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USD 265 Goddard provides a wide range of employee benefits for you and your dependents.  We encourage you to thoroughly evaluate your needs and 
the needs of your family before enrolling or declining to participate in any of the benefit plans.  This Benefit Guide contains an overview of some 
elements of the employee benefit plans we sponsor. 

This Guide is intended to provide a summary of the main features of our benefits package. It is much shorter and less technical than the legal 
documents and contracts governing our benefits. We have made every effort to make sure this information is accurate; however, in the case of any 
discrepancy, the provisions of the legal plan documents and insurance certificates will govern.  Our benefit information is also available on our benefit 
website: http://www.myusd265benefits.benefithub.com  Each benefit plan may be amended or terminated at the sole discretion of USD 265 Goddard.  
Nothing in this benefit guide is intended to guarantee employment of any employee. 

If you do not enroll at your first opportunity, you may not be able to enroll until the next annual open enrollment period.  Since your premiums are paid 
through a Section 125 Cafeteria Plan, you cannot terminate coverage until the end of the plan year unless you terminate employment or if you have a 
qualifying family event.  If you have questions, please contact our benefit consultant: Arthur J. Gallagher & Co. at (316) 977-9779. 

 

 
 

 

November 2020 

 

Dear USD #265 Goddard Employees: 

All employees are a valued and integral part of the continued 
success of our school. We recognize the importance of your family’s 
financial security and will continually strive to offer a complete 
benefits package.  

This booklet is designed to give an overview of our benefit plans. 
The benefits offered include Medical, Dental, Vision, Voluntary Life 
and AD&D, Voluntary Short-Term Disability, Flexible Spending 
Accounts (Medical & Dependent Care), Accident and Critical Illness 
and an Employee Assistance Program. I hope you find this booklet 
useful and will participate in the benefits to the fullest extent 
possible.   

The district is again working with Blue Cross and Blue Shield of 
Kansas (BCBSKS). If you had health insurance last year, you will 
notice your payroll deductions have increased for 2021. This is based 
on the annual claims costs (amounts paid by BCBSKS on behalf of 
the members to hospitals, clinics, doctors and pharmacies) 
exceeding the amount of premiums paid in to BCBSKS. The district 
has worked with our benefits advisors at Gallagher along with 
BCBSKS to manage the increase by making some adjustments to 
the plan. Please read the Medical Options portion of the handbook 
for more information. 

Please note there continues to be a Telemedicine option that has no 
office co-payment. Also we encourage you to continue seeking out 
generic Rx prescriptions whenever possible. For those of you on 
higher cost prescriptions we encourage you to work with your 
doctor, pharmacy, or even the drug manufacturer to see if there are 
lower cost alternatives or if there is a discount plan available. 

All benefits offered are “a la carte” - you have the ability to pick and 
choose which benefits best meet you and your families’ needs.  

If you have any questions regarding these plans, please contact 
Gallagher Benefit Services at (316) 977-9779. 

Sincerely, 

Doug Maxwell 
Doug Maxwell 
Finance Director 
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Open Enrollment 

Open Enrollment is the one time per year you may 

start, stop or change your benefit elections. Any 

requests after Open Enrollment to change your benefit 

elections and who is insured must be due to a covered 

Qualifying Life Event.  

2021 Open Enrollment  
  November 6 through November 18, 2020  

Qualifying Life Events 

After your initial eligibility date and other than the 

annual open enrollment period, you may only change 

your benefit election and covered dependents within 

31 days following a Qualifying Life Event including: 

 Birth or adoption of a dependent child; 

 Marriage, legal separation, annulment, or divorce; 

 Death of spouse and/or dependent; 

 Dependent’s loss of eligibility; 

 Termination or commencement of spouse’s 

employment with health care coverage offered or 

open enrollment; 

 Employee or spouse’s eligibility for Medicare 

 

Who is Eligible? 
 

Employee 

All active, full-time employees working 30 or more 
hours per week are eligible to enroll.  Employees    
assigned and working 20 - 29 hours per week are     
eligible to enroll in all offered coverages with the    
exception of medical insurance.  New employees 
are eligible the first of the month following 30 
days. 

Dependents 

As an employee eligible to enroll in the group 
insurance plans, you may elect certain options for 
your dependents.  Eligible dependents include: 

 Your legal spouse; 

 Your dependent child or step child up to age 
26 for the medical plan and for dental; 

 Any child placed with you for adoption or for 
whom you have legal guardianship; 

 Any unmarried, disabled child of any age who 
resides with you, medically certified as 
disabled prior to his/her 26th birthday and 
primarily dependent upon you for support; 

 Any eligible child for whom health care 
coverage is required through a Qualified 
Medical Child Support Order (QMCSO) or 
other court or administrative order. 

Important Information 

You must notify the  

Human Resources within 

31 days of a qualifying 

event to make changes 

after your initial 

eligibility date.  
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Healthcare Reform 
Due to Healthcare Reform: 

 The individual mandate became effective on 
01/01/2014 

 For tax year 2021, if you don’t have coverage 
the fee/penalty no longer applies. This is subject 
to change if different legislation is passed. 

 

Healthcare Reform Exchanges: 

 If you are eligible for benefits at the USD 265 
Goddard and buy coverage through a Federal or 
State Exchange- you and your family will not 
qualify for a subsidy through the Exchange. 

 Federal and State Medicaid programs offer low 
cost or free medical coverage to individuals and 
families with limited incomes. Your eligibility will 
depend on your state, income, and family size. 
For more info visit: www.healthcare.gov. 

 

 

 

Summary of Benefits & Coverage 

As an employee, the health benefits available         
to you represent a significant component of              
your compensation package. They also provide 
important protection for you and your family in 
case of illness or injury. Choosing a health 
coverage option is an important   decision.  To  
help you make an informed choice, your plan 
makes available a Summary of Benefits and 
Coverage (SBC), which summarizes important             
information about any health coverage option in a 
standard format, to help you compare options.  
The SBC is available on the web: 

www.myusd265benefits.benefithub.com 
 

Additional employee benefit information is 
available on the above website. You may access 
your benefit information 24/7 from any computer 
with internet access.   

 
 

 

Benefits Disclaimer 
The benefits shown in this guide are only a summary of the benefits and do not include all the plan’s limitations, 
exclusions, preauthorization requirements and conditions of coverage.  Not all services are covered by your health 
plan.  Refer to your plan’s summary plan description, insurance company’s master policy or certificate of insurance for a 
complete description of covered benefits.  

Your health plan has negotiated fee discounts with some health care providers. These providers have several names 
including contracting providers, preferred providers, network providers or participating providers. The contracting 
providers discounted price is called the “allowed amount”.  When you receive your health care from contracting providers, 
you will receive the highest benefits allowed by your plan.  In addition, the contracting providers agree not to balance bill 
you the amount of the discount.  It is your responsibility to verify your providers are contracting providers for your health 
plan.  

Non-contracting providers set their own fees and do not offer a discounted fee to your health plan. Their fees are usually 
higher, sometimes much higher, than your health plan’s allowed amount.  Non-contracting providers will also require you 
pay the difference between their fee and the health plan’s allowed amount.  This difference can be substantial and may 
not satisfy your deductibles, coinsurance, copays or out of pocket limits shown in this guide.   

If you have questions about contracting providers or your benefits, contact your claims payer or insurance company for 
more information. 

Important Information 
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Online Enrollment Sign-On Instructions 

2021 Open Enrollment is available from November 6th through November 18th. 
 

Your 2020 benefit elections will automatically rollover to 2021  
EXCEPT any Flexible Spending Account Elections.   

Login 

 Go to www.infinityhr.com 

 Enter User ID and Password 

 Your User ID is your last name + last 4 digits of 

your Social Security number 

 If you don’t remember it, click “Forgot your  

password/user name” in the lower right hand 

area of the login screen. 

 You will then be directed to Account Look 

up.  Enter your information and select “Find 

My Account”   

 When your account is found, you will create a 

new password and proceed to the Open 

Enrollment screen.  

1 

2 

3 

Click “Begin Event” on 
Homepage 
 

 Review Homepage 

 The drop-down should say “Open Enrollment” 

 Then click “Begin Event”  

  

Authorization Pages 

 Click “Continue”  

 

 

 Click “I Accept…” 

 

Once you have created a valid account, if you forget your 

login information, and you have a valid email address on 

file, you can click the appropriate link below the login 

button, and your information will be sent to you. 

  If you do not login and review your benefits  
at open enrollment, your elections will remain  

the same EXCEPT your FSA enrollment                                       
will be $0.00 for the 2021 plan year.  

http://www.infinityhr.com
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Online Enrollment Instructions 

Confirm Personal Info 

 Review personal  information.  

 To make a change, click “Edit” and enter your 

information.  

 When finished, click “Save and Continue”.  

Confirm Spouse and/or Dependent Info 

 Review  information.  

 To make a change, click “Edit” on the far right and enter your information.  

 In order to add a spouse and/or dependents to a benefit, they must be entered here. To do this, click            

“Add Dependent”.  

“Edit” 

4 

5 

* **PLEASE NOTE:  Spouse & dependent’s Social Security Numbers are required*** 

6 Benefit 
Selections 
 

 Make an election or 
select “Waive” for 
each benefit.  

 Click “Save and 
Continue” to 
complete each 
benefit screen and 
you will 
automatically be 
moved to the 
next benefit.   

 

Running Total of 
Benefit Elections 



  

6 

Online Enrollment Instructions 

Enter Beneficiaries 

 Select a Primary Beneficiary for each benefit. If 
you need to add a beneficiary, click “Add 
Beneficiary” and complete the information. You 
can add multiple beneficiaries, however the total 
percentage must equal 100%.  

