission

Not Covered Additional copays, deductibles, coinsurance may apply.

If you need help
recovering or have
other special
health needs

Home health care 0% coinsurance Not Covered Limited to 60 visits per calendar year.

Rehabilitation services $35 copay per
outpatient visit

Not Covered Depending on the type of therapy, there is a limit of 20-36 visits
per calendar year.

Habilitation services Not Covered Not Covered No coverage for Habilitative services.
Skilled nursing care $500 copay per

admission
Not Covered Limited to 60 days per calendar year period (combined with

Inpatient Rehabilitation).
Durable medical equipment 0% coinsurance Not Covered Covers 1 per type of DME (including repair/replace) every 3

years.
Hospice services 0% coinsurance Not Covered None

If your child needs
dental or eye care

Children’s eye exam $35 copay per
visit

Not Covered Limited to 1 exam every 2 years.

Children’s glasses Not Covered Not Covered No coverage for Children’s glasses.
Children’s dental check-up Not Covered Not Covered No coverage for Children’s dental check-up
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Excluded Services & Other Covered Services:

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

Acupuncture Bariatric Surgery Cosmetic Surgery Dental Care (Adult/Child) Glasses

Habilitation services Infertility Treatment Long-Term Care Non-emergency care when
traveling outside the U.S.

Private-Duty Nursing

Routine Foot Care Weight Loss Programs

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

Chiropractic care Hearing Aids Routine Eye Care (Adult)

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: 1-866-444-3272 or www.dol.gov/ebsa/healthreform for the U.S. Department of Labor, Employee Benefits Security Administration, or
1-877-267-2323 x61565 or www.cciio.cms.gov for the U.S. Department of Health and Human Services. 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: 1-866-673-6293 ; or the Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform or the North Carolina Department of Insurance at 1-800-546-5664 or www.ncdoi.com. Additionally, a consumer assistance
program can help you file your appeal. Contact North Carolina Department of Insurance , Health Insurance Smart NC at 1-877-885-0231 or visit
www.ncdoi.com.

Does this plan 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 plan meet Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espa ol): Para obtener asistencia en Espa ol, llame al 1-866-673-6293 .
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-673-6293 .
Chinese 1-866-673-6293 .
Navajo (Dine): Dinek ehgo shika at ohwol ninisingo, kwiijigo holne 1-866-673-6293 .

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

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

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

care and a hospital delivery)

The plan’s overall deductible $ 3,500
Specialist copayment $50
Hospital (facility) copayment $500
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 $3,500
Copayments $500
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,060

Managing Joe’s type 2
Diabetes

(a year of routine in-network care of
a well-controlled condition)

The plan’s overall deductible $ 3,500
Specialist copayment $50
Hospital (facility) copayment $500
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 $3,500
Copayments $600
Coinsurance $0

What isn’t covered
Limits or exclusions $30
The total Joe would pay is $4,130

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

follow up care)

The plan’s overall deductible $ 3,500
Specialist copayment $50
Hospital (facility) copayment $500
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



We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can
send a complaint to the Civil Rights Coordinator.
Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH
84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within
30 days. If you disagree with the decision, you have 15 days to ask us to look at it again. If you need help with
your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC), TTY
711, Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services.
200 Independence Avenue, SW Room 509F, HHH
Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or,
you can ask for an interpreter. To ask for help, please call the number contained within this Summary of Benefits
and Coverage (SBC), TTY 711, Monday through Friday, 8 a.m. to 8 p.m.







UnitedHealthcare®   dental plan

Consumer MaxMultiplier Voluntary Options PPO 30/covered dental services P3365 /U90

NETWORK NON-NETWORK

Individual Annual Deductible $50 $50

Family Annual Deductible $150$150

Annual Maximum Benefit* (The total benefit payable by the plan will not exceed the 

highest listed maximum amount for either Network or Non-Network services.)

$1000 per person 

per calendar year

$1000 per person 

per calendar year

Annual Deductible Applies to Preventive and Diagnostic Services No

Waiting Period 12 months for major services

COVERED SERVICES**
NETWORK

PLAN PAYS***
BENEFIT GUIDELINES

NON-NETWORK

PLAN PAYS****

DIAGNOSTIC SERVICES

Periodic Oral Evaluation

Radiographs

Lab and Other Diagnostic Tests

Limited to 2 times per consecutive 12 months.

