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Benefit Period:
July 1, 2025 - June 30, 2026




This presentation and the
materials provided are
designed to explain the
company provided and
voluntary benefits program
in brief summary only.

Questions:
Contact the
Benefits Office
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Eligibility

« Legally married spouse
« Dependent children under age 26
- Domestic partners (affidavit is required)

- Marriage, divorce, legal separation or annulment
« Birth or adoption of a child

« A qualified medical child support order

« Death of a spouse or child

« Loss of coverage from another health plan

Notify the Benefits Office within 31 days of a qualifying event




Qualifying Events (QE)
Documentation Required

- Marriage Certificate
« Birth Certificate or Hospital Record* ém @

« Copy of Spouse’s Open Enrollment

« Loss of Coverage letter
Go Online to notify the Benefits Office

« Adoption Paperwork
« QMSCO Paperwork
of your qualifying event.

e Submit a completed NOTIFICATION OF A COBRA
QUALIFYING EVENT form to the Benefits Office if you
experience a qualifying event.

Document required no later than

31 days from date of qualifying event*.
* Required to submit a copy of official birth certificate and a

copy of SSN for newborns within three months from the
date of birth.



Paper Enrollment

Links to LBCCD Benefits Enrollment Forms:

Anthem/Blue Cross, HMO Enrollment Form

Anthem/Blue Cross, PPO Enrollment Form

DeltaCare, HMO Enrollment Form

Delta Dental, PPO Enrollment Form

Kaiser Permanente, HMO Enrollment Form

Enrollment — Neon Voluntary

Anthem Blue Cross Enroliment Form
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IMPORTANT - All forms must be completed, signed, dated and returned to the Benefits Office (password-
protected using 'Oxxxxxx' Employee ID as password). If not password-protected, please do not include SSN or

other sensitive information when emailing.



https://www.lbcc.edu/sites/main/files/file-attachments/abc_hmo_enrollment_form_gc4050-rev012116.pdf?1498611691
https://www.lbcc.edu/sites/main/files/file-attachments/abc_enrollment_form_gc4050-rev111215_.pdf?1498611691
https://www.lbcc.edu/sites/main/files/file-attachments/2019_delta_care_hmo_enrollment_form_3400_ca1.pdf?1557955770
https://www.lbcc.edu/sites/main/files/file-attachments/delta-dental-ppo-enroll-form.pdf?1530121239
https://www.lbcc.edu/sites/main/files/file-attachments/kaiser-enroll-form.pdf?1530204476
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http://video2.burnhambenefits.com/terms/

Understanding Insurance Terms

eg

Premium Co-payment Deductible Coinsurance Out-of-pocket
Premium is the amount  Co-paymentis a fixed Deductible is the fixed Coinsurance is your Out-of-pocket expenses
of money charged by dollar amount you pay  dollar amount you must  share of the costs of a are the cost of medical
your insurance for specific services pay from personal covered healthcare care that are not
company for the plan covered by your health funds for covered service calculated as a covered by insurance
you have chosen. You plan. medical services percentage (for example  and that you need to
must pay your premium BEFORE insurance 30%) that you must pay pay for on your own.
to keep your coverage coverage begins making after the deductible Your out-of-pocket
active, regardless of payments. Deductibles  amount has been met. expenses include
whether you use it or typically calculate deductibles,
not. January 1 to December coinsurance, copays,
31. and any services that

are not covered by your
health insurance plan.



Networks

In-Network Non-Network

B NETWORK
Bl o e

XN 5




Online Tools

Contact Customer Service

Find a Provider or Facility

Order ID Cards

Refill Prescriptions

Manage Claims

Check Benefits Coverage

|
= ol @/ <® X

Estimate Your Costs




Medical HMO (California Only)

Network Network
Anthem Blue Cross HMO Kaiser Permanente

°, N\ NOT COVERED

@ N except for emergency in

PCP or Medical — US or International
Group '1]3

/

“
N ()
@ L
7 ™

Kaiser Facilities Only

Referrals Required



Medical PPO — Anthem Blue Cross

.
Y7

=

Responsible for the
Difference

Lo
l N
Vo —

You May Self Refer

File Claims



Medical - Plan Comparison

Plan Features Kaiser Permanente Anthem Blue Cross Anthem Blue Cross
Traditional HMO Plan California Care HMO Plan Prudent Buyer PPO Plan

Kaiser Facilities Only

Lifetime Maximum

Annual Deductible
- Individual
- Family

Coinsurance (Plan Pays)