 Repeat if you choose to enter a Contingent 
Beneficiary. If not, leave “Primary” clicked and 
enter 0. 

 When finished, click “Save and Continue”.  
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9 Confirm  

 A pop-up will appear asking if you are sure, click 
“Save and Confirm”.  

 Then click “Return to my Homepage” and Log 
Out.  

 On the your Homepage, you can view and print 
your “Benefit Statement”. 

Your enrollment is complete!  

The open enrollment window will close at 11:59 p.m. CST on November 18th  
 

You can log in and out to make changes as many times as needed until                                   
the close of  open enrollment - just make sure to go through                                                              

to the very end and CONFIRM your changes again!! 
 

8 Review  

 Review information on Review Step.  

 Click “Save & Confirm” to confirm your enrollment. 

 It will tell you if you selected a benefit that requires 
Evidence of Insurability (EOI).  To complete and 
submit the EOI form online (highly recommended), 
follow the instructions listed at the top of the form.   
If you complete the paper EOI form, it is your 
responsibility to turn the form in to HR prior to the 
close of open enrollment.  

“Evidence of Insurability 

Required” 
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Tips to Save Money on Health Care 

Be Smart - If your employer offers two or more 

medical plans, learn what your out of pocket cost 

will be for each plan and how much each plan will 

cost you.  Then choose the plan best meeting your 

needs.  You might be throwing money away by 

choosing the wrong medical plan. 

Choose Healthy - Some 

companies are encouraging 

employees to take better care 

of themselves by eating a 

healthier diet and  exercising.  

Communicate - Call your primary care physician if 

you need medical attention and it is not life or limb 

threatening.   After explaining your condition, your  

doctor may be able to call in a prescription or 

provide some other remedy.  Many physicians will 

talk with you on the phone if you are an established 

patient and get annual check ups. 

Prevention - An annual routine physical might save 

your life and a bunch of 

money.  An annual checkup  

allows your doctor to run 

lab tests to see if you have 

any health issues. 

Stay In-network - Most health plans offer both in- 

and out-of-network benefits. You will pay more for 

seeing an out-of-network doctor or going to an out-

of-network facility.  

Free Advice - Pharmacists know a lot about 

prescription drugs, so talk  

to yours about the drugs 

you take. Your pharmacist  

might be able to suggest a 

less expensive alternative 

you can ask your physician 

about and  save money. 

Stop smoking - In addition 

to the cost of cigarettes, 

smokers on average incur 

six times the amount of 

health expenses versus a 

non-smoker. 

Generic Rx - Talk to your doctor or pharmacist about 

switching from brand name drugs to generic drugs.  

More and more generics are available each year and  

usually cost less too.   

Urgent vs Emergency - 

Consider going to an Urgent 

Care Center instead of the 

Emergency Room.  Urgent 

Care Centers are similar to 

doctors offices and are 

much less expensive.   

Stretch with Flex - Does your employer offer Flexible 

Spending Accounts through a Section 125 Cafeteria 

Plan?  If yes, you will be 

able to stretch your 

money farther because 

you do not pay taxes on 

the amount of salary  

you convert to non-taxable benefits. You will save 

taxes on medical, dental, vision or drug expenses 

that are predictable.  

Over There - If medical coverage is available where 

your spouse works, you might save money by 

splitting your coverage between both employers.  

Many employers pay a higher percentage of the 

premium for single coverage.   
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Medical Information 

Insurance Terms 
Copay or Copayment is an amount you pay for a 
covered medical service. Copays are usually paid at the 
time you receive the service.    

Deductible is the amount you pay 100% before the 
insurance company begins to pay.   

Coinsurance is the sharing of eligible expenses after 
the deductible has been satisfied. The insurance 
company will typically pay an 80% share and the 
employee will pay 20%. The percentages usually shared 
are 80/20, 70/30 or 50/50.   

Out-of-Pocket Limit is the total amount you pay for 
covered services during a benefit year. These   are the 
amounts you pay for copays, deductibles and 
coinsurance. 

In-Network Providers contract with the insurance 
company and charge discounted fees. In-network 
providers or contracting providers apply to HMO, POS 
and PPO organizations. 

Out-of-Network Providers do not contract with the 
insurance company. Non-contracting providers will 
probably bill you for the difference between the out-of
-network provider’s charge and the insurance 
company’s “allowed” amount. You are responsible for 
the difference and this amount can be significant. 

Primary Care Provider (PCP) are usually family 
practice physicians or pediatricians who are  
responsible for monitoring and coordinating all your 
medical care.   

Specialists are physicians who have additional 
education and training for a specific condition.    
Examples of specialists are dermatologist, urologist, 
cardiologist, orthopedic surgeon, endocrinologist, 
ophthalmologist, thoracic surgeon, pulmonologist and 
obstetrician, to name a few. 

Newborn Policy - Please Note  
Single Policy - Baby is covered for the first 5 days or 
until dismissed from the hospital, whichever comes 
first. Baby is subject to the mother's deductible/
coinsurance/copay. If baby is added permanently to 
the policy, (changing it to EE/CH or family policy) baby 
will be subject to their own deductible/coinsurance/
copay. 
 

EE/Spouse Policy - Baby is covered for the first 31 days 
with no additional charge, subject to mother's 
deductible/coinsurance/copay. If baby is permanently 
added to the policy before the 31 days are up, the baby 
will have a separate deductible/coinsurance/copay. 
 

EE/Child Policy - Baby is automatically covered for the 
first 31 days. Baby has their own deductible/
coinsurance/copay. 
 

Family Policy - Baby is automatically covered for the 
first 31 days. Baby has their own deductible/
coinsurance/copay. 

Plan Information 

We offer three PPO plans insured by Blue Cross Blue 
Shield of Kansas.   

The PPO Plan allows you to receive 
medical services from any 
contracting PPO provider without a 
referral and receive the highest 
benefits. We encourage you to 
utilize your primary care physician 
to coordinate your healthcare 
needs. 

It is important for you to verify that each of your 
medical providers are “contracting providers” with 
the network prior to each service.  Your out of pocket 
expense will be substantially higher if you receive 
services from a non-contracting provider.  

 

  

To find contracting BCBS providers: 

 Go to: www.bcbsks.com  

 Click on Find a Doctor/Hospital 

 Click Doctor/Hospital Search  

 A pop up box appears—click on “select your plan to continue 

(not logged in)” 

 Click on Blue Choice Preferred—Care Blue Networks 

 Click on the blue box “Find a Doctor”  

 Click on “Primary Care”, “Specialist” or the blue box that best 

meets your search criteria 

 The following screens allow you to narrow your search based 

on the type of physician and/or facility   
 

Once you have received your member ID card, we recommend 

you register and create a login/password to access BCBSKS.com 

to view your  benefits, search for providers, view EOB’s, etc.  
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BCBS Instant Information 

bcbsks.com 

 

 

 

 

 

  

  

 

 

 

Find a doctor, hospital or pharmacy. 

 

Access online electronic contracts. 

 

Discover useful health and wellness information. 

 

Experience "World Class" customer service. 

 

  



  

10 

Telemedicine connects you with a doctor anytime, anywhere. 

What is Telemedicine? Telemedicine is an alternative to in-person visits.  It allows health care profession-

als to evaluate, diagnose and treat patients at a distance via secure video/audio connections.  

With Blue Cross and Blue Shield of Kansas coverage, you can visit live with a doctor on your computer                                
or mobile device when it’s convenient for you. Blue Cross provides telemedicine services through American 
Well® (Amwell). With Amwell, registration is FREE. It’s easy to use, affordable, private and secure.                                    
Visit bcbsks.com/telemed or call  1-844-SEE-DOCS. 

How much does it cost?  Members enrolled in BCBS thru Goddard USD 265 will have $0 copay!!! 
 

Patient Benefits:  

 *  Less time away from work     *  No travel expenses for time  

 *  Easier if you have a child or elder in your care   *  Privacy 

 *  No exposure to other potentially contagious patients 

When can I use it?  Consult a doctor at your convenience for common conditions such as: 

 *  Cold/Flu   *  Sinus Infection 

 *  Rash    *  Pink Eye 

 *  Fever   *  Ear Infection 

Teletherapy Services: Behavioral health and counseling services, known  as teletherapy, are offered by         

licensed therapists who provide treatment for: 
 

 *  Anxiety       *  Obsessive-Compulsive Disorder  

 *  Attention Deficit Hyperactivity Disorder (ADHD)  *  Panic Attacks 

 *  Stress       *  Depression 

 *  Bereavement      *  Trauma/Post-Traumatic Stress Disorder 

Therapists will be available on demand or by  appointment from 6 a.m. to 10 p.m. CST, 7 days a week.  

Can my family use Telemedicine?  If your spouse and/or children are covered under your BCBSKS plan, they 

are eligible for telemedicine services. Your spouse should create their own account, but children or dependents          
under age 18 can be added to your account and have doctor visits on your behalf. You need to register first,             
and then the child or dependent can be added to the account. Children or dependents over the age of 18 must            
create their own account. 

Connect anytime, anywhere 

 Download the “Amwell” app on any mobile device. 

 On a computer? Sign-up at bcbsks.com/telemed. Fill in the contact information and set-up a username and 
password. 

 Choose your own physician from a list of U.S. board-certified doctor and therapist profiles. All profiles include 
physician certifications, licenses and online patient ratings. 

 Available nationwide 24/7/365 

 If a medication is prescribed, prescriptions can be picked up at your local pharmacy (no narcotics prescribed). 

 Pay for the visit with credit, debit or HSA/FSA cards. 

 A complete record of each visit is securely maintained and can be accessed by you. 
 
