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Dear Colleagues,

I am delighted to share the 2024 Open Enrollment Benefits Guide and invite all benefits-eligible 
staff to participate in our annual benefits open enrollment from December 5th through 
December 15th. 

I encourage you to take a moment to read the information in this guide and consider what 
benefits best serve your needs for the coming year. Rochambeau is proud to offer insurance 
plans to all eligible staff that enable the best healthcare for individuals and our families.

Finally, I want to offer my deep appreciation to all for waking up every day focused on making 
Rochambeau an inspiring place to develop today’s learners into tomorrow’s leaders. You are the 
heart of Rochambeau, and I look forward to working with each of you. 

Sincerely, 

Helene Fabre
Executive Director

Rochambeau Employee Benefits Program
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Begins Tuesday, December 5th through Friday, December 15, 2023

Rochambeau benefits-eligible employees have the opportunity to enroll in Rochambeau benefits when hired, 
during the annual open enrollment period, and when a qualifying life event occurs. Once enrolled in benefits, 
elections remain in effect unless a qualifying life event, such as marriage, divorce, birth of a child, or 
adoption, occurs (changes must be made within 20 calendar days of the event).  Human Resources requests 
benefits-eligible employees to review benefits annually and make any changes during the Open Enrollment 
period. Please note that Health Savings Accounts (HSA) require annual enrollment.

Open Enrollment is your annual opportunity to reflect on your and your family’s needs and fine-tune your 
benefits package to match. Many life events can occur over the year, impacting the types of plans and the 
coverage you need. Consider the changes you and your family have experienced in the past year or anticipate 
in the coming year. Then, determine which benefit plans and programs will best meet your needs.

Some important things to know as we approach Open Enrollment for 2024: 

Medical insurance is a critical protection for you and your family in the event of illness or injury. 
Rochambeau’s plan provides extensive coverage with low co-payments and deductibles. CareFirst BlueCross 
BlueShield will remain our medical, prescription drug, dental, and vision coverage provider in 2024, with 
reduced medical plan premium rates. The Dental and Vision plan rates will remain unchanged from the 2023 
rates. 

We will be streamlining our medical plans from three options to two. This improvement aims to enhance the 
overall value of our benefits offerings while ensuring that you get the most out of your benefits package. The 
school will offer the following medical plans:
*BlueChoice Advantage Option 2-S
*BlueChoice Open Access HSA Option 10

We want to emphasize that this decision has been carefully considered, and it is driven by a commitment to 
providing you with the best possible benefits while optimizing costs.  We have observed that employees have 
been paying more for specific options than their actual value. By reducing the number of plans and focusing 
on those that offer the best value, we aim to ensure that your contributions are aligned with the benefits you 
receive.

Here are some key points to keep in mind regarding these changes:
Simplicity: With fewer options, choosing the right plan for your needs will become more uncomplicated and 
straightforward.
Cost Savings: This adjustment may lead to cost savings for you, as we have carefully assessed the pricing to 
match the actual value of each plan better.

We acknowledge that transformation can bring about adjustments, however rest assured, we are here to 
provide support throughout this transition. If you have any immediate questions or concerns, please contact 
our HR team.

2024 Benefits Open Enrollment
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Add Dependents and Keep Beneficiary Information up to date. If adding a new dependent to coverage during 
Open Enrollment, supporting documentation (e.g., copies of birth or marriage certificates) must be received by 
HR by Friday, December 15, 2023. You may submit your supporting documentation via email at 
hr@rochambeau.org or HR secure fax at (301) 798-4802.

For 2024, individuals under a high deductible health plan (HDHP) will have an HSA contribution limit of $4,150. 
The HSA contribution limit for family coverage will be $8,300. Those amounts are about a 7% increase over 
what you can contribute this year for 2023.

The school will now offer a Health Flexible Spending Account (FSA) Limited-Purpose FSA (LPFSA).

Reliance Standard is our new Employee Assistance Plan (EAP) provider and Life and Disability Insurance 
provider.  Reviewing your life insurance beneficiaries during open enrollment is also good practice each year. 
While beneficiaries can be changed at any time during the year, this may be an excellent time to review and 
update the information if necessary. The EAP offers 24/7 support, resources, and information.

The school will also offer wellness initiatives starting in January 2024, including periodic chair massages, 
mindfulness rooms at each campus, and mental health wellness programs throughout the school year.  Our 
goal is to further enhance our wellness, engagement, and success in our lives,

The Member Advocacy Program will continue with Optavise, a free service for Rochambeau medical plan 
participants and their adult dependents covered under the school medical plan. Optavise can:

-Find top-rated in-network providers in your area
-Get cost estimates before you go
-Consider site of care choices (virtual care vs in-person, PCP, urgent care, ER)
-Track your medical claims and healthcare spending.

The school will continue providing parking and transit benefits through TASC.  The school will contribute $25 
per month for transit and $25 for parking for enrolled staff.

While the following benefit is not part of Open Enrollment, we encourage you to review our 403(b) 
Retirement Plan administered through TIAA. To assist employees in saving for retirement, Rochambeau offers 
a 403(b) Retirement Savings Plan that is tax-deferred and available to employees of educational institutions 
and certain non-profit organizations. Contributions and investment earnings grow tax-deferred until 
withdrawal, assumed to be retirement, at which time they are taxed as ordinary income. Rochambeau offers a 
generous employer contribution to employee 403(b) plan when eligible employees contribute the minimum 
pre-tax contribution of 5% that Rochambeau will match. Employees who are members of a union should refer 
to their CBA for eligibility requirements.  TIAA has financial consultants who can meet with you to review your 
retirement planning goals and answer your questions. Please contact Lulu Molavi, HR Generalist 
(molavin@rochambeau.org), or (301) 768-4393 for more information.

The school is showing our commitment to your well-being by offering meaningful and flexible benefits that 
support your physical, emotional, and financial health. It’s up to you to choose what suits you and your family. 

mailto:molavin@rochambeau.org
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This year is considered an active enrollment for your medical/Rx, dental and vision benefits. This means 
that all employees must enroll or waive benefits for 2024.  Your enrollment information will not roll over 
to the 2024 plan year automatically. 

Making Critical Decisions During Open Enrollment

Each year during Open Enrollment, eligible Rochambeau staff can make important decisions that impact 
benefits for the upcoming plan period.

It is important to remember that your choices cannot be reversed or changed until the next annual 
Open Enrollment period.

The benefits you elect now will go into effect on January 1, 2024.

After Open Enrollment ends, you cannot do the following:

 Switch from one health plan to another.

 Switch from one dental plan to another.

 Add yourself or additional dependents to health, dental or HSA coverage.

 Cancel or alter your own and/or your dependent’s health or dental plan coverage.

 Cancel or alter your employee-paid life insurance.

 Add, cancel or alter voluntary vision insurance

Changes can be made for certain qualifying events such as marriage, childbirth or adoption, loss of 
existing coverage for family members or retirement. 