Physician Office Visit
- Primary Care Physician
- Specialist

Out of Pocket Maximum
- Individual

- Two Individuals

- Family

Hospitalization
- Inpatient
- Outpatient Surgery

Emergency Services

Urgent Care

Unlimited
$0
$0

100%

$20 copay
$20 copay

$1,500
N/A
$3,000

100%
$20 copay

$100 copay;
waived if admitted

$20 copay

HMO Network Only

Unlimited
$0
$0

100%

$20 copay
$20 copay

$500
N/A
$1,500

100%
100%

$100 copay;
waived if admitted

$20 copay

PPO Network

90%

$20 copay
$20 copay

$683
$1,366
$2,049

90%
90%

$100 copay + 90%;

Anthem &

Unlimited

$350
$1,050

Blue Cross

Non-Network':2

70%

70%
70%

$1,636
$3,272
$4,908

70%
70%

copay waived if admitted

$20 copay

70%



Medical - Prescriptions

Anthem &

Blue Cross

Plan Features Kaiser Permanente Anthem Blue Cross Anthem Blue Cross
Traditional HMO Plan California Care HMO Plan Prudent Buyer PPO Plan

Lifetime Maximum

Prescription Drugs

- Retail Pharmacy
Generic Formulary
Brand Name Formulary
Non-Formulary
Supply Limit

- Mail Order Pharmacy
Generic Formulary
Brand Name Formulary
Non-Formulary
Supply Limit

Kaiser Facilities Only

Unlimited

$15 copay

$15 copay
N/A

100 days

$15 copay

$15 copay
N/A

100 days

HMO Network Only

Unlimited

Preferred Generic

$15 copay

$25 copay

$35 copay
30 days

$15 copay

$50 copay

$70 copay
90 days

PPO Network

Preferred Generic

$15 copay

$25 copay

$35 copay
30 days

$15 copay

$50 copay

$70 copay
90 days

Non-Network!
Unlimited

Preferred Generic

$15 copay + 50%

$25 copay + 50%

$35 copay + 50%
30 days

Not covered

Not covered

Not covered
N/A



Accessing Care

&

24-Hour

Nurseline

« Available 24/7

» Get help from
a registered
nurse when
you or a family
member have
a health
concern

8

* Phone, video
or mobile app
visits with a
doctor

* Treat cold/flu
symptoms,
allergies, pink
eye, sinus

problems, etc.

* Get
prescriptions
(medically
necessary)

1]

Urgent

Retail

Clinics Care

» Open 7 days a » Generally
week, open on
including evenings,
evenings weekends and
Treat a variety holidays
of illnesses, « Good option if
injuries, and your doctor is
conditions unavailable
Prescriptions
available
(medically
necessary)

« Office hours
vary

« Good place for
non-
emergency
care

« Opportunity
to build a
relationship
with a doctor
who knows
you and your
medical
history

Emergency
Room

* Open 24/7

* True
emergencies
such as an
accident or
injury that
may lead to
loss of life or
limb, serious
medical
complication,
or permanent
disability



Anthem Blue Cross
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Kaiser Permanente
Value Added Programs

LT &

Class Pass Calm MyStrength
On-demand workout Mindfulness and Mental health support
videos meditation app and goal tracking

% KAISER PERMANENTE.
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Dental Benefits
Dental DHMO

Network Non-Network
DeltaCare

@.
NOT COVERED

O

General Dentist

W/

it




Dental Benefits
Dental DHMO

DeltaCare

SCHEDULE A
Description of Benefits and Copayments.

g 1o the limitations and
ewlumoflheﬁmn FE&WMSMBW %ﬁEmﬂlhﬁmm Il treatment
options with

Text that appears in iallcsbelwsspe«ﬁnall{ intended Innlanlylﬁedeiv!qr of Benefits mderﬂleDelaCanUSAHwam

amilsndk)lm Imll t by the
Dental The i :llangeCDTnndes or ions. Such

mdatedwde&desmﬂusaﬂnm:hhmmheusedhdewﬁhmmmdpmﬂnsmwnﬂm federal

CODE DESCRIPTION
DO0100-D0993 L DIAGNOSTIC

D020 Peniodic oral fion - patient

DO0140 Limited oral evaluation - problem focused

D045 Oral evaluation for a patient under three years of age and counseling with primary caregiver ...............
patient