 

BCBS Telemedicine 
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Cost Comparisons 
Emergency Room vs Urgent Care 

The best option may not be  
the emergency room. 

 
Emergency care can save your life if you’re seriously sick or injured. But for less severe issues, you may get 
faster and less expensive treatment elsewhere. The following graphic compares the average cost of care for 
treatment at the emergency room (ER), urgent care and doctor’s office. While the costs you pay, such as a 
copay, may be fixed, the overall cost of the service can vary significantly, which ultimately results in higher 
premiums. 
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Cost Comparisons 
Emergency Room vs Urgent Care 
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PPO Medical Options 

Benefits shown above assume services are provided by contracting provider.  Non-contracting provider benefits have separate deductible and coinsurance amounts.   
Please see certificate of insurance for details. 

 

Option 1 
 

 
 

 

Traditional PPO Plan 
$1500 Deductible 

Option 2  
 

 
 
 

Traditional PPO Plan 
$3500 Deductible 

Option 3 
 

Qualified High  
Deductible Health Plan 

$5000 Deductible 

Benefit Period January 1 through December 31 

Deductible $1,500 individual 
$3,000 two or more persons 

$3,500 individual 
$7,000 two or more persons 

$5,000 individual 
$10,000 two or more persons 

Coinsurance None 50%   50%   

Maximum Out-of-Pocket  
Includes copays, deductible & coinsurance 

 $6,350 individual 
 $12,700 two or more persons  

$6,350 individual 
 $12,700 two or more persons  

$6,350 individual 
 $12,700 two or more persons  

Primary Care Office Visit  
Telemedicine Visit 

$35 Copay 
$0 Copay  

$35 Copay  
$0 Copay 

Subject to deductible  

Specialist Office Visits  
(Includes Chiropractic & Physical Therapy) $70 Copay  $70 Copay  Subject to deductible  

Routine Eye Exam (Optometrist Refraction)  $35 Copay  $35 Copay  Subject to deductible  

Outpatient Lab and X-ray Services  
  (includes advanced imaging; MRI,            

CT scans, PET scans) 
Subject to ded/coins  Subject to ded/coins  Subject to deductible  

Preventive (see certificate) 100% covered as required by Health Care Reform  

Outpatient Surgery Subject to ded/coins  Subject to ded/coins  Subject to deductible  

Inpatient Services Subject to ded/coins  Subject to ded/coins  Subject to deductible  

Emergency Services  
  Urgent Care Center 
  Hospital ER Room 

 

 

$35 Copay 
$250 Copay then subject to 

deductible/coinsurance  

 

 

$35 Copay 
$250 Copay then subject to 

deductible/coinsurance  

Subject to deductible  

Ambulance (ground or air) Subject to ded/coins  Subject to ded/coins  Subject to deductible  

Accidental Injury Services Subject to ded/coins  Subject to ded/coins  Subject to deductible  

Lifetime Benefit Unlimited  Unlimited  Unlimited  

Prescription Drugs 
  Retail 

  Generic 
  Name Brand Formulary 
  Name Brand Non-Formulary 
  Specialty Formulary Drugs 
  Specialty Non-Formulary Drugs 

 

  Mail Order 
  Generic 
  Name Brand Formulary 
  Name Brand Non-Formulary 

 

 
$  15.00 Copay 
$  50.00 Copay 

$  75.00 Copay 
$150.00 Copay 

20% up to a maximum               
of $250 per Rx 

 

 

$  37.50 Copay 
$125.00 Copay 

$187.50 Copay  

 

 
$  15.00 Copay 
$  50.00 Copay 

$  75.00 Copay 
$150.00 Copay 

20% up to a maximum               
of $250 per Rx 

 
 

$  37.50 Copay 
$125.00 Copay 

$187.50 Copay  

After the deductible has 
been met; the following 

copays apply: 
$  15.00 Copay 
$  50.00 Copay 

$  75.00 Copay 
$150.00 Copay 

20% up to a maximum               
of $250 per Rx 

 

 

$  37.50 Copay 
$125.00 Copay 

$187.50 Copay  

Payroll Deductions 

Employee Only 

Employee & Spouse 

Employee & Child(ren) 

Family 

 

Defined Benefit: Full time employees working 30 or more hours per week are eligible to receive a defined board paid fringe benefit of 
$365 per month to be paid towards a medical plan of their choice. The rates listed above are the true monthly or bi-weekly employee 
cost, the $365 fringe benefit has already been deducted.  

Monthly Bi-Weekly Monthly Bi-Weekly Monthly Bi-Weekly 

$145.60 $72.80 $111.38 $55.69 $56.24 $28.12 

$554.10 $277.05 $492.50 $246.25 $393.26 $196.63 

$441.74 $220.87 $387.70 $193.85 $300.58 $150.29 

$773.64 $386.82 $697.34 $348.67 $574.38 $287.19 
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How to have a Health Savings Account (HSA)  
with a Qualified High Deductible Health Plan  

How an HSA Works 

Enroll in the HDHP 

and open Health 

Savings Account 

(HSA) 

Contribute tax-free 

funds into HSA 

Pay eligible medical, 

dental and vision 

expenses with tax-free 

dollars. 

Rollover all unspent 

contributions to the 

next year tax-free. 

You control your HSA funds. 

If you choose the HDHP, all eligible charges including office visits, 
lab, x-rays, diagnostic tests, office procedures, injections, outpatient 
surgery, inpatient hospital services and all other covered medical 
services are covered 100% for the balance of the year after 
satisfying the deductible.  Preventive services are covered at 100% 
before meeting the deductible. Once the deductible has been met, 
prescription drugs are subject to the applicable copay as noted: 
 

 Generic  $15 
 Name Brand Formulary  $50 
 Name Brand Non-Formulary  $75 
 Specialty Formulary  $150 
 Specialty Non-Formulary  20% up to $250 per Rx 

 
You do not pay federal, state or social security taxes on the money 
contributed to your HSA. As long as you spend the HSA money on 
eligible medical, dental or vision expenses, you will never pay taxes 
on the money contributed to the HSA.   

IMPORTANT 

You should open your HSA prior to the effective 

date of your High Deductible Health Plan 

(HDHP).  Medical costs incurred after your HDHP 

is effective but before your HSA is established, 

can not be paid with money deposited in your 

HSA.   
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 1. Who can have an HSA?   The individual must be: 

  1)   covered by a qualified HDHP (Option #3 ONLY); 
2)   not covered under other health insurance; 
3)   not enrolled in Medicare, Medicaid or Tricare;  
4)   not another person's dependent;  
5)  not enrolled in a medical FSA plan; 

 2.  Where can I open an HSA? Many banks and credit 
unions offer HSA’s. 

 3. When do I see the tax savings?  When you do your 
taxes at the end of the year, it will be an above the 
line deduction, therefore your taxable income is 
reduced by the amount you contributed to your 
HSA. 

 4. If I switch jobs, do I lose my money? No. The 
money in your HSA is yours.  Whatever money you 
contribute to your HSA is yours, just like if you had a 
bank savings account. If you do not use all your HSA 
money during the year, it will roll over to the next 
year. 

 5. How much can I contribute to my HSA account?  In 
2021, with single coverage, you can contribute up to 
$3,600 per year and if two or more are insured, you 
can contribute up to $7,200 per year. Age 55+ can 
contribute an additional $1,000.  Limits apply. 

 6. What are some examples of HSA qualifying 
expenses? HSA qualifying expenses include doctor 
office visits, prescription drugs, eye exams,  glasses, 
contact lenses, chiropractors, laser eye surgery and 
birth-control prescriptions, to name a few. There 
are many more eligible items you can pay for with 
HSA money.  You can get a list of covered expenses 
at www.irs.gov. 

 7. What happens if I lose my health insurance? You 
may continue to use your HSA money to pay for 
eligible expenses, even if you do not have a 
qualifying health insurance plan, but you cannot 
keep contributing money to your HSA. 

 8. Can I use my HSA money to pay for my premiums?  
HSA money can pay for health insurance premiums 
if you are collecting Federal or State unemployment 
benefits or are paying  COBRA premiums.  

 9. What if I need medical care in another country? 
You can use your HSA money for the same medical 
expenses anywhere in the world. 

 10.  Can I withdraw my HSA money if I need to?   Yes, 
but the withdrawal is taxable and you will pay a 20% 
penalty for non-qualifying withdrawals. 

 

11.  When I die, do I lose my HSA money? No. You can 
name a beneficiary to receive your HSA money. 

12.  How much does it cost to set up an HSA? This 
depends on the bank or credit union you choose. 
Most usually have a one time set up fee,  monthly 
fee, debit card fees, printed check fees, and 
overdraft fees.  Shop around for the lowest fees. 

13.   Can my HSA be used for dependents not covered 
by the health insurance?  Generally, yes. Qualified 
medical expenses include unreimbursed medical 
expenses of the account holder, his or her spouse, 
or dependents, even if they are not insured by a 
qualified HDHP.   

14.   Do I need to keep any records when I use my HSA?  
Although some financial institutions track the use of 
the HSA for you, it is a good idea to keep your own 
records.  It is your responsibility to track the use of 
your HSA account and you may be required to show 
proof of your expenditures to the IRS.  We 
recommend you designate a place to store all your 
receipts so they are available when you need them. 

15. What if I do not use all of the money in my HSA 
account by the end of the year?  All the money 
deposited in your HSA, but not spent during the 
year, rolls over to the next year.  HSA’s do not have 
a “use or lose it” provision. You have the option of 
accumulating money in your HSA to pay for future 
eligible expenses and never pay taxes on the money.  

 16. Will my bank notify me if I have exceeded my 
allowable contribution amount?  No, it is your sole 
responsibility to keep track of the amounts 
deposited and spent from your account.  