Should You Participate in Open Enrollment?

Changes must be made within 30 days of the 
qualifying event.

Once again, please remember that your 
choices during Open Enrollment will become 
effective on January 1st and remain 
permanent until the next annual Open 
Enrollment period.

For this reason, it is very important to spend 
time carefully reviewing Open Enrollment 
materials in their entirety to make sure you 
select the plans that best meet your 
coverage and financial needs.
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Please review this 2024 Benefits Guide carefully as you consider your plan choices. Attend a Microsoft 
Teams webinar to better understand the details of the two medical plan choices, get an overview of all 
the benefits programs, and have an opportunity to ask questions on:

WEDNESDAY, DECEMBER 6th FROM  5:45-6:30 PM
Click here to join the meeting Meeting ID: 233 738 405 138 Passcode: 3qyaME 

MONDAY, DECEMBER 11TH FROM 5:45-6:30 PM 
Click here to join the meeting Meeting ID: 289 858 770 29 Passcode: 2EYyfY

THURSDAY, DECEMBER 14TH 5:45-6:30 PM 
Click here to join the meeting Meeting ID: 229 283 090 096  Passcode: XbaJqe 

If you can’t attend, you can also view a recording of the webinar on the annual enrollment website on 
the Human Resources portal.

Enroll Online 
You can enroll online through your ADP Self-Service portal.
Steps to Enrolling Online 
1 . Log on to Self-Service. 
2 . Click the Annual Enrollment message.
3 . Walk through the enrollment steps. 
4 . To view or change your elections, select the Benefit Plan(s) you wish to change. You may also enroll, 
add, or drop dependents. Verify or update the information and click Agree to record your response(s).
5. Click View to review your Elections Preview Statement or Done to return to the Benefits Enrollment 
Summary. Be sure to save a copy of your Elections Preview Statement and carefully review it for 
accuracy. After December 15, most elections cannot be changed (except within 31 days of a family status 
change). 

Making Changes 
The IRS provides strict regulations about changes to pre-tax elections during the plan year. If you 
experience a qualified IRS family status change, you are permitted to make a change within 31 days of 
the event. If the change request is not completed within 31 days of the event, you cannot change your 
elections until the following year’s benefits annual open enrollment period. 

Below is a list of some of the more commonly known qualified family status changes: 
• Marriage, divorce or annulment
• Birth of a child, adoption, placement of a foster child or assumption of legal guardianship of a child 
• Change in your spouse’s or dependent’s employment status that affects benefits eligibility, including 
termination or commencement of employment, or change in worksite
• You or your spouse returns from an unpaid leave of absence 
• You or your dependent becomes eligible or loses eligibility for Medicare or Medicaid 
• The death of your spouse or dependent 
• Change in your employment that affects benefits eligibility (working at least 20 hours per week) 
• Loss of eligibility for a dependent 

The change you request must be consistent with the qualifying event. Some changes require 
documentation, which must also be provided within 31 days of the event. Should you have questions or 
difficulty making your change, please contact Lulu Molavi, HR Generalist at molavin@rochambeau.org or 
(301) 768-4393.

https://teams.microsoft.com/l/meetup-join/19%3ameeting_OWNjZThkYmUtMDMzMC00NGUwLWJkYTMtNzM3N2Y4NTAyYjc3%40thread.v2/0?context=%7b%22Tid%22%3a%22f1289cc5-8456-4f28-8eab-700d1300fc5d%22%2c%22Oid%22%3a%225d2e8e9f-a7af-446d-9b08-71acaa097123%22%7d
https://teams.microsoft.com/l/meetup-join/19%3ameeting_NTI4MTY2ODktZDljMi00M2M4LWFjNDYtYTA2NGUxZjJiNmQw%40thread.v2/0?context=%7b%22Tid%22%3a%22f1289cc5-8456-4f28-8eab-700d1300fc5d%22%2c%22Oid%22%3a%225d2e8e9f-a7af-446d-9b08-71acaa097123%22%7d
https://teams.microsoft.com/l/meetup-join/19%3ameeting_NGFiYzA2NDctOGM3MS00NzQ2LWI1ZDAtMjA0N2FmYjdlN2Vh%40thread.v2/0?context=%7b%22Tid%22%3a%22f1289cc5-8456-4f28-8eab-700d1300fc5d%22%2c%22Oid%22%3a%225d2e8e9f-a7af-446d-9b08-71acaa097123%22%7d
mailto:molavin@rochambeau.org
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Medical Benefits at a Glance
HMO HSA Plan Advantage Plan

In-Network In-Network Out-of-Network**
Maximum Employee 
HSA Contribution

$4,150/$8,300* N/A

Lifetime Maximum Unlimited Unlimited

Annual Deductible
* Individual/Family

$1,600/$3,200* $500/$1,000* $1,000/$2,000*

Out of Pocket Max
$4,500/$7,900*      

Medical and Rx Combined
$4,500/$9,000 *                                        

Medical and Rx Combined
$6,500/$13,000 *                                      

Medical and Rx Combined

Preventive Care 100% covered 100% covered No charge after deductible

Regular Office Visits No Charge after deductible $10 per visit You pay 20% after deductible

Specialist Office Visits $5 copay after Deductible $20 per visit You pay 20% after deductible

Diagnostic Lab No Charge after deductible $10 per visit You pay 20% after deductible

Diagnostic X-rays No Charge after deductible $20 per visit You pay 20% after deductible

Inpatient Hospital 
Services

No Charge after deductible Deductible then $300 per day                 
($1,500 per admission max)

You pay 20% after deductible
No Charge after deductible

Outpatient Hospital 
Services

No Charge after deductible Deductible then $200 per visit You pay 20% after deductible

Urgent Care No Charge after deductible $40 per visit 

Emergency Room No Charge after deductible Deductible then $200 per visit

Prescription Drugs: Retail (up to a 30-day supply) 

Generic  (Tier 1) No Charge after deductible $10 copay 

Brand Formulary (Tier 2) $25 copay after Deductible $25 copay

Brand Non-Formulary 
(Tier 3)

$45 copay after Deductible $45 copay

Prescription Drugs: Mail-Order (up to a 90-day supply)

Generic  (Tier 1) No Charge after deductible $20 copay

Brand Formulary (Tier 2) $50 copay after deductible $200 copay

Brand Non-Formulary 
(Tier 3)

$90 copay after deductible $300 copay

Prescription Drugs Maximum Out of Pocket (Retail and Mail-Order)

Individual / Family Included with Medical Included with Medical

Employee Monthly Payroll Deduction

Employee $317.48 $389.14 

Employee + Spouse $730.23 $894.98 

Employee + Child(ren) $587.34 $719.90 

Family $965.13 $1,182.94 

Employee Bi weekly Payroll Deduction (26 pays)