Bitewing: Limited to 1 series of films per calendar year. Complete/Panorex: Limited to 

1 time per consecutive 36 months.

100%

100%

100%

100%

100%

100%

PREVENTIVE SERVICES

Dental Prophylaxis (Cleanings) 100% 100% Limited to 2 times per consecutive 12 months.

Fluoride Treatments

Sealants

Space Maintainers

Limited to covered persons under the age of 16 years and limited to 2 times per 

consecutive 12 months.

Limited to covered persons under the age of 16 years and once per first or second 

permanent molar every consecutive 36 months.

For covered persons under the age of 16 years, limit 1 per consecutive 60 months.

100% 100%

100% 100%

100%100%

BASIC DENTAL SERVICES

Multiple restorations on one surface will be treated as a single filling.80% 80%Restorations (Amalgam or Anterior Composite)**

General Services (including Emergency Treatment)
Palliative Treatment: Covered as a separate benefit only if no other service was done 

during the visit other than X-rays.

General Anesthesia: when clinically necessary.

Occlusal Guard: Limited to 1 guard every consecutive 36 months.

80% 80%

Simple Extractions Limited to 1 time per tooth per lifetime.80% 80%

MAJOR DENTAL SERVICES

Oral Surgery (includes surgical extractions) 50% 50%

Periodontics

Perio Surgery: Limited to 1 quadrant or site per consecutive 36 months per surgical 

area.

Scaling and Root Planing: Limited to 1 time per quadrant per consecutive 24 months.

Periodontal Maintenance: Limited to 2 times per consecutive 12 months following active 

and adjunctive periodontal therapy, exclusive of gross debridement.

50% 50%

Endodontics 50% 50% Root Canal Therapy: Limited to 1 time per tooth per lifetime.

Limited to 1 time per tooth per consecutive 60 months.50% 50%Inlays/Onlays/Crowns**

Dentures and other Removable Prosthetics
Full Denture/Partial Denture: Limited to 1 per consecutive 60 months. No additional 

allowances for precision or semi-precision attachments.
50%50%

Limited to 1 time per tooth per consecutive 60 months.50% 50%Fixed Partial Dentures (Bridges)**

* This plan includes a maximum benefit award program. Some of the unused portion of your annual maximum benefit may be available in future benefit periods.

** Your dental plan provides that where two or more professionally acceptable dental treatments for a dental condition exist, your plan bases reimbursement on the least costly treatment alternative. If you 

and your dentist have agreed on a treatment which is more costly than the treatment on which the plan benefit is based, you will be responsible for the difference between the fee for service rendered and 

the fee covered by the plan. In addition, a pre-treatment estimate is recommended for any service estimated to cost over $500; please consult your dentist.

*** The network percentage of benefits is based on the discounted fee negotiated with the provider.

**** The non-network percentage of benefits is based on the schedule of usual and customary fees in the geographic area in which the expenses are incurred.

In accordance with the Illinois state requirement, a partner in a Civil Union is included in the definition of Dependent. For a complete description of Dependent Coverage, please refer to your Certificate of Coverage.

The Prenatal Dental Care (not available in WA) and Oral Cancer Screening programs are covered under this plan. The material contained in the above table is for informational purposes only and is not an offer of coverage. Please note 

that the above provides only a brief, general description of coverage and does not constitute  a contract. For a complete listing of your coverage, including exclusions and limitations relating to your coverage, please refer to your 

Certificate of Coverage or contact your benefits administrator. If differences exist between this Summary Benefits and your Certificate of Coverage/benefits administrator, the Certificate/benefits administrator will govern. All terms and 

conditions of coverage are subject to applicable state and federal laws. State mandates regarding benefit levels and age limitations may supersede plan design features.

UnitedHealthcare Dental® Voluntary Options PPO Plan is either underwritten or provided by: UnitedHealthcare Insurance Company, Hartford, Connecticut; UnitedHealthcare Insurance Company of New York, Hauppage, New York; 

Unimerica Insurance Company, Milwaukee, Wisconsin; Unimerica Life Insurance Company of New York, New York, New York; or United Healthcare Services, Inc.