Health Savings Account Q & A 

http://www.irs.gov
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Voluntary Dental Plan 

 Comprehensive Dental 

Preventive 

No deductible 

100% payment 

Oral Examinations 

Dental imaging required to treat or diagnose diseases or abnormalities of the teeth, surrounding tissue 
and cavity detection. 

Fluoride (under age of 21) 

Prophylaxis, including cleaning, scaling and polishing 

Space Maintainers 

Sealants limited to one application per tooth per lifetime per eligible insured between 5 and 17 years of 
age inclusive, and limited  to permanent molars and bicuspids (20 teeth) 

Primary  

Primary and Major Dental           
benefits have a combined          
deductible maximum of         
$50/individual, $150/family. 
 

80% payment 

Inlays 

Simple extractions 

Repair of dentures 

Fillings (except gold) 

Emergency treatment for pain 

Endodontics 

General anesthesia when the dental treatment is covered 

Periodontics, non-surgical 

Non-surgical care of acute oral infection and oral lesions 

Oral Surgery, consisting of diagnosis & treatment of fractures, dislocations, cysts, and abscesses; and 
surgical extractions (including impacted teeth) 

 

Major 

Primary and Major Dental           
benefits have a combined          
deductible maximum of         
$50/individual, $150/family. 
 

50% payment 

Periodontal surgery 

Surgery of the bony structure supporting the teeth 

* Bridges 

* Onlays (not part of a bridge) 

* Crowns (not part of a bridge) 

* Dentures, full or partial 

* Dental implant services ($1,000 lifetime max per insured, per arch) 

Annual Maximum Benefit  
(per person, per plan year ) $1,000 per plan year (January 1 - December 31) 

Benefits are not provided for denture or bridge replacement within five years after receiving dentures or bridges under this program.  
Benefits are limited to standard procedures for prosthodontic services. 

This summary assumes eligible dental services are provided by contracting providers.  If you receive dental services from a                          
non-contracting provider, the benefits will be substantially less.  See the plan document for more information. 

To find contracting BCBS dental providers: 

 On the internet go to: www.bcbsks.com and click on “Find a Doctor/Hospital” then in the drop down box click on 
“Dental Provider Search”  

 Enter in Provider Criteria Information then click Search 

 The contracting dental network for your plan is “Grid Plus” 

BCBS Dental 

  Employee Only 
Employee & Spouse 
Employee & Children 
Family 

            Monthly Premium 
 $33.64 
 $72.34 
 $66.38 
 $104.68 
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Services  In Network Member Cost Out of Network Allowances 

VISION EXAM  $10 $35 

CONTACT LENS FIT & FOLLOW-UP *Contact lens fit & 2 follow-up visits are available once a comprehensive 
   eye exam has been completed 

 Standard - spherical clear contact lenses in con-

ventional wear & planned replacement (e.g. disposa-
ble, frequent replacement, etc.) 

$0 $40 

 Premium - all lens designs, materials & specialty 
fittings other than Standard Contact Lenses (e.g. 
toric, multifocal, etc.) 

$55 Allowance $40 

FRAMES 
any available frame at provider location 

$130 Allowance $65 

STANDARD PLASTIC LENSES   

 Single Vision $25 $25 

 Bifocal $25 $40 

 Trifocal $25  $55 

LENS OPTIONS   

 Standard Polycarbonate Adults $40 
Dependents under 19:  $0 

$25 

 UV Coating $15 

Not Covered  

 Tint (Solid & Gradient) $15 

 Standard Scratch-Resistance $15 

 Standard Anti-Reflective Coating $45 

 Standard Progressive (Add-On to Bifocal) $90 

 Premium Progressive $90 + 80% of Retail, less $120 

 Other Add-Ons & Services 20% off Retail Price 

CONTACT LENSES (contact lens allowance in-
cludes materials only) 

***Allowance not available if eyeglass lenses are elected*** 

 Conventional $130 Allowance, 15% off balance 
over $130 

$100 

 Disposable $130 Allowance $100 

 Medically Necessary $0 $200 

Service frequencies are computed by date of service, not calendar year.  Dependent children covered to age 26. 
 

Vision Plan - Option 1 

  Employee Only 
Employee & Spouse 
Employee & Children 
Family 

            Monthly Premium 
 $9.52 
 $20.03 
 $17.15 
 $32.12 

This summary assumes eligible vision services are provided by contracting providers.   
If you receive vision services from a non-contracting provider, the benefits will be  substantially less.  See the plan document for more information. 

Voluntary Vision Plan - Option 1 
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316-462-3316 
www.surency.com 

To find a provider use the Access Network 

Materials Covered In Network Out of Network 

FRAMES, LENS & OPTIONS PACKAGE: 

 Any frame, lens, & lens options available       
at provider locations 

$200 Allowance for frame, lens & lens options, 
20% off balance over $200 

$100 

 

CONTACT LENS 

(in lieu of frames, lens & options package) 

$200 Allowance $100 

 

Vision Plan - Option 2 
 Employee Only 
Employee & Spouse 
Employee & Children 
Family 

Monthly Premium 
$  8.78 
$18.41 
$15.79 
$30.69 

Service frequencies are determined by date of service, not calendar year.  Dependent children covered to age 26. 
 

This summary assumes eligible vision services are provided by contracting providers.  If you receive vision services from a      
non-contracting provider, the benefits will be substantially less.  See the plan document for more information. 

Voluntary Vision Plan - Option 2 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiB7JiXpITVAhUQET4KHew1DB8QjRwIBw&url=http%3A%2F%2Fwww.patersonburn.co.nz%2Fadult-eye-exams&psig=AFQjCNHoratB9H0SAdqGulQnJeupa_rpJA&ust=1499967398738026
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The Flexible Spending Account Plan allows you to convert a portion of your taxable income into a non-taxable 
employee benefit. Since you pay for these items before taxes, your take-home pay increases because federal and 
state income tax, FICA and Medicare tax are not deducted from your paycheck.   

A Premiums Savings Plan allows you to pay your share of eligible insurance premiums on a pre-tax basis from 
your payroll. Since these are pre-tax from your payroll they are not eligible to be reimbursed under the Flexible 
Spending Account.  

A Flexible Spending Account (FSA) operates on a plan year basis. Each year you must elect to participate in the 
Flexible Spending Account. You estimate the amount of eligible expenses you and your dependents will likely 
incur, and from this amount, determine how much you would like to set aside in the Flexible Spending Account.  

  Maximum Allowed for Health Care Spending Account:  $2,750 per year/pre-tax 

YOU MUST ENROLL EACH YEAR AT OPEN ENROLLMENT TO PARTICIPATE IN THE HEALTHCARE SPENDING ACCOUNT!  

Health Care expenses not covered by your insurance company like deductibles and copays are eligible along 
with most dental and vision expenses. A list of some of the eligible expenses are shown on the following page. 

CARRY OVER: 
Up to $550 of unused amounts in a current plan year’s health flexible spending account (FSA) can be “carried 
over” to be paid or reimbursed to plan participants for qualified medical expenses incurred during the following 
plan year.  Any  balance over $550 will be forfeited. 
 

RUN OUT PERIOD: 
 Run Out for Active Employees - you have 75 days after the plan year ends to submit claims for dates of 

services incurred within the plan year. 

 Run Out for Terminated Employees - you have 75 days after the date of termination to submit claims for 
dates of services incurred prior to the termination date. 

 

Flex Accounts are spending accounts NOT savings accounts. Excluding the carry over provision, all money 
deposited into your Flex Spending Account must be spent each year as it will not carry over from one plan year to 
the next.   

QUICK FACTS: 
 Your plan year is January 1, 2021 through December 31, 2021. 
 You can only use your FSA money to pay for expenses with a date of service within the plan year. 
 You may not use money from your FSA to pay for expenses that have already been paid by another plan.  
 You do not have to be enrolled in a medical plan with USD 265 to participate in the FSA! 
 In most cases, you can use your FSA money to pay for expenses incurred by your spouse and dependents 

(up to age 26). 
 The amount you contribute from your paycheck cannot be changed up or down during the year unless you 

have a qualified election change event.   
 In the event your debit card is used to pay for ineligible expenses, a reimbursement will be necessary before 

your debit card will be available for further use.  
 Your FSA benefit is directly tied to your active employment. Expenses after you leave employment are not 

eligible unless you continue the benefit via Cobra. 

 

Need ideas on how to spend your flex dollars?  
 Go to www.fsastore.com for one of the largest selections of FSA eligible products online. 

 
 

Cafeteria Plan 
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Cafeteria Plan 

Exciting news in the benefits administration industry! The CARES Act, that was signed into law on March 27th, makes 
access to over-the-counter (OTC) drugs easier for FSA participants.  
Here’s what you need to know: 
√ Prescriptions are no longer required for OTC drugs to be considered an eligible expense. FSAs can now reimburse 

OTC drugs without a prescription. Participants will no longer need to provide prescriptions for OTC drug                     
reimbursements effective immediately. 

√ Menstrual care products such as a tampon, pad, liner, cup, sponge, or similar products are now eligible expenses. 
√ These changes are permanent and apply to OTC drugs and menstrual care products purchased on or after                

January 1, 2020. 
Please note it will take some time for merchants to update their payment processing standards so that debit cards 
related to FSA plans can be accepted. For now, all participants will need to submit a request for reimbursement.                
We recommend doing so through the participant website www.myflexaccount.com or via the My Flex Account           
mobile app.  