Employee $146.53 $179.60

Employee + Spouse $337.03 $413.07

Employee + Child(ren) $271.08 $332.26

Family $445.44 $545.97
** Balance billing may apply
Please see the Summary of Benefits and Coverage (SBC) on page 36 for more details
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*Balance billing may apply

Dental Benefits

BlueDental Basic Plan #1 BlueDental Plus Plan #5

In-Network Out-of-Network* In-Network Out-of-Network*

Associate Only Deductible $25 $50 $25 $50

Family Deductible $75 $150 $75 $150

Annual Maximum Plan pays $1,000 Maximum per Insured Plan pays $2,000 Maximum per Insured

Preventative Services
Oral Exams (2 per benefit period)
Prophylaxis (2 per benefit period)
Bitewing X-rays
Full Mouth X-rays
Palliative Emergency Treatment 
Fluoride Treatments
Sealants  
Space Maintainers

No Charge
20% of allowed 

benefit1 No Charge No Charge1

Basic Services
Direct Placement Fillings
Periodontal Scaling
Simple Extractions

Deductible, then 20%
40% of allowed 

benefit after
deductible

Deductible, then 20% 20% of allowed benefit1

Major Services
Full/Partial Dentures
Fixed Bridges, Crowns, Inlays, 
Onlays
Denture Adjustments
Recementing of 
Crowns/Inlay/Bridges
Repair of Prosthetic Appliances
Dental Implants

N/A N/A Deductible, then 50%
Deductible then 50% of 

allowed benefit1

Orthodontia N/A N/A 50% 50%  of allowed benefit1

Orthodontic Lifetime Maximum N/A N/A $1,000 per insured

Employee Monthly Payroll Deductions

Employee $13.50 $24.82

Employee + Spouse $31.05 $57.07

Employee + Child(ren) $24.98 $45.90

Family $41.04 $75.44

Employee Bi-Weekly Payroll Deduction (26 pays)

Employee $6.23 $11.45

Employee + Spouse $14.33 $26.34

Employee + Child(ren) $11.53 $21.18

Family $18.94 $34.82

Rochambeau will continue to offer dental coverage through CareFirst BCBS, which has two dental plan options. Via these plans, CareFirst members
have access to one of the nation’s largest dental networks with participating dentists located throughout the US.

Under the BlueDental Basic Plan, plan members will have Preventive and Basic services coverage with a $1,000 annual maximum per family
member. In addition, members have the flexibility to see any dentist of their choice, even if “out-of-network.” However, members can reduce their
out-of-pocket costs significantly by selecting a dentist who participates in “In-Network.”

The BlueDental Plus plan is suitable for those seeking more comprehensive coverage. This plan option includes Preventive, Basic, and Major
Services as well as Orthodontia benefits. The annual plan maximum is $2,000 per family member. Under the BlueDental Plus plan, members will
receive the most savings by staying inside the CareFirst provider network.

Enhanced dental benefits: 2 additional no charge exams and cleanings per benefit period for members with the following conditions: Pregnancy up
to 6 months post partum, diabetes and hypertension.
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The BlueVision Plus plan through CareFirst will continue to be
offered in 2024. Members receive professional vision services,
including routine eye exams, eyeglasses and contact lenses offered
by CareFirst BlueCross BlueShield through the Davis Vision, Inc.
national network.

To find a provider, visit www.carefirst.com and utilize the Find a
Provider feature or contact Davis Vision directly at 800-783-5602.

Note: Enhanced vision benefits -1 additional exam per benefit
period – no charge for members with the following conditions:
Pregnancy up to (6) months postpartum, diabetes, and
hypertension.

Vision Benefits

BlueVision Plus

In-Network Out-of-Network

Eye Exam
(once every 12 months)

No Copay Plan pays $45, you pay the balance

Frames
(once every 24 months)

• No Copay for Davis Vision Collection 
Frames

• $130 allowance for non-collection frames. 
You pay balance minus 20% discount 

Plan pays $60, you pay the balance

Lenses
(once every 24 months)

$20 copay 

Single: Plan pays $52
Bifocal: Plan pays $82

Trifocal: Plan pays $101

You pay the balance

Elective Contact Lenses
(conventional or disposable)1

In lieu of glasses:
• No Copay for Davis Vision Lens Collection 

$130 allowance for non-collection frames. 
You pay balance minus 15% discount 

Plan pays $112, you pay the balance

Medically Necessary Contact Lenses1 No copay with prior approval Plan pays $285, you pay the balance

Employee Monthly Payroll Deduction 

Employee $8.25

Employee + Spouse $18.97

Employee + Child(ren) $15.27

Family $25.07

Employee Bi weekly Payroll Deduction (26 pays)

Employee $3.81

Employee + Spouse $8.76

Employee + Child(ren) $7.05

Family $11.57

http://www.carefirst.com/
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WHAT IS AN HSA?

Think of a Health Savings Account or HSA as a savings plan for health care that you’ll need today, tomorrow, and 
into the future.  It works like a regular bank account, but you don’t pay federal income tax on the money you 
deposit. 

When you use your HSA money to pay for qualified medical expenses, you won’t pay income taxes on that money 
either.  You can even build your savings into a nest egg for retirement.  Note- if you are on ANY FORM OF 
MEDICARE, you are not eligible to contribute to an HSA. However, you can maintain an HSA account and use the 
existing funds for your healthcare expenses.

There’s no “use it or lose it” rule either.  The money is there when you need it and it’s yours to keep.

Health Savings Account (HSA)

2024 IRS Contribution Maximum

• Single (Employee Only Tier) = $4,150
• Family (Employee + Spouse, Employee + Child(ren), Family Tiers) = $8,300
• Employees aged 55 and older who are eligible to participate in an HSA can contribute an additional 

$1,000 in “catch-up” contributions.

WHY HAVE AN HSA?

An HSA simply helps you plan, save and pay for health care 
costs.   The money belongs to you- you keep it, even if you 
change jobs, change health plans, or retire.

It has triple tax benefits.  
• Money deposited in the account is not subject to Federal 

Income Tax
• Savings grow tax-free
• Withdrawals made for qualified expenses are also income 

tax free

It’s not just for doctor’s visits: You can use your HSA to pay for 
medical needs such as eyeglasses, hearing aids and qualified 
prescriptions. 

You can invest it. Once your balance reaches the designated 
investment threshold which is typically around $2,000, you 
can begin investing in mutual funds.  If you earn money on 
your investments, you don’t pay income tax on that money 
either.

You can save for the future. By saving in an HSA, you can be 
better prepared for expenses due to illness or accident.   
When you turn Age 65 or become entitled to Medicare 
benefits, you may withdraw money from your HSA for 
expenses that are not qualified medical expenses which would 
normally be subject to standard income taxes.   Save as much 
as you can now, and you could have a nice nest egg when 
you retire.
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What are the Advantages of a Health Savings Account?