02/13 ©2013-2014 United HealthCare Services, Inc.100-8573



UnitedHealthcare/dental exclusions and limitations
Dental Services described in this section are covered when such services are:

A. Necessary;

B. Proviced by or under the direction of a Dentist or other appropriate provider as specifically described;

C. The least costly, clinically accepted treatment; and

D. Not excluded as described in the Section entitled, General Exclusions.

GENERAL LIMITATIONS

PERIODIC ORAL EVALUATION Limited to 2 times per consecutive 12 months.

COMPLETE SERIES OR PANOREX RADIOGRAPHS Limited to 1 time per 

consecutive 36 months.

BITEWING RADIOGRAPHS Limited to 1 series of films per calendar year.

EXTRAORAL RADIOGRAPHS Limited to 2 films per calendar year.

DENTAL PROPHYLAXIS Limited to 2 times per consecutive 12 months.

FLUORIDE TREATMENTS Limited to covered persons under the age of 16 

years, and limited to 2 times per consecutive 12 months.

SPACE MAINTAINERS Limited to covered persons under the age of 16 years, 

limited to 1 per consecutive 60 months. Benefit includes all adjustments within 6 

months of installation.

SEALANTS Limited to covered persons under the age of 16 years, and once per 

first or second permanent molar every consecutive 36 months. 

RESTORATIONS Multiple restorations on one surface will be treated as a 

single filling.

PIN RETENTION Limited to 2 pins per tooth; not covered in addition to cast 

restoration.

INLAYS AND ONLAYS Limited to 1 time per tooth per consecutive 60 months. 

Covered only when a filling cannot restore the tooth.

CROWNS Limited to 1 time per tooth per consecutive 60 months. Covered only 

when a filling cannot restore the tooth.

POST AND CORES Covered only for teeth that have had root canal therapy.

SEDATIVE FILLINGS Covered as a separate benefit only if no other service, 

other than x-rays and exam, were performed on the same tooth during the visit.

SCALING AND ROOT PLANING Limited to 1 time per quadrant per 

consecutive 24 months.

PERIODONTAL MAINTENANCE Limited to 2 times per consecutive 12 

months following active or adjunctive periodontal therapy, exclusive of gross 

debridement.

FULL DENTURES Limited to 1 time every consecutive 60 months.  No 

additional allowances for precision or semi-precision attachments.

PARTIAL DENTURES Limited to 1 time every consecutive 60 months.  No 

additional allowances for precision or semi-precision attachments.

RELINING AND REBASING DENTURES Limited to relining/rebasing 

performed more than 6 months after the initial insertion. Limited to 1 time per 

consecutive 12 months.

REPAIRS TO FULL DENTURES, PARTIAL DENTURES, BRIDGES 

Limited to repairs or adjustments performed more than 12 months after the initial 

insertion. Limited to 1 per consecutive 6 months.

PALLIATIVE TREATMENT Covered as a separate benefit only if no other 

service, other than the exam and radiographs, were performed on the same tooth 

during the visit.

OCCLUSAL GUARDS Limited to 1 guard every consecutive 36 months and 

only covered if prescribed to control habitual grinding.

FULL MOUTH DEBRIDEMENT Limited to 1 time every consecutive 36 months.

GENERAL ANESTHESIA Covered only when clinically necessary.

OSSEOUS GRAFTS Limited to 1 per quadrant or site per consecutive 36 months.

PERIODONTAL SURGERY Hard tissue and soft tissue periodontal surgery 

are limited to 1 quadrant or site per consecutive 36 months per surgical area.

REPLACEMENT OF COMPLETE DENTURES, FIXED OR REMOVABLE 

PARTIAL DENTURES, CROWNS, INLAYS OR ONLAYS Replacement of 

complete dentures, fixed or removable partial dentures, crowns, inlays or onlays 

previously submitted for payment under the plan is limited to 1 time per 

consecutive 60 months from initial or supplemental placement. This includes 

retainers, habit appliances, and any fixed or removable interceptive orthodontic 

appliances.