Most expenses applied to the deductible, coinsurance or copays of your health benefit plan are considered            
eligible expenses. For example, your health plan contains office visit, prescription drug and other copays. You 
may consider contributing money to your Flexible Spending Account so you can pay with tax-free dollars.         
Remember to keep your receipts in case it is needed to verify the medical expense. Use the lists below for             
reference, but keep in mind these lists do not include all eligible/ineligible expenses. 

COMMON FSA ELIGIBLE EXPENSES 
Adult Diapers Crutches Hospital Services Prescription Drugs 

Ambulance Dental Treatment Hot/Cold Therapy Packs Prenatal Care (Vitamins) 

Athletic Care (ACE Bandages, etc.) Denture Adhesives & Repair Immunizations Psychiatric/Psychologist Care 

Blood Pressure Monitors Denture Pain Relief & Cleansers Infertility Treatments Smoking Deterrents (EX: Nicorette) 

Catheters Diabetes Testing, Diabetes Supplies Orthodontia Splints & Casts 

Cholesterol Testing Doctor’s Office Visits Orthopedic Supports Thermometers 

Chiropractic Manipulations Eyeglasses (Prescription & Reading) Ovulation Kits Transplants 

Contact Lenses, Solution, & Cleaners Glucosamine and/or Chondroitin Pap Smears Vision Exams 

Contraceptives Hearing Aids (& Batteries) Physical Therapy X-Ray Fees 

     INELIGIBLE FSA EXPENSES  
Burial/Funeral Expenses Fitness Programs/Health Club Dues Marriage Counseling Tanning 

Cosmetic Procedures Funeral Expenses Maternity Clothes Teeth Whitening 

Dance Lessons Household Help 
Nutritional Supplements/ 

Vitamins (Over-the-Counter) 
Toiletries (Toothbrush, Toothpaste, 

etc.) 

Diapers Illegal Treatments Piercings Vacations 

Exercise Equipment  
(unless prescribed) 

Insurance Premiums Sunglasses (non-prescription) 
Warranties  

(for Eyeglasses or Hearing Aids) 

Facelifts Items Covered by Insurance Swimming Lessons 
Weight Loss Programs 

(unless prescribed) 

Questions Regarding your FSA Account? 
 

Contact Flexible Benefit Service Corporation (FLEX) 

 

Email:  service@myflexaccount.com 
Website:  www.myflexaccount.com 

Phone:    (888) 345-7990 
 

Available Monday through Friday 
7am - 7pm Central Standard Time 

https://14e0d6fe04154d9fa1b4f447dab0ef6d.svc.dynamics.com/t/t/C8iuuFaxzaYSa01QcNeW2ZCDnLK1gaM8heBX0H31Bxwx/nsC8cNWJWyZ5CWpdWOxPsMWqKgZxKFeQaHJ4jZhdN4Ux
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Cafeteria Plan 

FLEX DEBIT CARD: 
The FLEX Card is a simple way to pay for qualified expenses without having to pay 
anything out-of-pocket.  The flex card gives you access to the funds in your account by 
swiping the card at the point of sale and it can be used at any qualified service provider 
that accepts MasterCard. There are no out-of-pocket costs to you and no need to file a 
claim for reimbursement.  

In some instances, Flex will notify you that they need additional documentation to 
confirm that your purchase was eligible. It’s very important to keep all of your receipts and submit the information 
right away when necessary!  

You will automatically receive a debit card for yourself when you enroll. To obtain a card for your spouse and/or 
children over 18, you will need to update their info on the Flex participant website. There is no cost for                   
additional cards.  
 

DEPENDENT CARE ACCOUNT: 
Dependent Care Account reimburses you for eligible dependent care expenses with tax-free dollars. This account 
allows working parents to pay for qualified dependent care expenses like day care, nursery school, preschool, 
before/after-school care, and adult day care.  

Maximum Allowed for Dependent Care Account:  $5,000 per year pre-tax 

YOU MUST ENROLL EACH YEAR AT OPEN ENROLLMENT TO PARTICIPATE IN THE DEPENDENT CARE ACCOUNT! 

Eligible dependents must be under the age of 13, and/or physically or mentally unable to care for themselves and 
claimed as an exemption on your tax return. Dependents can include step-children, grandchildren, adopted 
children, or foster children. 

The care may be provided in your home or at a licensed center outside of your home. If the care is in your home, the 
service cannot be provided by your spouse, or by your dependents. 

Only those dependent care expenses enabling you to work are eligible. Some expenses you incur during the plan 
year may not be eligible for reimbursement under current IRS regulations such as weekend or evening babysitting, 
transportation, food, clothing, entertainment, and registration fees. 
 

     ELIGIBLE DEPENDENT CARE EXPENSES 

After/Before School Programs Latchkey (before & after school) Summer Day Camp Adult Day Care Center 

Child Care Pre-School/Pre-K Sick Child Care Elder Care 

Day Care Center/Provider Nanny Disabled child daycare Senior daycare 

     INELIGIBLE DEPENDENT CARE EXPENSES 

Arts & Crafts Fees Field Trips Meals, Food, Snacks Overnight camp 

Boarding School Household Services (maid, cook) Nursing Home Care Summer School 

Babysitting (not work related) Kindergarten School Tuition Swimming Lessons 

Note: This list is not meant to be all-inclusive, as other expenses not specifically mentioned may also qualify.   
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FLEX - Website 

Access your medical and/or dependent care accounts any time, 24/7.  Simply create a user name and password to 
login and view your information, submit claims, check balances, etc. The participant website can be accessed at: 
www.myflexaccount.com 

 

Registration 
Step 1. If this is your first time accessing myflexaccount.com, 
simply click the register button atop the right corner of the 
home screen (as shown to the right).  
 

Step 2. After clicking the register button, complete the regis-
tration form (as shown to the right). Create your own 
username and password. Enter the required demographic in-
formation. The standard  employee ID provided by the adminis-
trator is your first initial + last name + last 4 digits of SSN 
(Example: John Smith = jsmith1234). If you do not know what 
your employee or  employer ID is, please contact the customer 
service team at 1-888-345-7990. Before clicking Next, be sure 
to view and accept the terms of use. 
 

After Step 2 continue to complete Steps 3 through 6 to finish 
setting up your account. 

The secure My Flex Account Mobile App helps you make smart money moves by providing convenient access to 
your FSA. 

Easily: 

 Check account balance 

 Get transaction details and claim status 

 Submit new claims and add itemized receipts to pending claims 

 Update reimbursement method 

 Manage your Flex Card (if applicable) 

 

Download the free My Flex Account Mobile App today! 

 
App icon to look for  

FLEX - Mobile App 
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Cafeteria Plan Worksheet 

Estimate Your Expenses for the Upcoming Plan Year  
(January 1, 2021 through December 31, 2021)  

 

Estimate your out-of-pocket medical costs per year: 

 Health insurance deductibles & coinsurance (not paid by insurance) $ ______________ 

 Copays - office visits and prescription drugs (not paid by insurance) $ ______________ 

 Wheelchair, crutches, medical appliances  $ ______________ 

 Medical supplies  $ ______________ 

 Mileage related to medical care  $ ______________ 

 Other items  $ ______________ 

    Total out-of-pocket medical expenses per year:  $ ______________ 

 

 Estimate your out-of-pocket dental costs per year: 

 Examinations and cleanings, x-rays, etc.  $ ______________ 

 Braces and retainers, fillings, etc.  $ ______________ 

 Orthodontic, implants, inlays, other  $ ______________ 

    Total out-of-pocket dental expenses per year:   $ ______________ 

 

 Estimate your out-of-pocket vision costs per year: 

 Examinations, tests, etc.  $ ______________ 

 Prescription eyeglasses, lens and frames  $ ______________ 

   Contact Lenses and contact lens solution  $ ______________ 

      Total out-of-pocket vision costs per year:  $ ______________ 

 

Total Health Care Expenses (maximum of $2,750 per plan year) $ ______________ 

 

Total  Daycare Expenses ($5,000 maximum per plan year)  $ ______________ 

  



  

24 

Employee 

 You may elect up to 5x your annual income from $10,000 up to $250,000 in increments of $10,000;   

 $100,000 guarantee issue is only available during your first opportunity to elect coverage; 

 Accidental Death & Dismemberment is equal to the amount of life insurance you select; 

 Annual open enrollment employees can increase their existing coverage amount $10,000 up to the 

guarantee issue amount (or 5x annual salary) without  completing an Evidence of Insurability (EOI); 

 Benefits reduce at age 70 to 50%; 

 Coverage terminates at retirement. 

Spouse 

 If employee elects coverage, spouse may elect from $10,000 up to $125,000 in increments of $10,000;  

 The minimum amount is $10,000; 

 $30,000 guarantee issue is only available during the first opportunity to elect coverage; 

 Coverage terminates at age 70. 

Children 

 If employee elects coverage, you may elect $10,000 per child (coverage is guarantee issue); 

 Dependent children include: 14 days old to age 19;  to age 25 if full time student. 

 

Features: 

 Living Care/Accelerated Death Benefit (75% of the amount of the life insurance benefit if terminally ill, not to exceed $250,000); 

 Waiver of Premium 

 Additional AD&D Benefits (seat belt, airbag, common carrier) 

 

RATES ARE SHOWN ON THE ON-LINE ENROLLMENT SYSTEM 

Voluntary Life and AD&D Insurance 

You may purchase Term Life and Accidental Death & Dismemberment insurance for yourself, spouse and/or 
children.  The AD&D amount will be the same as the life amount elected. 
  

You must elect coverage on yourself in order to elect coverage for your spouse and/or children.  All benefits    
terminate upon retirement.  If you terminate employment with USD 265 Goddard, you may be able to continue 
your coverage, but you need to notify Mutual of Omaha within 30 days of your termination to convert the group 
life coverage to your own individual policy.  