Ownership – Portability – Tax Savings – Long-Term Savings

 Completely employee-owned - you own and manage the account
 HSA contributions are payroll deducted on a pre-tax basis
 There are no “use it or lose it rules.” HSA funds roll over from year to year.
 The interest earned from the money in the HSA is tax-free

HSA Funding

 Employee HSAs are funded through Optum Bank.
 Employees may contribute pre-tax dollars throughout the year up to the annual IRS calendar

year maximum, based on the level of coverage elected.

Contributions will be deposited on a per-pay basis.

2024 Calendar Year
$4,150 Individual coverage
$8,300 Individual + Spouse, Individual + Child/Children, Family coverage

55 and older: catch-up contribution of an additional $1,000 during the calendar year.
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BlueCard & BlueCross BlueShield Global Core

With your Blue Cross and Blue Shield member ID card, 
you have access to doctors and hospitals almost 
anywhere. BlueCard gives you the peace of mind that 
you’ll have the care you need when you’re away from 
home, from coast to coast.  Blue Cross Blue Shield 
Global® Core (BCBS Global® Core) also provides you 
with access to care outside of the U.S.

Your membership gives you a world of choices. More 
than 93% of all doctors and hospitals throughout the 
U.S. contract with Blue Cross and Blue Shield plans. 
Whether you need care here in the United States or 
abroad, you’ll have access to health care in more than 
190 countries.

When you’re inside the CareFirst BlueCross BlueShield 
and CareFirst BlueChoice, Inc. service area (Maryland, 
Washington, D.C., and Northern Virginia), you’ll have 
access to the local Blue Cross Blue Shield Plan and their 
negotiated rates with doctors and hospitals in that 
area. You shouldn’t have to pay any amount above 
these negotiated rates. Also, you shouldn’t have to 
complete a claim form or pay upfront for your health 
care services, except for those out-of-pocket expenses 
(like non-covered services, deductibles, copayments, 
and coinsurance) that you’d pay anyway.

Within the U.S.
1. Always carry your current member ID card for 

easy reference and access to service.
2. To find names and addresses of nearby doctors 

and hospitals, visit the National Doctor and 
Hospital Finder at www.bcbs.com or call 
BlueCard Access at 800-810-BLUE (2583).

3. Call the Customer Service number on the back of 
your member ID card to verify benefits or find 
out if pre-certification or prior authorization is 
required.

4. When you arrive at the participating doctor’s 
office or hospital, simply present your ID card.

5. After you receive care, you shouldn’t have to 
complete any claim forms or pay upfront for 
medical services other than the usual out-of-
pocket expenses. CareFirst will send you a 
complete explanation of the benefits.

Around the world
Like your passport, you should always carry your ID 
card when you travel or live outside the U.S..  The Blue 
Cross Blue Shield Global® Core program (BCBS Global® 
Core) provides medical assistance services and access 

to doctors, hospitals and other healthcare 
professionals around the world. Follow the same 
process as if you were in the U.S. with the following 
exceptions:

• In most cases, when being seen at hospitals in the 
BCBS Global Core Network, you shouldn’t have to 
pay upfront for inpatient care.  You’re responsible 
for the usual out-of-pocket expenses; the hospital 
should submit your claim.

• At hospitals outside of the BCBS Global Core 
Network, you pay the doctor or hospital for 
inpatient care, outpatient hospital care, and other 
medical services.  Afterward, complete an 
international claim form and send it to the BCBS 
Global Core Service Center. The claim form is 
available online at bcbs.globalcore.com.

• To find a BlueCard provider outside of the U.S., visit 
bcbs.com and select Find a Doctor or Hospital.

Medical assistance when outside the U.S.

Call 800-810-BLUE (2583) toll-free or 804-673-1177, 24 
hours a day, seven days a week, for information on 
doctors, hospitals, and other health care professionals 
or to receive medical assistance services. In 
conjunction with a medical professional, a medical 
assistant coordinator will make an appointment with a 
doctor or arrange hospitalization if necessary.
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Rochambeau offers Life, Short and Long Term Disability benefits through Reliance Standard.  Short Term and 
Long Term Disability Benefits provide income in the event you become disabled due to an injury or illness that 
is not work-related.

*Please refer to the ADP enrollment portal for Supplemental Life rates.

Basic Life and AD&D:
Basic Life insurance coverage provides important, supplemental financial protection 
for you and your family in the event of your death.  AD&D (Accidental Death and 
Dismemberment) insurance provides important financial protection in the event of 
your death, loss of hands, feet and/or vision when an employee experiences loss 
within 365 days of the related accident

Benefit: 

Eligible Employees: The benefit is a flat $10,000

Supplemental Life and AD&D: For eligible employees who wish to purchase additional life and Accidental Death 
and Dismemberment (AD&D) coverage, Rochambeau provides the following options 
for you and your family.  

Benefit: 

Employee:

You may apply for additional life insurance in multiples of $10,000 ($10,000 to 
$150,000 not to exceed  5x your annual base salary).

The guaranteed issue amount is $100,000

Spouse: 

You may apply for Dependent life insurance in multiples of $5,000 from $5,000 to 
$150,000.

The guaranteed issue amount is $20,000.

Child: 

•birth but less than six months - $500

•six months through age 17 (up to age if full-time student) - $10,000
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Short Term Disability:
For eligible employees, Short Term Disability coverage protects your income in the 
event of an illness or injury.

The STD waiting period for both sickness and accident is 3 days

Benefit: 

After the waiting period, the plan pays a benefit of 60% of your pre-disability 
earnings for up to 12 weeks.

The maximum weekly benefit is $1,500.

*If for some reason, your condition persists beyond the initial 12 week period, and 
you can not return to work, you will need to transition to LTD to continue receiving 
benefits.  

Long Term Disability: For eligible employees, Long Term Disability (LTD) coverage provides a benefit that 
may be payable if you are unable to work due to an injury or illness. This benefit 
provides income replacement to sustain the financial needs of you and your family 
after your STD coverage has been exhausted.

Benefit: 

All full-time employees are eligible for Long Term Disability. Coverage begins on the 
91st day of accident or illness.

You will receive 60% of your base pay, not to exceed $7,500 per month.
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Page 1 of 8 SBC ID: SBC20230926MANBHHMC02URXCMC480N012024

Summary of Benefits and Coverage: What This Plan Covers & What You Pay for Covered Services

BlueChoice Open Access HSA/HRA INT Option 10

Coverage Period: 01/01/2024 - 12/31/2024

Coverage for: Individual | Plan Type: HMO

   The Summary of Benefits and Coverage (SBC) document  will help you choose a health plan. The SBC shows you how  you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible , provider,

or other underlined terms see the Glossary. You can see the Glossary at www.carefirst.com/sbcg or call  1-855-258-6518 to request a copy. For more information about your

coverage, or to get a copy of the complete terms of coverage, please visit  http://content.carefirst.com/sbc/contracts/BHHMC02URXCMC480.pdf.