GENERAL EXCLUSIONS

The following are not covered:

1. Dental Services that are not necessary.

2. Hospitalization or other facility charges.

3. Any dental procedure performed solely for 

cosmetic/aesthetic reasons. (Cosmetic procedures are 

those procedures that improve physical appearance.)

4. Reconstructive Surgery regardless of whether or not the 

surgery is incidental to a dental disease, injury, or 

Congenital Anomaly when the primary purpose is to 

improve physiological functioning of the involved part of 

the body.
5. Any dental procedure not directly associated with dental 

disease.
6. Any dental procedure not performed in a dental setting.

7. Procedures that are considered to be Experimental, 

Investigational or Unproven.  This includes 

pharmacological regimens not accepted by the American 

Dental Association (ADA) Council on Dental 

Therapeutics. The fact that an Experimental, 

Investigational or Unproven Service, treatment, device or 

pharmacological regimen is the only available treatment 

for a particular condition will not result in coverage if the 

procedure is considered to be Experimental, 

Investigational or Unproven in the treatment of that 

particular condition.

8. Services for injuries or conditions covered by Worker’s 

Compensation or employer liability laws, and services 

that are provided without cost to the covered person 

by any municipality, county, or other political 

subdivision.  This exclusion does not apply to any 

services covered by Medicaid or Medicare.

9. Expenses for dental procedures begun prior to the 

covered person becoming enrolled under the Policy.

10. Dental Services otherwise covered under the Policy, 

but rendered after the date individual coverage under 

the Policy terminates, including Dental Services for 

dental conditions arising prior to the date individual 

coverage under the Policy terminates.

11. Services rendered by a provider with the same legal 

residence as a covered person or who is a member of 

a covered person’s family, including spouse, brother, 

sister, parent or child.

12. Foreign Services are not covered unless required as 

an Emergency.

13. Replacement of crowns, bridges, and fixed or 

removable prosthetic appliances inserted prior to plan 

coverage unless the patient has been covered under 

the policy for 12 continuous months.  If loss of a tooth 

requires the addition of a clasp, pontic, and/or 

abutment(s) within this 12 month period, the plan is 

responsible only for the procedures associated with 

the addition.

14. Replacement of missing natural teeth lost prior to the 

onset of plan coverage until the patient has been 

covered under the Policy for 12 continuous months.

15. Replacement of complete dentures, fixed and removable 

partial dentures, or crowns, if damage or breakage was 

directly related to provider error. This type of 

replacement is the responsibility of the Dentist. If 

replacement is necessary because of patient 

non-compliance, the patient is liable for the cost of 

replacement.

16. Fixed or removable prosthodontic restoration 

procedures for complete oral rehabilitation or 

reconstruction.

17. Attachments to conventional removable prostheses or 

fixed bridgework. This includes semi-precision or 

precision attachments associated with partial 

dentures, crown or bridge abutments, full or partial 

overdentures, any internal attachment associated 

with an implant prosthesis, and any elective 

endodontic procedure related to a tooth or root 

involved in the construction of a prosthesis of this 

nature. 

18. Procedures related to the reconstruction of a patient’s 

correct vertical dimension of occlusion (VDO).

19. Placement of dental implants, implant-supported 

abutments and prostheses

20. Placement of fixed partial dentures solely for the 

purpose of achieving periodontal stability.

21. Treatment of benign neoplasms, cysts, or other 

pathology involving benign lesions, except 

excisional removal. Treatment of malignant 

neoplasms or Congenital Anomalies of hard or soft 

tissue, including excision.

22. Setting of facial bony fractures and any treatment 

associated with the dislocation of facial skeletal hard 

tissue.

23. Services related to the temporomandibular joint 

(TMJ), either bilateral or unilateral. Upper and lower 

jaw bone surgery (including that related to the 

temporomandibular joint). No coverage is provided 

for orthognathic surgery, jaw alignment, or treatment 

for the temporomandibular joint.

24. Acupuncture; acupressure and other forms of 

alternative treatment, whether or not used as 

anesthesia.