 

When a Medical Questionnaire/EVIDENCE OF INSURABILITY (EOI) IS REQUIRED: 

 Newly Eligible Employees or Spouses requesting coverage over the Guaranteed Issue Amount  
 

 Employees that have previously waived coverage and enroll during open enrollment (any amount) 
 

 Spouses that have previously waived coverage and enroll during open enrollment (any amount) 
 

 Employee increasing coverage over $10,000 or over the GI limit at open enrollment  
 

 Spouse increasing coverage at open enrollment (any amount) 
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How long can you go without a paycheck? 
If you are like most people, you do not have enough emergency savings to miss many paychecks.  What are your 
chances of becoming disabled and unable to work?  One in four 20 year olds today will become disabled before 
they retire. 

You can ignore the problem, but it’s hard to ignore the facts.  Freak accidents are NOT usually the culprit.  Back 
injuries, cancer, heart disease and other illnesses cause the majority of long-term absences. 

Are you prepared if it happens to you?  Probably not.  If you’re like most employees, you don’t have the 
disability insurance or enough emergency savings to last 31.2 months.  Yes, the average long-term disability 
claim lasts 31.2 months. 

Mutual of Omaha is offering the following disability options to take away the worry of not being able to work 
and bring home a paycheck. 

Short Term Disability Plans 
 

Option 1 
Waiting Period:   Benefits payable on the 15th day 
Benefit Amount:   66 2/3% of weekly salary 
Benefit Maximum:  $1,000 per week 
Benefit Duration:   24 weeks 

 

Option 2 
Waiting Period:    Benefits payable on the 31st day 
Benefit Amount:      66 2/3% of weekly salary 
Benefit Maximum:  $1,000 per week 
Benefit Duration:   22 weeks 

 

Option 3 
Waiting Period:   Benefits payable on the 46th day 
Benefit Amount:   66 2/3% of weekly salary 
Benefit Maximum:  $1,000 per week 
Benefit Duration:   20 weeks 

 

Option 4 
Waiting Period:   Benefits payable on the 61st day 
Benefit Amount:   66 2/3% of weekly salary 
Benefit Maximum:  $1,000 per week 
Benefit Duration:   18 weeks 

 

Option 5 
Waiting Period:   Benefits payable on the 91st day 
Benefit Amount:   66 2/3% of weekly salary 
Benefit Maximum:  $1,000 per week 
Benefit Duration:   13 weeks 

Voluntary Short Term Disability Plans 

During your annual open enrollment period, if you 
previously waived coverage you may enroll without 

submitting an Evidence of Insurability (EOI).  

PRE-EXISTING CONDITION EXCLUSION 
A Pre-existing Condition means any Injury or Sickness for which You received medical treatment, advice or consultation, care or services, including                   
diagnostic measures, or had drugs or medicines prescribed or taken in the 3 months prior to the day You become insured under the Policy. 
 

Mutual of Omaha will not provide benefits for any Disability caused by, attributable to, or resulting from a Pre-existing Condition which begins in the 
first 6 months after You are continuously insured under the Policy. 

RATES ARE SHOWN ON THE ON-LINE ENROLLMENT SYSTEM 
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  Monthly Rates   

  
Employee 

 $10,000 Benefit  

Spouse 
$5,000 Benefit   

Age Bands  
Non-

Tobacco  Tobacco  
Non-

Tobacco  Tobacco 

Ages 0-24  $3.90  $4.40  $1.95  $2.30 
Ages 25-29  $4.90  $5.50  $2.25  $2.80 

Ages 30-34  $6.40  $7.40  $3.00  $3.95 

Ages 35-39  $8.50  $10.40  $4.15  $6.00 

Ages 40-44  $12.20  $15.90  $6.35  $10.00 
Ages 45-49  $16.70  $24.00  $9.65  $16.80 

Ages 50-54  $21.80  $35.40  $14.20  $26.25 

Ages 55-59  $28.30  $51.00  $19.85  $39.20 

Ages 60-64  $39.30  $77.30  $28.45  $59.70 

Ages 65-69  $53.00  $111.90  $38.65  $85.65 
Employee and spouse premiums are calculated with the              

employee/member’s age as of the effective date of the plan.              
Rates are adjusted once each year on the plan anniversary date            

that coincides with or follows the day an employee/member  reaches the 
starting age of the next age band. 

 

Child coverage is automatic at 25% of employee amount up to                   
$5,000. A separate premium is not required.  

Children are covered up to age 26. 
                               

Tobacco rates apply for any use of tobacco or                                                        
nicotine replacement within the past 12 months. 

 

The only opportunity to enroll in Critical Illness is as a new 
hire or your annual Open Enrollment. If you have previously 

waived coverage and want to enroll at Open Enrollment, 
you will need to complete an Evidence of Insurability (EOI). 

 

Qualifying events and status changes  
during the plan year do not allow enrollment.   

  
 
 

A group critical illness plan helps prepare you for the added 
costs of battling a specific critical illnesses.  The good news is 
many people with a critical illness survive these life-threatening  
battles. 

As the recovery process begins, most people worry about the 
bills that have piled up.  Our goal is to help you and your family 
cope with and recover from the financial stress of surviving a 
critical illness. 

Benefit Separation Period - 6 months 
If an insured person who was diagnosed with a critical illness in one 
benefit category is subsequently diagnosed with a critical illness in a 
different benefit category, the dates of diagnosis must be separated 
by 6 months or more for subsequent benefits to be payable.  There is 
no benefit separation period between critical illnesses diagnosed 
within the same benefit category. 

Additional Category Occurrence Benefit - Included  
This benefit allows an insured person to receive up to 200% of the CI 
Principal Sum in the Heart/Circulatory and Organ Categories, subject 
to any policy benefit maximum.  An additional benefit is only payable 
if the date of diagnosis for an additional critical illness occurs at least 
12 months after the date of diagnosis of a previous critical illness for 
the insured person in the same Benefit Category for which benefits 
were paid. 

Re-occurrence Benefit - 50% 
If an insured collects full benefits for a covered condition and is later 
diagnosed with the same condition, the full benefit will be payable 
again if the two dates of diagnosis are separated by at least 12 
months and the insured has been treatment free.  

Benefit Waiting Period - 30 Days 
An insured person must be insured for a minimum of 30 days before 
becoming eligible for CI benefits.  If an insured person is diagnosed 
with a critical illness during this period, benefits are not payable. 

Pre-Existing Condition Limitation - 12/12 
Benefits are not payable for any critical illness caused by, 
attributable to or resulting from a pre-existing condition                  
until 12 months after an insured person is continuously insured.  A 
pre-existing condition includes any critical illness for which an 
insured person received treatment in the 12 months prior to the 
date the person became insured.  

$50 - Health Screening Benefit 
Payable once per calendar year for each insured person who has a 
health screening test performed. 

 

Percent 
Covered  Covered Illness 

 100% 
 100% 
 100% 
 100% 
 100% 
 100% 
 50% 

  25% 
  25% 
  25% 
  25% 
  25% 
  25% 

 

 
100% 
100% 
100% 
100% 
100% 

 

Heart Attack 
Heart Transplant 
Stroke 
Major Organ Transplant 
End-Stage Renal Failure 
Cancer (Invasive) 
Bone Marrow Transplant 
Heart Valve Surgery 
Coronary Artery Bypass 
Aortic Surgery 
Acute Respiratory Distress Syndrome 
Carcinoma in Situ 
Benign Brain Tumor 
 

Available for Children Only 
Cerebral Palsy* 
Structural Congenital Defects* 
Genetic Disorders* 
Congenital Metabolic Disorders* 
Type 1 Diabetes* 
* Only payable once per insured person under 
the policy 

Voluntary Critical Illness Plan 

The following is a list of covered illnesses and the 
percentage of benefits payable for each illness: 

ANNUAL WELLNESS BENEFIT - $50.00 
For Each Insured per Calendar Year 
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Mutual of Omaha’s Group Accident Plan provides benefits 
to help cover the costs associated with unexpected 
medical bills.  When a covered accident occurs, the last 
thing you want to worry about is how to pay the bills.  
Mutual of Omaha’s Group Accident Plan pays YOU the 
benefit regardless of any other insurance. 

 

Features: 
 24 hour coverage on and off the job  
 Pays regardless of any other insurance 
 Benefits for in-patient and out-patient treatment  
 Guaranteed issue for new employees 
 Portable coverage 

Accident Benefits 
$ 100 - Emergency Room 
$ 75 - Urgent Care Center 
$ 50 - Initial Physician Office Visit 
$ 50 - Follow Up Treatment (up to 2 per accident) 
$ 100 - Diagnostic Exam 
$ 100 - Ground Ambulance ($500 Air Ambulance) 
$ 750 - Hospital Admission 
$    100 - Hospital Confinement per Day 
$    300 - Hospital Intensive Care per Day 
$        50 - Rehabilitation Facility Confinement (up to 30 days per accident ) 

Fractures 
$ 1,500 - 3,000 / Hip 
$ 750 -  1,500 / Vertebral Body 
$ 750 -  1,500 / Thigh or Lower Leg 
$ 300 - 600 / Forearm, Hand, Foot, Ankle or Knee Cap 
$ 300 - 600 / Shoulder Blade or Lower Jaw 
$ 50 - 100 - Finger or Toe 

Lacerations 
$ 25 - Not requiring stitches 
$ 50 - Less than 2 inches 
$ 150 - 2 inches to 6 inches long 
$ 400 - More than 6 inches long 

Burns 
$ 50 -  $500 - Second Degree Burns 
$1,000 - $5,000 - Third Degree Burns 
 

Accidental Death  
 $ 25,000 - Employee  ($50,000 Common Carrier) 
 $ 12,000 - Spouse ($24,000 Common Carrier) 
 $ 2,000 - Children ($ 4,000 Common Carrier) 

Dismemberment Benefit  
 100% - Loss of both hands, feet, sight of both eyes  
 100% - Loss of Speech and Hearing (in both ears) 
 50% - Paralysis of both upper and lower limbs 
 50% - Loss of one hand, one foot, sight of one eye                                       
            or loss of hearing (both ears) 
 25% - Paralysis of one limb 

Monthly 
Premium  Who’s Covered 

$8.50  Employee Only 

$12.55  Employee and Spouse 

$14.50  Employee and Children 

$19.01  Family 

Voluntary Accident Plan 

The only opportunity to enroll in the  
Accident Plan is as a new hire or your  

annual Open Enrollment.  
 