CareFirst BlueChoice, Inc. is an independent licensee of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association.

Important Questions Answers Why this Matters:

What is the overall 

deductible?

In-Network: $1,600 individual/

$3,200 family

Generally, you must pay all the costs from provider up to the deductible amount before this 

plan begins to pay. If you have other family member(s) on the plan, each family member may

need to meet their own individual deductible, OR all family members may combine to meet the

overall family deductible before the plan begins to pay, depending upon plan coverage. Please

refer to your contract for further details.

Are there services

covered  before you meet

your deductible ? 

Yes, all In-Network preventive care

services.

This plan covers some items and services even if you haven’t yet met the deductible amount.

But, a copayment or coinsurance may apply. For example, this plan covers certain preventive 

services without cost sharing and before you meet your deductible. See a list of covered 

preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/ .

Are there other 

deductibles for specific

services?

Yes. Prescription Drug deductible is

combined with Medical. 

You must pay all of the costs for these services up to the specific deductible amount before this 

plan begins to pay for these services.

What is the  out-of-pocket

limit for this plan?

Medical and Prescription Drug

combined: In-Network: $4,500

individual/ $7,900 family

The out-of-pocket limit is the most you could pay in a plan year for covered services. If you

have other family member(s) on the plan, each family member may need to meet their own 

out-of-pocket limits, OR all family members may combine to meet the overall family 

out-of-pocket limit, depending upon plan coverage. Please refer to your contract for further

details.

What is not included in

the out-of-pocket limit?

Premiums, balance-billed charges,

and health care this plan does not

cover.

Even though you pay these expenses, they don't count toward the out-of-pocket limit.
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Will you pay less if you

use a network provider?

Yes. See www.carefirst.com or call 

1-855-258-6518 for a list of provider 

network.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.

You will pay the most if you use an out-of-network provider, and you might receive a bill from a 

provider for the difference between the provider’s charge and what your plan pays (balance 

billing). Be aware, your network provider might use an out-of-network provider for some

services (such as lab work). Check with your provider before you get services.

Do I need a referral to see

a specialist?

No.

You can see the specialist you choose without a referral.

What You Will Pay

Common

Medical Event

Services You May Need

In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions & Other

Important Information

Primary care visit to treat an

injury or illness

Provider & Hospital

Facility: Deductible, then

No Charge

Provider & Hospital Facility:

Not Covered

Virtual Connect through CloseKnit

available at $0 cost share to members 18

and over; HSA qualified plans are subject

to the required deductible.

(closeknithealth.com)

__________________________________

If a service is rendered at a Hospital

Facility, the additional Facility charge may

apply

If you visit a health

care provider’s office or 

Specialist visit

Provider: Deductible,

then $5 copay per visit

Hospital Facility:

Deductible, then No

Charge

Provider & Hospital Facility:

Not Covered

If a service is rendered at a Hospital

Facility, the additional Facility charge may

apply

clinic

Retail Health Clinic

Deductible, then No

Charge

Not Covered None

Preventive care/screening/

immunization

No Charge Not Covered

Some services may have limitations or

exclusions based on your contract
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What You Will Pay

Common

Medical Event

Services You May Need

In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions & Other

Important Information

If you have a test

Diagnostic test (x-ray, blood

work)

LabTest: Non-Hospital:

Deductible, then No

Charge

Hospital: Deductible,

then No Charge

XRay: Non-Hospital:

Deductible, then No

Charge

Hospital: Deductible,

then No Charge

LabTest: Non-Hospital: Not

Covered

Hospital: Not Covered

XRay: Non-Hospital: Not

Covered

Hospital: Not Covered

Within the CareFirst service area,

In-Network Lab Test benefits apply only to

tests performed at LabCorp. If a service is

rendered at a Hospital Facility, prior

authorization is required, and the additional

Facility charge may apply.  Please see

your contract.

Imaging (CT/PET scans, MRIs)

Non-Hospital:

Deductible, then No

Charge

Hospital: Deductible,

then No Charge

Non-Hospital: Not Covered

Hospital: Not Covered

If a service is rendered at a Hospital

Facility, prior authorization is required, and

the additional Facility charge may apply.

Please see your contract.

 

Generic drugs

Deductible, then No

Charge

Paid As In-Network

For all prescription drugs:

Prior authorization may be required for

If you need drugs to treat

your illness or condition

Preferred brand drugs

Deductible, then $25

copay 

Paid As In-Network

certain drugs; No Charge for preventive

drugs or contraceptives; Copay applies to

More information about 

prescription drug 

Non-preferred brand drugs

Deductible, then $45

copay

Paid As In-Network

up to 34-day supply; Up to 90-day supply

of maintenance drugs is 2 copays;

coverage is available at 

www.carefirst.com/rx

Preferred Specialty drugs

Deductible, then 50% of

Allowed Benefit up to a

maximum payment of

$100

Not Covered

Specialty Drugs:

Participating Providers: covered when

purchased through the

Non-preferred Specialty drugs

Deductible, then 50% of

Allowed Benefit up to a

maximum payment of

$150

Not Covered

Exclusive Specialty Pharmacy Network

Non-Participating Providers: Not Covered
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What You Will Pay

Common

Medical Event

Services You May Need

In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions & Other

Important Information

If you have outpatient 

Facility fee (e.g., ambulatory 

surgery center)

Non-Hospital & Hospital: 

Deductible, then No 

Charge

Non-Hospital & Hospital: Not 

Covered

For services provided at a Hospital Facility, 

prior authorization is required

surgery

Physician/surgeon fees

Non-Hospital & Hospital:

Deductible, then No

Charge

Non-Hospital & Hospital: Not

Covered

For services provided at a Hospital Facility,

prior authorization is required

Emergency room care

Deductible, then No 

Charge

Paid As In-Network

Limited to Emergency Services or 

unexpected, urgently required services; 

Additional professional charges may apply

If you need immediate

medical attention

Emergency medical

transportation

Deductible, then No

Charge

Paid As In-Network

Prior authorization is required for air

ambulance services, except when

Medically Necessary in an emergency

Urgent care

Deductible, then No

Charge

Paid As In-Network

Limited to unexpected, urgently required

services

If you have a hospital 

Facility fee (e.g., hospital

room)

Deductible, then No

Charge

Not Covered Prior authorization is required

stay

Physician/surgeon fee

Deductible, then No

Charge

Not Covered None

If you have mental

health, behavioral

Outpatient services

Office Visit: Deductible,

then No Charge

Office Visit: Not Covered

Virtual Connect through CloseKnit

available at $0 cost share to members 18

and over; HSA qualified plans are subject

to the required deductible.