DO150 G sive oral Hion - new or
D060 Detailed and extensive oral evaluation - problem focused, by report
D070 Re-evaluation - limited, problem focused (established patient; not post-operative isit) .......................
D071 Re-evaluaiion - post-operative office visit

Keep a copy of

D080 © ' i o - new or ished pafient

Do180 ing of a patient

D091 Assessment of a patient

D0210 Intracral - complete series of radiographic images - limifed io 1 senies every 24 months . Mo Cost
D0220  Intracral - periapical first ic image Mo Cost
DO0230 Intracral - periapical each additional radi ic image Mo Cost
D0240  Intracral - coclusal iic image Mo Cost
DO270 Msmge ic image Mo Cast
Do272 ar i ic images Mo Cost
D073 Ifuee images Mo Cost
DO274 Bitewings - four radiographic images - limited fo 1 series every § months Mo Cost
D0230 Panoramic ic image Mo Cost o o o
D460 Pulp vitslity tests Mo Cost
D470 Diagnostic casts Mo Cost
D0472  Accession of fissue, gross inati ion and ission of written report Mo Cost
D0473  Accession of issue, gross and mi ik i preparation and ission of wiitten report ... No Cost
D474 Accession of tissue, gross and mi i ination, indluding of surgical margins for presence

of disease, preparation and transmission of written report Mo Cast

D0601  Caries risk assessment and documentation, with a finding of low risk - imited fo children age 3 fo 19, 1 every 3 d ° '
years Mo Cost r I
DO602  Caries risk. and with a finding of risk - imifed fo children age 3 fo 19, 1 e I S
every 3 yearz Mo Cost [
DO0603 Caries risk assessment and documentation, with a finding of high risk - fimited fo children age 3 fo 19, 1 every
3 yearz Mo Cost
D0908  Unspecified diagnostic procedure, by report - includes office visit, per visit (in addifion fo ofher sendces) ...........
D1000-D1993 Il PREVENTIVE
D110 Prophylaxis cleaning - adult - 1 per & month period
D1120 Prophylaxis cleaning - child - 1 per 6 month period
D1206 Topical application of fluoride vamish - child fo age 18; 1 D1206 or D1208 per § month period ...
D208 Tupluﬂa:picahondmnlﬂe excluding vamish - child to age lS;IDlZ’LBurDTZ’Wpeermnemd
D1330 Oral hygiene i
D351 Sea]mt per tooth - imited fo permanent molars through age 15
D1352 fion in a moderate to high caries risk patient - tooth - limifed to
molars fhrough age 15
D1353 Sealant repair - per iooth - limited fo permanent molars through age 15
D1354 Inte amesting ion - child to age 13; 1 per & month period




Dental Benefits
Dental PPO

Network
Delta Dental
N
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Responsible for the
Difference
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You May Self Refer File Claims
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Dental Benefits

O DELTA DENTAL

DELTACARE DHMO DELTA DENTAL
DMO PPO
Network Network Non-Network

Maximum Benefit Unlimited $2,200 $2,000
Deductible Waived for Preventive Services
- Individual None S25
- Family None S75
Preventive Service Refer to copay schedule 70%- 100% 70%- 100%
Basic Services Refer to copay schedule 70%- 100% 70%- 100%
Major Services Refer to copay schedule 70%- 100% 70%- 100%
Orthodontia
- Child(ren) to age 19 $1,300 Not covered

- Adult over age 19 $1,600 Not covered




Vision
Benefits




Vision Benefits
Vision PPO

Network Non-Network
VSP

LR
Responsible to pay
Y up front
N
i

OO. . File Claims for
Reimbursement




Vision Beneftits VS
Vision PPO :

Vision care for life

VSP
PPO Vision
PPO Non-Network
Copay
- Exam $10 Copay N/A
Exam (Every 12 Months) 100% S50 Reimbursement

Lenses (Every 12 Months)

- Single Vision 100% S50 Reimbursement
- Lined Bifocal 100% S75 Reimbursement
- Trifocal 100% S100 Reimbursement

Frames (Every 24 Months)

- Wide Selection of Frames S120 Benefit S70 Reimbursement
- Featured Frame Brands S140 Benefit S70 Reimbursement
- Costco (due to wholesale discount) S65 Benefit S$70 Reimbursement

Contact Lenses In Lieu of Frames & Lenses

- Cosmetic / Elective S$120 Benefit S$105 Reimbursement

- Medically Necessary 100% $210 Reimbursement




Vision Benetfits
VSP Vision Retail Locations

VSP Vision’s network includes
private vision locations and the
following retail stores:




Employer-Paid
Benefits




Employer-Paid Benefits

Basic Life and AD&D

Financial protection for your family if
you die or become seriously injured

 Benefit: $100,000

Anthem® unum

SSSSSSSSS




Employer-Paid Benefits

Employee Assistance Program (EAP)

Mental health and life balance support

Benefit: Help with depression, anxiety, childcare, financial
concerns, relationship issues, and much more!