Qualifying events and status changes  
during the plan year do not allow enrollment.   
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Employee Assistance Program 

When life’s a little much,  
reach out and get in touch.  

Let’s be real: life can be tough. When your responsibilities start to feel overwhelming and showing up each day 
with a smile on your face seems difficult, it’s important to reach out for help. You can lean on your free and  
confidential Employee Assistance Program (EAP) for support.  

A free benefit from your workplace, the EAP can help you or anyone in your household:  

 Be more present and productive at work  

 Receive support when you don’t feel like yourself  

 Get help with responsibilities that are distracting or stressful  

 Grow personal and career skills  
 

Stress, relationships, work and money. These are the most common reasons people reach out to the EAP                
every year. But no matter what issues you’re facing, the EAP is the perfect first step for you or your family       
members to: 
 

Reduce stress - Some stress can be a good thing, but too much can be debilitating and unhealthy. Counseling, assess-
ments, coaching, apps, meditation practices, online tools and more can help you improve areas that need work.  

Handle a life curve ball - Divorce, adoption, losing a loved one, career changes and moving can all interrupt one’s daily 
life. Counseling, thousands of online tools, coaching and consultations can help you adjust. 

Cope after crisis - Mentally processing and coping after a traumatic event generally takes time and expert care.               
Counseling, education sheets and communication can help when a crisis occurs.  

Support and improve relationships - Raising kids, living with others or improving friendships can take guidance and 
investment. Counseling, videos, tip sheets and advice make this easier. Referrals to credible daycares, assisted living            
facilities, dog walkers, physicians, etc. can also help. 

Focus at work - We all experience feeling a lack of productivity and engagement at work sometimes. Trainings, advice 
and custom behavioral strategies can help you become more focused. 

Lead others - If you supervise people at work, it’s likely you handle difficult things like performance issues, troubled             
employees, HR law and hard conversations. Dedicated consultants can provide guidance so you can do your job and have 
less stress. 

Navigate the legal system - Handling a landlord, large purchase, estate or even an infraction can be easier with the help 
of a legal expert and thousands of online templates to put into action.  

Reduce debt - Money worries can be minimized with custom action plans developed with a financial expert to save,         
reduce debt or afford a life desired. 

Live a healthy life - Changing behaviors to quit smoking, lose weight, manage a disease or exercise more can be more 
manageable when broken into baby steps. Coaching, videos, counseling and digital tools can help you start living healthy. 
 

Life happens, regardless of the day or time.   

New Directions EAP is available 24/7, even on holidays.  

Call 1-800-624-5544  
 

Check out the app!  Search for New Directions EAP in your app store  
or log onto the website at www.ndbh.com. 

 Be a caring, loving friend or family member  

 Receive care after a traumatic event or diagnosis  

 Make healthy lifestyle choices  

 Improve and inspire daily life  



  

29 

Goddard Public Schools offers a 403(b) Tax sheltered Account Plan.  As an eligible employee you have the 

ability to participate in this Plan by making voluntary salary reduction contributions to the Plan. Employee must 

be assigned and working 20 or more hours per week to be eligible. 

 

What kinds of contributions may be made to this plan? 
This plan provides for pre-tax salary reduction contributions, post-tax Roth salary reduction contributions and 

rollovers. Pre-tax contributions are deducted before you pay current income taxes.  Pre-tax investments grow 

tax-deferred and  the contributions and any earnings are taxed when you take a distribution from this plan.  

Post-tax Roth contributions are deducted after you pay current income taxes. Earnings on post-tax Roth 

contributions will never  be taxed if you are 59 ½, die or become disabled and have held the Roth account for         

5 years at the time of its distribution from  this plan. You may roll over benefits from a former employer’s 

eligible retirement plan into this plan.  Employer contributions may be made to the plan.  Please consult your 

employer or financial representative for the types of  employer contributions the plan allows.   

 

How much may I contribute? 
You can contribute up to 100% of your compensation to this plan up to the limit allowed under the Internal 

Revenue Code ($19,500 in 2021). 
 

If you are age 50 or older, you can contribute a “catch-up” contribution of up to $6,500. 

 

Can I ever lose my benefits? 
You are always 100% vested in your salary reduction contributions.  This means the value of your contributions 

and earnings are yours when you terminate employment with your employer, without respect to your years of 

service. 

 

What do I have to do to start contributing? 
Automatic payroll deduction withdraws your contributions directly from your paycheck after you complete a 

Salary Reduction Agreement and return it to your financial representative or your employer. You may 

commence making contributions or modify the amount of your current contributions at any time by modifying 

your Salary Reduction Agreement.  

 

You may obtain a list of financial representatives that can assist you by visiting:  

http://sfr.baybridgeadministrators.com 

 

Once you have accessed the website please follow these instructions:   

 Select Employee from the left menu 

 Select your state from the drop down menu   

 Select your employer from the second drop down menu 

 Select the “Approved Providers/Products/Reps” link 

 
 

403(b) Retirement Plan 
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FMLA 
Basic Leave Entitlement 

FMLA requires covered employers to provide up to 12 
weeks of unpaid, job-protected leave to eligible 
employees for the following reasons: 

 For the birth and care of the newborn child of an 
employee; 

 For placement with the employee of a child for 
adoption or foster care; 

 To care for employee’s spouse, child, or parent, who 
has a serious health condition; or 

 For a serious health condition that makes the 
employee unable to perform the employee’s job. 

 

Military Family Leave Entitlements 

Eligible employees with a spouse, son, daughter or 
parent on active duty or call to active duty status in the 
National Guard or Reserves in support of a contingency 
operation may use their 12-week leave entitlement to 
address certain qualifying exigencies. Qualifying 
exigencies may include attending certain military 
events, arranging for alternative childcare, addressing 
certain financial and legal arrangements, attending 
certain counseling sessions, and attending post-
deployment reintegration briefings. 

 

FMLA also includes a special leave entitlement that 
permits eligible employees to take up to 26 weeks of 
leave to care for a covered service member during a 
single 12-month  period.  A covered service member is 
a current member of the Armed Forces, including a 
member of the National Guard or Reserves, who has a 
serious injury or illness incurred in the line of duty on 
active duty that may render the service member 
medically unfit to perform his or her duties for which 
the service member is undergoing medical treatment, 
recuperation, or therapy; or is in outpatient status; or 
is on the temporary disability list. 

Benefits and Protections 

During FMLA leave, the employer must maintain the 
employee’s health coverage under any “group health 
plan” on the same terms as if the employee had 
continued to work. Upon return from FMLA leave, 
most employees must be restored to their original or 
equivalent positions with equivalent pay, benefits and 
other employment terms. 
 

 

 
Use of FMLA leave cannot result in the loss of any  
employment benefit that accrued prior to the start 
of an employee’s leave. 

Eligibility Requirements 

Employees are eligible if they have worked for a 
covered employer at least one year, for 1,250 
hours over the previous 12 months, and if at least 
50 employees are employed by the employer with-
in 75 miles. 

Definition of Serious Health Condition 

A serious health condition is an illness, injury,        
impairment, or physical or mental condition that 
involves either an overnight stay in a medical care 
facility, or continuing treatment by a health care 
provider for a condition that either prevents the 
employee from performing the functions of the 
employee’s job, or prevents the qualified family 
member from participating in school or other daily 
activities. 

Subject to certain conditions, the continuing treat-
ment requirement may be met by a period of          
incapacity of more than 3 consecutive calendar 
days combined with at least two visits to a health 
care provider or one visit and a regimen of contin-
uing treatment, or incapacity due to pregnancy, or 
incapacity due to a chronic condition. Other          
conditions may meet the definition of continuing 
treatment. 

Use of Leave 

An employee does not need to use this leave          
entitlement in one block.  Leave can be taken           
intermittently or on a reduced leave schedule 
when medically necessary.  Employees must make 
reasonable efforts to schedule leave for planned 
medical treatment so as not to unduly disrupt the 
employer’s operations.  Leave due to qualifying 
exigencies may be also taken on an intermittent 
basis. 

Substitution of Paid Leave for Unpaid Leave 

Employees may choose or employers may require 
use of accrued paid leave while taking FMLA leave.  
In order to use paid leave for FMLA leave,            
employees must comply with the employer’s                
normal paid leave policies. 

Notices 
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FMLA (cont) 
Employee Responsibilities 

Employees must provide 30 days advance notice of 
the need to take FMLA leave when the need is          
foreseeable.  When 30 days notice is not possible, 
the employee must provide notice as soon as           
practicable and generally must comply with an           
employer’s normal call-in procedures. 
 

Employees must provide sufficient information for 
the employer to determine if the leave may qualify 
for FMLA protection and the anticipated timing and 
duration of leave.  Sufficient information may include 
that the employee is unable to perform job func-
tions, the family member is unable to perform daily 
activities, the need for hospitalization or continuing 
treatment by a health care provider, or circumstanc-
es supporting the need for military family leave.    
Employees also must inform the employer if the       
requested leave is for a reason for which FMLA leave 
was previously taken or certified.  Employees also 
may be required to provide a certification and peri-
odic recertification supporting the need for leave. 
 