(closeknithealth.com)

__________________________________

For treatment at an Outpatient Hospital

Facility, additional charges may apply

health, or substance

abuse services Inpatient services

Deductible, then No

Charge

Not Covered

Prior authorization is required; Additional

professional charges may apply
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What You Will Pay

Common

Medical Event

Services You May Need

In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions & Other

Important Information

Office visits No Charge Not Covered

For routine pre/postnatal office visits only.

For non-routine obstetrical care or

complications of pregnancy, cost sharing

may apply.

If you are pregnant

Childbirth/delivery professional

services

Deductible, then No

Charge

Not Covered None

Childbirth/delivery facility

services

Deductible, then No

Charge

Not Covered None

Home health care

Deductible, then No 

Charge

Not Covered Prior authorization is required

Rehabilitation services

Provider: Deductible,

then $5 copay per visit

Hospital Facility:

Deductible, then No

Charge

Provider & Hospital Facility:

Not Covered

If a service is rendered at a Hospital

Facility, prior authorization is required, and

the additional Facility charge may apply;

Limited to 30 visits/therapy

type/condition/benefit period

If you need help

recovering or have other 

Habilitation services

Provider: Deductible,

then $5 copay per visit

Hospital Facility:

Deductible, then No

Charge

Provider & Hospital Facility:

Not Covered

Prior authorization is required; If a service

is rendered at a Hospital Facility, the

additional Facility charge may apply;

Limited to Members until the end of the

month in which the member turns 19

special health needs

Skilled nursing care

Deductible, then No

Charge

Not Covered

Prior authorization is required; Limited to

60 days/benefit period

Durable medical equipment

Deductible, then 25% of

Allowed Benefit

Not Covered

Prior authorization is required for specified

services. Please see your contract.
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What You Will Pay

Common

Medical Event

Services You May Need

In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions & Other

Important Information

Hospice services

Inpatient Care:

Deductible, then No

Charge

Outpatient Care:

Deductible, then No

Charge

Inpatient Care: Not Covered

Outpatient Care: Not

Covered

Prior authorization is required; Limited to a

maximum 180 day Hospice Eligibility

Period; Inpatient Care: Limited to 30

days/Member

Children's eye exam $10 copay per visit Not Covered Limited to 1 visit/benefit period

If your child needs dental

or eye care

Children's glasses Not Covered Not Covered None

Children's dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

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

• Cosmetic surgery • Non-emergency care when traveling outside the

U.S.

• Weight loss programs

• Dental care (Adult) • Private-duty nursing

• Long-term care • Routine foot care

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

• Abortion, except in limited circumstances • Chiropractic care • Infertility treatment

• Acupuncture • Coverage provided outside the United States.

See www.carefirst.com

• Routine eye care (Adult)

• Bariatric surgery • Hearing aids

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those

agencies is: Department of Labor Employee Benefits Security Administration,  http://www.dol.gov/ebsa/healthreform, or call 1-866-444-EBSA (3272); or

Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, http://www.cciio.cms.gov, or call 1-877-267-2323 x61565.

Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more

information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.
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Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 

grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also

provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or

assistance, contact: Department of Labor Employee Benefits Security Administration,  http://www.dol.gov/ebsa/healthreform, or call 1-866-444-EBSA (3272); or

Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, http://www.cciio.cms.gov, or call 1-877-267-2323 x61565. 

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,

CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes

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

Language Access Services:

Spanish (Español): Para obtener asistencia en Español, llame al 1-855-258-6518.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-258-6518.

Chinese ( ): 请拨打这个号码 1-855-258-6518.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-258-6518.

–––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.–––––––––––

https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
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This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, 

copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

health plans. Please note these coverage examples are based on self-only coverage.

About these Coverage Examples:

The plan would be responsible for the other costs of these EXAMPLE covered services.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

hospital delivery)

 The plan’s overall deductible

$1,600

 Specialist Copayment $5

 Hospital (facility) Copayment $0

 Other Copayment $0

This EXAMPLE event includes services like:

Specialist office visits (prenatal care)

Childbirth/Delivery Professional Services

Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)

Specialist visit (anesthesia)

Total Example Cost

$12,700

In this example, Peg would pay:

Cost Sharing

Deductibles

$1,600

Copayments

$0

Coinsurance

$0

What isn’t covered

Limits or exclusions $10

The total Peg would pay is $1,610

Managing Joe's type 2 Diabetes

(a year of a routine in-network care of a

well-controlled condition)

 The plan’s overall deductible

$1,600

 Specialist Copayment $5

 Hospital (facility) Copayment  $0

 Other Coinsurance 25%

This EXAMPLE event includes services like:

Primary care physician office visits (including

disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost

$5,600

In this example, Joe would pay:

Cost Sharing

Deductibles

$1,600

Copayments

$275

Coinsurance

$150

What isn’t covered

Limits or exclusions $0

The total Joe would pay is $2,025

Mia's Simple Fracture

(in-network emergency room visit and follow

up care)

 The plan’s overall deductible

$1,600

 Specialist Copayment $5

 Hospital (facility) Copayment $0

 Other Copayment $0

This EXAMPLE event includes services like:

Emergency room care (including medical supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)

Rehabilitation services (physical therapy)

Total Example Cost

$2,800

In this example, Mia would pay:

Cost Sharing

Deductibles

$1,600

Copayments

$30

Coinsurance

$73

What isn’t covered

Limits or exclusions $0

The total Mia would pay is $1,703



 

Notice of Nondiscrimination and Availability of Language Assistance Services 

o
o

o
o

If you need these services, please call 855-258-6518. 

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights 
Coordinator as indicated below. Please do not send payments, claims issues, or other 
documentation to this office

Civil Rights Coordinator, Corporate Office of Civil Rights 

 



 

Foreign Language Assistance 

አማርኛ ማሳሰቢያ፦ ይህ ማስታወቂያ ስለ መድን ሽፋንዎ መረጃ ይዟል። ከተወሰኑ ቀነ ገደቦች በፊት ሊፈጽሟቸው የሚገቡ ነገሮች
ሊኖሩ ስለሚችሉ እነዚህን ወሳኝ ቀናት ሊይዝ ይችላል። ይኽን መረጃ የማግኘት እና ያለምንም ክፍያ በቋንቋዎ እገዛ የማግኘት መብት አለዎት።
አባል ከሆኑ ከመታወቂያ ካርድዎ በስተጀርባ ላይ ወደተጠቀሰው የስልክ ቁጥር መደወል ይችላሉ። አባል ካልሆኑ ደግሞ ወደ ስልክ ቁጥር

ደውለው ን እንዲጫኑ እስኪነገርዎ ድረስ ንግግሩን መጠበቅ አለብዎ። አንድ ወኪል መልስ ሲሰጥዎ፣ የሚፈልጉትን ቋንቋ
ያሳውቁ፣ ከዚያም ከተርጓሚ ጋር ይገናኛሉ።



 