25. Drugs/medications, obtainable with or without a 

prescription, unless they are dispensed and utilized 

in the dental office during the patient visit.

26. Charges for failure to keep a scheduled appointment 

without giving the dental office 24 hours notice.

27. Occlusal guards used as safety items or to affect 

performance primarily in sports-related activities.

28. Dental Services received as a result of war or any act 

of war, whether declared or undeclared or caused 

during service in the armed forces of any country.

Plans sold in Texas use associated COC form number: DCOC.CER.06

ROOT CANAL THERAPY Limited to 1 time per tooth per lifetime.



Vision Benefit Summary

Customer Service and Provider Locator: (800) 638-3120

myuhcvision.com

UnitedHealthcare vision has been trusted for more than 50 years to deliver affordable, innovative vision care solutions to the nation’s leading 
employers through experienced, customer-focused people and the nation’s most accessible, diversified vision care network.
In-network, covered-in-full benefits (up to the plan allowance and after applicable copay) include a comprehensive exam, eyeglasses with 
standard single vision, lined bifocal, lined trifocal, or lenticular lenses, standard scratch-resistant coating and the frame, or contact lenses in lieu 
of eyeglasses.

Plan VL008

Exam with Materials

Benefit Frequency

Comprehensive Exam(s) Once every 12 months

Spectacle Lenses Once every 12 months

Frames Once every 24 months

Contact Lenses in Lieu of Eyeglasses Once every 12 months

In-Network Services

Copays

Exam(s) $ 10.00

$ 25.00Materials

Frame Benefit (for frames that exceed the allowance, an additional 30% discount may be applied to the overage)¹

Private Practice Provider $100.00 retail frame allowance

Retail Chain Provider $100.00 retail frame allowance

Lens Options

Standard Scratch-resistant Coating,Polycarbonate Lenses for Dependent Children (up to age 19)  - covered in full.
Other optional lens upgrades may be offered at a discount (discount varies by provider). The Lens Options list can be found at 
myuhcvision.com.

Contact Lens Benefit² (Selection contact lenses refers to our formulary contact list. Contact lenses not listed on the formulary are referred to as 

non-selection. A copy of the list can be found at myuhcvision.com).

Selection contact lenses
The fitting/evaluation fees, contact lenses, and up to two 
follow-up visits are covered in full after copay (if applicable).

If you choose disposable contacts, up to 4 
boxes are included when obtained from 
an in-network provider.

Non-selection contact lenses
An allowance is applied toward the purchase of contact 
lenses outside the selection. Materials copay (if applicable) 
is waived. 

$105.00

{@Bullet} Necessary contact lens  3Necessary contact lenses Covered in full after copay (if applicable).

Out-of-Network Reimbursements (Copays do not apply)

Exam(s) Up to $40.00

Frames Up to $45.00

Single Vision Lenses Up to $40.00

Lined Bifocal Lenses Up to $60.00

Lined Trifocal Lenses Up to $80.00

Lenticular Lenses Up to $80.00

Elective Contacts in Lieu of Eyeglasses² Up to $105.00
{@Bullet} Necessary conta                                                3Necessary Contacts in Lieu of Eyeglasses Up to $210.00



Discounts

Laser vision
UnitedHealthcare has partnered with the Laser Vision Network of America (LVNA) to provide our members with access to discounted 
laser vision correction providers. Members receive 15% off standard or 5% off promotional pricing at more than 550 network provider 
locations and even greater discounts through set pricing at LasikPlus® locations. For more information, call 1-888-563-4497 or visit us 
at www.uhclasik.com.

Additional Material
At a participating in-network provider you will receive up to a 20% discount on an additional pair of eyeglasses or contact lenses. This 
program is available after your vision benefits have been exhausted. Please note that this discount shall not be considered insurance, 
and that UnitedHealthcare shall neither pay nor reimburse the provider or member for any funds owed or spent. Additional materials do 
not have to be purchased at the time of initial material purchase. 

Hearing Aids
As a UnitedHealthcare vision plan member, you can save on high-quality hearing aids when you buy them from hi HealthInnovations™. 
To find out more go to hiHealthInnovations.com. When placing your order use promo code myVision to get the special price discount.