Employer Responsibilities 

Covered employers must inform employees             
requesting leave whether they are eligible under 
FMLA.  If they are, the notice must specify any            
additional information required as well as the           
employees’ rights and responsibilities.  If they are 
not eligible, the employer must provide a reason for 
the ineligibility. 
 

Covered employers must inform employees if leave 
will be designated as FMLA-protected and the 
amount of leave counted against the employee’s 
leave entitlement.  If the employer determines that 
the leave is not FMLA-protected, the employer must 
notify the employee. 
 

Unlawful Acts by Employers 

FMLA makes it unlawful for any employer to: 

 Interfere with, restrain, or deny the exercise of any 
right provided under FMLA; 

 Discharge or discriminate against any person for 
opposing any practice made unlawful by FMLA or 
for the involvement in any proceeding under or     
relating to FMLA. 

 
 

 
 

Enforcement 

An employee may file a complaint with the U.S. 
Department of Labor or may bring a private lawsuit 
against an employer. 
 

FMLA does not affect any Federal or State law 
prohibiting discrimination, or supersede any State or 
local law or collective bargaining agreement which 
provides greater family or medical leave rights. 

Newborn’s Act Notice 
Group health plans and health insurance issuers 
generally may not, under Federal law, restrict 
benefits for any hospital length of stay in connection 
with childbirth for the mother or newborn child to 
less than 48 hours following a vaginal delivery, or less 
than 96 hours following a cesarean section.  

However, Federal law generally does not prohibit the 
mother’s or newborn’s attending provider, after 
consulting with the mother, from discharging the 
mother or her newborn earlier than 48 hours (or 96 
hours as applicable). In any case, plans and issuers 
may not, under Federal law, require that a provider 
obtain authorization from the plan or the insurance 
issuer for prescribing a length of stay not in excess of 
48 hours (or 96 hours). 
 

 

Notices 
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Women’s Health & Cancer Rights 

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

• All stages of reconstruction of the breast on which 
the mastectomy was performed;  

• Surgery and reconstruction of the other breast to 
produce a symmetrical appearance;  

• Prostheses; and  

• Treatment of physical complications of the 
mastectomy, including lymphedema.  

These benefits will be provided subject to the same 
deductibles and coinsurance applicable to other 
medical and surgical vided under this plan.  

 

HIPAA - Privacy 

USD 265 Goddard provides health care benefits and 
related benefits to its eligible employees and their 
eligible dependents.  By so doing, it creates, receives, 
uses, and maintains health information about plan 
participants which is protected by federal law (PHI).   

Gallagher Benefit Services, its staff, and related service 
providers or vendors will employ in complying with the 
Privacy regulations surrounding Personal Health 
Information (PHI) set forth by the Health Insurance 
Portability and Accountability Act. (HIPAA)  PHI is both 
the medical information and individually identifiable 
information of the clients and employees we serve.  In 
the provision of our business services we will receive, 
create, and accumulate PHI. The purpose of these 
Privacy Practices, as defined and set forth by HIPAA, is 
to “safeguard” and properly maintain an individual’s 
PHI. 

 

 

Special Enrollment Period 

Loss of Other Coverage:  If you are declining enrollment 

for yourself and/or your dependents (including your 

spouse) because of other health insurance coverage or 

group health plan coverage, you may be able to enroll 

yourself and/or 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         

dependent’s coverage. To be eligible for this special         

enrollment opportunity you must request enrollment 

within 30 days after your other coverage ends or after the 

employer stops contributing towards the other coverage. 

New Dependent as a Result of Marriage, Birth, Adoption 

or Placement for Adoption:  If you have a new depend-

ent as a result of marriage, birth, adoption or placement 

for adoption, you may be able to enroll yourself and/or 

your dependent(s). To be eligible for this special                 

enrollment opportunity you must request enrollment 

within 30 days after the marriage, birth, adoption or 

placement for adoption. 

Termination of Medicaid or Children’s Health Insurance 

Program (CHIP) Coverage:  If you decline enrollment for 

yourself or for an eligible dependent (including your 

spouse) while Medicaid coverage or coverage under a 

state children’s health insurance program is in effect, you 

may be able to enroll yourself and your dependents in this 

plan if you or your dependents lose eligibility for that            

other coverage. However, you must request enrollment 

within 60 days after your or your dependents’ coverage 

ends under Medicaid or a state children’s health insurance 

program. 

Eligibility for Employment Assistance under Medicare or 

CHIP:  If you or your dependents (including your spouse) 

become eligible for a state premium assistance subsidy 

from Medicaid or through a state children’s health               

insurance program with respect to coverage under this 

plan, you may be able to enroll yourself and your depend-

ents in this plan. However, you must request enrollment 

within 60 days after your or your dependents’                     

determination of eligibility for such assistance. 

Notices 
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Summary of COBRA Benefits 

A temporary extension of health benefits may be available in certain instances where coverage under the plan 
would otherwise end.  Please refer to the COBRA Notice previously provided to review your rights and 
obligations under the continuation of coverage provisions of the law.  

This chart shows the maximum period for which continuation coverage must be offered for the specific 
qualifying events and the qualified beneficiaries who are entitled to elect continuation coverage when the 
specific event occurs. Note that an event is a qualifying event only if it causes the qualified 
beneficiary to lose coverage under the plan. 
 

Your coverage will be billed directly from the insurance company at the group rate plus a 2% administrative fee.  
The health, dental and vision may be continued under COBRA. 

Qualifying Event Qualified Beneficiary 

Number 

of 

Months 

Employee terminates employment or hours 

reduced. 

Employee 
Spouse 

Dependent Child  
18 

Employee loses coverage because the  

employer files for Chapter 11 bankruptcy.  
Employee and all covered dependents. 18 

The employee becomes disabled. Employee and all covered dependents. 29 

The employee becomes eligible for Medicare  

due to age while on COBRA. 
All covered dependents. 36 

The employee's death. All covered dependents. 36 

Divorce or legal separation. All covered dependents. 36 

Dependent child no longer qualifies as a 

dependent (e.g., reaches the maximum 

dependent age). 

Dependent child upon reaching the 
maximum dependent age. 

36 

Notices 
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Premium Assistance Under Medicaid and the  
Children’s Health Insurance Program (CHIP)  

 

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, your state 

may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or CHIP programs.  If 

you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium assistance programs but you 

may be able to buy individual insurance coverage through the Health Insurance Marketplace.  For more information, visit 

www.healthcare.gov.  

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your State 

Medicaid or CHIP office to find out if premium assistance is available.   

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents might 

be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or 

www.insurekidsnow.gov to find out how to apply.  If you qualify, ask your state if it has a program that might help you pay the 

premiums for an employer-sponsored plan.   

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your employer 

plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  This is called a “special 

enrollment” opportunity, and you must request coverage within 60 days of being determined eligible for premium assistance. If 

you have questions about enrolling in your employer plan, contact the Department of Labor at www.askebsa.dol.gov or call 1-

866-444-EBSA (3272). 

If you live in one of the following states, you may be eligible for assistance paying your employer health plan premiums.  The 

following list of states is current as of July 31, 2020.  Contact your State for more information on eligibility – 

Notices 
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Notices 
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Notices 

To see if any other states have added a premium assistance program since July 31, 2020, or for more                    
information on special enrollment rights, contact either: 
 

U.S.  Department of Labor     U.S.  Department of Health and Human Services  

Employee Benefits Security Administration  Centers for Medicare & Medicaid Services 

www.dol.gov/agencies/ebsa    www.cms.hhs.gov                                            

1-866-444-EBSA (3272)    1-877-267-2323, Menu Option 4, Ext. 61565 

 

Paperwork Reduction Act Statement 

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

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

OMB Control Number 1210-0137 (expires 01/31/2023) 

https://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
mailto:ebsa.opr@dol.gov
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Contact Information 

 Your Benefits Advocate  
 Arthur J. Gallagher 
 8110 E. 32nd St. N., Suite 100 
 Wichita, Kansas 67226 

Phone:   (316) 977-9779 
Fax:   (316) 685-5520 
E-mail:   Wichita.GBS.Info@AJG.com 

 Medical and Dental Insurance Plans 
Blue Cross & Blue Shield of Kansas 
1133 SW Topeka Boulevard 
Topeka, KS  66612-0001 

 
Phone:  (800) 432-3990 
Email:    csc@bcbsks.com 
Web:      www.bcbsks.com 

 
Vision Insurance Plan 
 Surency Life and Health, Inc. 
 Post Office Box 789773 
 Wichita, Kansas  67278-9773 

 
Phone:   (866) 818-8805 
E-mail:   moreinfo@surency.com 
Web:   www.surency.com 

 Life, Disability, Critical Illness and 
Accident Insurance Plans 

Mutual of Omaha 
Mutual of Omaha Plaza 
Omaha, Nebraska 68175 

Phone: (800) 369-3809  
Web:  www.mutualofomaha.com 

 

Cafeteria Plan  
 Flexible Benefit Services Corporation 
 8700 West Bryn Mawr Avenue 
   Suite 1010S  

Chicago, IL 60631 

Phone:   (888) 345-7990 
E-mail:   service@myflexaccount.com 
Web:   www.myflexaccount.com 

 

Employee Assistance Program 

 New Directions 

  

Phone:   (800) 624-5544 
Web:       www.ndbh.com 

http://wiba.org/insurance/associationplans/visioninsurance/default.aspx
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