ǑहÛदȣ Úयान दɅ इस सचूना मɅ आपकȧ बीमा कवरेज के बारे मɅ जानकारȣ दȣ गई है। हो सकता है ͩक इसमɅ मÉुय
Ǔतͬथयɉ का उãलेख हो औरआपके ͧलए ͩकसी Ǔनयत समय सीमा के भीतर काम करना ज़Ǿरȣ हो। आपको यह जानकारȣ
और सबंंͬ धत सहायता अपनी भाषा मɅ Ǔनःशãुक पाने का अͬधकार है। सदèयɉ को अपने पहचान पğ के पीछे Ǒदए गए फ़ोन
नबंर पर कॉल करना चाǑहए। अÛय सभी लोग पर कॉल कर सकते हɇ और जब तक दबाने के ͧलए न कहा
जाए तब तक सवंाद कȧ Ĥती¢ा करɅ। जब कोई एजɅट उ×तर दे तो उसे अपनी भाषा बताएँ औरआपको åयाÉयाकार से कनेÈट
कर Ǒदया जाएगा।

বাংলা লǘƟ ক˙ন এই ĺনাǅেশ আপনার িবমা কভােরজ সɑেকŪ তথƟ রেয়েছ। এর মেধƟ ʟ˙ʲপূণŪ তািরখ থাকেত পাের
এবং িনিদŪɳ তািরেখর মেধƟ আপনােক পদেǘপ িনেত হেত পাের। িবনা খরেচ িনেজর ভাষায় এই তথƟ পাওয়ার এবং সহায়তা পাওয়ার
অিধকার আপনার আেছ। সদসƟেদরেক তােদর পিরচয়পেƯর িপছেন থাকা ন˘ের কল করেত হেব। অেনƟরা ন˘ের
কল কের ǅপেত না বলা পযŪȭ অেপǘা করেত পােরন। যখন ĺকােনা এেজȥ উȑর ĺদেবন তখন আপনার িনেজর ভাষার নাম বলনু
এবং আপনােক ĺদাভাষীর সেǩ সংযুǏ করা হেব। 

لا لام
لا

لاءلا



 



Page 1 of 8 SBC ID: SBC20230927MANBAVMBF0KRXXMBFL7N012024

Summary of Benefits and Coverage: What This Plan Covers & What You Pay for Covered Services

BlueChoice Advantage Option 2-S

Coverage Period: 01/01/2024 - 12/31/2024

Coverage for: Individual | Plan Type: POS

   The Summary of Benefits and Coverage (SBC) document  will help you choose a health plan. The SBC shows you how  you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible , provider,

or other underlined terms see the Glossary. You can see the Glossary at www.carefirst.com/sbcg or call  1-855-258-6518 to request a copy. For more information about your

coverage, or to get a copy of the complete terms of coverage, please visit  http://content.carefirst.com/sbc/contracts/BAVMBF0KRXXMBFL7.pdf.

CareFirst BlueChoice, Inc. is an independent licensee of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association.

Important Questions Answers Why this Matters:

What is the overall 

deductible?

In-Network: $500 individual/ $1,000

family; Out-of-Network: $1,000

individual/ $2,000 family.

Generally, you must pay all the costs from provider up to the deductible amount before this 

plan begins to pay. If you have other family member(s) on the plan, each family member may

need to meet their own individual deductible, OR all family members may combine to meet the

overall family deductible before the plan begins to pay, depending upon plan coverage. Please

refer to your contract for further details.

Are there services

covered  before you meet

your deductible ? 

Yes, all In-Network preventive care

services, as well as the following

(non-hospital facilities only, when

applicable): Primary care, Specialist,

Retail health, Diagnostic testing,

Prescription drugs, Outpatient

surgery, Urgent care, Mental Health

office visit, Home health,

Rehabilitation services, Hospice.

This plan covers some items and services even if you haven’t yet met the deductible amount.

But, a copayment or coinsurance may apply. For example, this plan covers certain preventive 

services without cost sharing and before you meet your deductible. See a list of covered 

preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/ .

Are there other 

deductibles for specific

services?

No.

You don’t have to meet deductibles for specific services.

What is the  out-of-pocket

limit for this plan?

Medical and Prescription Drug

combined: In-Network: $4,500

individual/ $9,000 family;

Out-of-Network: $6,500 individual/

$13,000 family.

The out-of-pocket limit is the most you could pay in a plan year for covered services. If you

have other family member(s) on the plan, each family member may need to meet their own 

out-of-pocket limits, OR all family members may combine to meet the overall family 

out-of-pocket limit, depending upon plan coverage. Please refer to your contract for further

details.



SBC ID: SBC20230927MANBAVMBF0KRXXMBFL7N012024

Page 2 of 8

What is not included in

the out-of-pocket limit?

Premiums, balance-billed charges,

and health care this plan does not

cover.

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

Will you pay less if you

use a network provider?

Yes. See www.carefirst.com or call 

1-855-258-6518 for a list of provider 

network.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.

You will pay the most if you use an out-of-network provider, and you might receive a bill from a 

provider for the difference between the provider’s charge and what your plan pays (balance 

billing). Be aware, your network provider might use an out-of-network provider for some

services (such as lab work). Check with your provider before you get services.

Do I need a referral to see

a specialist?

No.

You can see the specialist you choose without a referral.

What You Will Pay

Common

Medical Event

Services You May Need

In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions & Other

Important Information

Primary care visit to treat an

injury or illness

Provider: $10 copay per

visit

Hospital Facility: $200

copay per visit

Provider & Hospital Facility:

Deductible, then 20% of

Allowed Benefit

Virtual Connect through CloseKnit

available at $0 cost share to members 18

and over; HSA qualified plans are subject

to the required deductible.

(closeknithealth.com)

__________________________________

If a service is rendered at a Hospital

Facility, the additional Facility charge may

apply

If you visit a health

care provider’s office or 

Specialist visit

Provider: $20 copay per

visit

Hospital Facility: $200

copay per visit

Provider & Hospital Facility:

Deductible, then 20% of

Allowed Benefit

If a service is rendered at a Hospital

Facility, the additional Facility charge may

apply

clinic

Retail Health Clinic $10 copay per visit

Deductible, then 20% of

Allowed Benefit

None

Preventive care/screening/

immunization

No Charge Deductible, then No Charge

Some services may have limitations or

exclusions based on your contract
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What You Will Pay

Common

Medical Event

Services You May Need

In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions & Other

Important Information

If you have a test

Diagnostic test (x-ray, blood

work)

LabTest: Non-Hospital:

$10 copay per visit

Hospital: Deductible,

then $100 copay per visit

XRay: Non-Hospital: $20

copay per visit

Hospital: Deductible,

then $150 copay per visit

LabTest: Non-Hospital:

Deductible, then 20% of

Allowed Benefit

Hospital: Deductible, then

20% of Allowed Benefit

XRay: Non-Hospital:

Deductible, then 20% of

Allowed Benefit

Hospital: Deductible, then

20% of Allowed Benefit

Within the CareFirst service area,

In-Network Lab Test benefits apply only to

tests performed at LabCorp.; If a service is

rendered at a Hospital Facility, the

additional Facility charge may apply.