¹30% discount available at most participating in-network provider locations. May exclude certain frame manufacturers. Please verify all discounts with your provider.
²Contact lenses are in lieu of eyeglass lenses and/or eyeglass frames. Coverage for Selection contact lenses does not apply at Costco, Walmart or Sam's Club 

locations. The allowance for Non-selection contact lenses applies to materials. No portion will be exclusively applied to the fitting and evaluation.
³Necessary contact lenses are determined at the provider's discretion for one or more of the following conditions: Following cataract surgery without intraocular lens 

implant; to correct extreme vision problems that cannot be corrected with eyeglass lenses and/or frames; with certain conditions such as anisometropia, 
keratoconus, irregular corneal/astigmatism, aphakia, facial deformity; or corneal deformity. If your provider considers your contacts necessary, you should ask your 
provider to contact UnitedHealthcare vision confirming the reimbursement that UnitedHealthcare will make before you purchase such contacts. 

• Always identify yourself as a UnitedHealthcare vision member when making your appointment. This will assist the provider in obtaining 
your benefit information.

• Your participating provider will help you determine which contact lenses are available in the UnitedHealthcare selection.
• Your $105.00 contact lens allowance applies to materials. No portion will be exclusively applied to the fitting and evaluation. Your material 

copay is waived when purchasing non-selection contacts.
• Patient options such as UV coating, progressive lenses, etc., which are not covered-in-full, may be available at a discount at participating 

providers. The Lens Options list can be found at myuhcvision.com.

Important to Remember:

In-Network

Choice and Access of Vision Care Providers

UnitedHealthcare offers its vision program through a national network including both private practice and retail chain providers. To access the 
Provider Locator service or for a printed directory, visit our website myuhcvision.com or call (800) 638-3120, 24 hours a day, seven days a 
week. You may also view your benefits, search for a provider or print an ID card online at myuhcvision.com.
Retain this UnitedHealthcare vision benefit summary which includes detailed benefit information and instructions on how to use the program.
Please refer to your Certificate of Coverage for a full explanation of benefits.
In-Network Provider - Copays and non-covered patient options are paid to provider by program participant at the time of service.
Out-of-Network Provider - Participant pays full fee to the provider, and UnitedHealthcare reimburses the participant for services rendered 
up to the maximum allowance. Copays do not apply to out-of-network benefits. All receipts must be submitted at the same time to the following 
address: UnitedHealthcare Vision, Attn. Claims Department, P.O. Box 30978, Salt Lake City, UT 84130. Written proof of loss should be given 
to the Company within 90 days after the date of loss. If it was not reasonably possible to give written proof in the time required, the Company will 
not reduce or deny the claim for this reason. However, proof must be filed as soon as reasonably possible, but no later than 1 year after the 
date of service unless the Covered Person was legally incapacitated.

Customer Service is available toll-free at (800) 638-3120 from 8:00 a.m. to 11:00 p.m. Eastern Time Monday through Friday, 
and 9:00 a.m. to 6:30 p.m. Eastern Time on Saturday.

This Benefit Summary is intended only to highlight your benefits and should not be relied upon to fully determine coverage. This benefit plan 
may not cover all of your healthcare expenses. More complete descriptions of benefits and the terms under which they are provided are 
contained in the certificate of coverage that you will receive upon enrolling in the plan. If this Benefit Summary conflicts in any way with the 
Policy issued to your employer, the Policy shall prevail.

05/17   © 2017 United HealthCare Services, Inc. 

UnitedHealthcare vision coverage provided by or through UnitedHealthcare Insurance Company, located in Hartford, Connecticut, UnitedHealthcare Insurance 
Company of New York, located in Islandia, New York, or its affiliates. Administrative services provided by Spectera, Inc., United HealthCare Services, Inc. or their affiliates. 
Plans sold in Texas use policy form number VPOL.06.TX or VPOL.13TX and associated COC form number VCOC.INT.06.TX or VCOC.CER.13.TX. Plans sold in 
Virginia use policy form number VPOL.06.VA or VPOL.13.VA and associated  COC form number VCOC.INT.06.VA or VCOC.CER.13.VA.
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