Eligible members are entitled to 6 face-to-face, phone or web
video consultations per incident, per calendar year for a wide
range of emotional health, family and work issues, such as:

eMarriage, relationship and family issues e Alcohol and drug
e Domestic violence e Stress and anxiety
e Traumatic events e Depression

e Workplace issues e Grief and loss

Anthem @

Blue Cross



Employee
Contributions
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Employee Contributions

CCFA Contributions
Employes Gon tribu ions: District

AFT & Management Contributions

Employes Contributions:
AFT & MGT

CCFA Contributions:
CCFA

Meadical Plans

Kaiser Permanente
Tradticnal HMO

Medcal Plans

Kaiser Permanents
Tradticnal HMO

- Emplospes

- Employes + 1

- Employee + Family

Anthem Blue Cross

Califomia Caore HMO
Emples

- Employes + 1

- Employess + Family

Anthem Blus Gross

Prudent Buyer PPO

- Ermployes

- Employes + 1
Emplosypoe + Family

EAP

Anthem Blue Cross EAP
Emgloyes Assistonce Plan
- Ermployes
- Employes + 1

Employee + Family

Dental Plane

DeltaCare DHMO

- Employes

- Employes + 1

- Employes + Family

- Emplosres 42 54 $45 40 $10,210.80
- Employes= + 1 312784 $1,276.40 s19mmEn2
- Employes + Family f24080 $2,408.00 $27 G256
Anthem Blue Cross
Califomia Care HMO
Empiloyes 34751 347310 $11,364.74

- Emiplosres « 1 $la192 1,419,220 52220484
- Employes + Family JaeRes §2, 6096 50 £31,009045
Anthem Blue Cross

Frudent Buyer PFO

- Employes jram $738.80 $15.90238
- Employres + 1 $199.40 81,994, 00 31, 229.96
- Employes + Family 2ETE $2.857.80 $32 86440
EAR
Anthem Blue Cross EAP

Emgloyes Assistance Plan

- Employes s0.08 $0.80 $18.78
- Emploses + 1 012 £1,20 $1808

Employes + Family 3016 $1.60 1796

Dental Plans

DeltaCare DHMO

- Emplores $1.35 $13.50 $ad4E8
- Employes + 1 3356 33,60 $625.72
- Employes + Family 3673 $67.30 $TTAE
Delta Dental PRPO

- Employes 276 $27.60 JE6238
- Employes + 1 37.04 £70.40 #0208
- Employes + Family 31404 142,40 11 640964
Wision Plan

Wision Service Plan (VSF)

- Employes 3030 £3.00 §7272
- Employes + 1 092 0.0 1424
- Employes + Family 3195 $19.50 2400
Basic Life and ADSD Plan

Anthem Blue Cross

and Unum

- Empilosres L0000 £0.00 $£240.00

Wislon Sarvice Plan (VSR
- Emiploapes

- Employee + 1

- Emplospes + Family
Basic Life and ADSD Plan

Anthem Bue Cross
amdl Lrurm
- Ermployes

Terthly

$26.00
jraa7
$l47Es

2730
=9
315578

4068
$12682
$irasa

1.3
§2.00
§266

s1.zar
LS 1]
8.

L el

$17.08

§0.28
$1.15
§2.45

$0,00

§260,90
478270
147660

527320
421990
3155780

S495.60
$1.255.20
$1.799.30

$13.30
20,00
$ax6.60

$12.70
431,60
FE5.40

$32.80

$170.80

$3.80
$11.50
$24.50

F0.00

£10375.30
$20,489.82
£28562396

£11,55154
2280414
13214818

$19,224.56
2197796
£33.92290

S6.26
§0.00
$0.00

$325.46
BT
77744

jasT.08
1. 08896
$182224

47192
14114
200

£240,00



Reminder:

If you wish to enroll or make changes, you must
submit your completed enrollment/change form to
the Benefits Office no later than May 21, 2025.
If you do not wish to enroll or make changes, your
benefits will roll over as is.
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