Please see your contract.

Imaging (CT/PET scans, MRIs)

Non-Hospital: $60 copay

per visit

Hospital: Deductible,

then $200 copay per visit

Non-Hospital: Deductible,

then 20% of Allowed Benefit

Hospital: Deductible, then

20% of Allowed Benefit

If a service is rendered at a Hospital

Facility, the additional Facility charge may

apply.  Please see your contract.

 

Generic drugs $10 copay Paid As In-Network

For all prescription drugs:

Prior authorization may be required for

If you need drugs to treat

your illness or condition

Preferred brand drugs $25 copay Paid As In-Network

certain drugs; No Charge for preventive

drugs or contraceptives; Copay applies to

More information about 

prescription drug 

Non-preferred brand drugs $45 copay Paid As In-Network

up to 34-day supply; Up to 90-day supply

of maintenance drugs is 2 copays;

coverage is available at 

www.carefirst.com/rx

Preferred Specialty drugs

50% of Allowed Benefit

up to a maximum

payment of $100

Not Covered

Specialty Drugs:

Participating Providers: covered when

purchased through the

Non-preferred Specialty drugs

50% of Allowed Benefit

up to a maximum

payment of $150

Not Covered

Exclusive Specialty Pharmacy Network

Non-Participating Providers: Not Covered

If you have outpatient 

Facility fee (e.g., ambulatory 

surgery center)

Non-Hospital: $100 

copay per visit

Hospital: Deductible, 

then $200 copay per visit

Non-Hospital & Hospital: 

Deductible, then 20% of 

Allowed Benefit

None
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What You Will Pay

Common

Medical Event

Services You May Need

In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions & Other

Important Information

surgery

Physician/surgeon fees

Non-Hospital: $20 copay

per visit

Hospital: Deductible,

then $20 copay per visit

Non-Hospital & Hospital:

Deductible, then 20% of

Allowed Benefit

None

Emergency room care

Deductible, then $200 

copay per visit

Paid As In-Network

Copay waived if admitted; Limited to 

Emergency Services or unexpected, 

urgently required services; Additional 

professional charges may apply

If you need immediate

medical attention

Emergency medical

transportation

Deductible, then $50

copay per visit

Paid As In-Network

Prior authorization is required for air

ambulance services, except when

Medically Necessary in an emergency

Urgent care $40 copay per visit Paid As In-Network

Limited to unexpected, urgently required

services

If you have a hospital 

Facility fee (e.g., hospital

room)

Deductible, then $300

copay per day

Deductible, then 20% of

Allowed Benefit

Prior authorization is required; Member

maximum payment:

Participating Provider: $1,500 per

admission

stay

Physician/surgeon fee

Deductible, then $20

copay per visit

Deductible, then 20% of

Allowed Benefit

None

If you have mental

health, behavioral

Outpatient services

Office Visit: $10 copay

per visit

Office Visit: Deductible, then

20% of Allowed Benefit

Virtual Connect through CloseKnit

available at $0 cost share to members 18

and over; HSA qualified plans are subject

to the required deductible.

(closeknithealth.com)

__________________________________

For treatment at an Outpatient Hospital

Facility, additional charges may apply
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What You Will Pay

Common

Medical Event

Services You May Need

In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions & Other

Important Information

health, or substance

abuse services

Inpatient services

Deductible, then $300

copay per day

Deductible, then 20% of

Allowed Benefit

Prior authorization is required; Additional

professional charges may apply; Member

maximum payment:

Participating Provider: $1,500 per

admission

Office visits No Charge

Deductible, then 20% of

Allowed Benefit

For routine pre/postnatal office visits only.

For non-routine obstetrical care or

complications of pregnancy, cost sharing

may apply.

If you are pregnant

Childbirth/delivery professional

services

Deductible, then $20

copay per visit

Deductible, then 20% of

Allowed Benefit

None

Childbirth/delivery facility

services

Deductible, then $300

copay per day

Deductible, then 20% of

Allowed Benefit

Member maximum payment:

Participating Provider: $1,500 per

admission

Home health care

No Charge

Deductible, then 20% of 

Allowed Benefit

Prior authorization is required

Rehabilitation services

Provider: $20 copay per

visit

Hospital Facility: $200

copay per visit

Provider & Hospital Facility:

Deductible, then 20% of

Allowed Benefit

If a service is rendered at a Hospital

Facility, the additional Facility charge may

apply; Limited to 30 visits/therapy

type/condition/benefit period

If you need help

recovering or have other 

Habilitation services

Provider: $20 copay per

visit

Hospital Facility: $200

copay per visit

Provider & Hospital Facility:

Deductible, then 20% of

Allowed Benefit

Prior authorization is required; If a service

is rendered at a Hospital Facility, the

additional Facility charge may apply;

Limited to Members until the end of the

month in which the Member turns 19

special health needs

Skilled nursing care

Deductible, then $200

copay per admission

Deductible, then 20% of

Allowed Benefit

Prior authorization is required; Limited to

60 days/benefit period

Durable medical equipment

Deductible, then 25% of

Allowed Benefit

Deductible, then 45% of

Allowed Benefit

Prior authorization is required for specified

services. Please see your contract.
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What You Will Pay

Common

Medical Event

Services You May Need

In-Network Provider

(You will pay the least)

Out-of-Network Provider

(You will pay the most)

Limitations, Exceptions & Other

Important Information

Hospice services

Inpatient Care: No

Charge

Outpatient Care: No

Charge

Inpatient Care: Deductible,

then 20% of Allowed Benefit

Outpatient Care: Deductible,

then 20% of Allowed Benefit

Prior authorization is required; Limited to a

maximum 180 day Hospice Eligibility

Period; Inpatient Care: Limited to 30

days/Member

Children's eye exam $10 copay per visit

Member pays expenses in 

excess of $33 Allowed 

Benefit

Limited to 1 visit/benefit period

If your child needs dental

or eye care

Children's glasses Not Covered Not Covered None

Children's dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

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

• Cosmetic surgery • Long-term care • Routine foot care

• Dental care (Adult) • Private-duty nursing • Weight loss programs

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

• Abortion, except in limited circumstances • Chiropractic care • Infertility treatment

• Acupuncture • Coverage provided outside the United States.

See www.carefirst.com

• Non-emergency care when traveling outside the

U.S.

• Bariatric surgery • Hearing aids • Routine eye care (Adult)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those

agencies is: Department of Labor Employee Benefits Security Administration,  http://www.dol.gov/ebsa/healthreform, or call 1-866-444-EBSA (3272); or

Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, http://www.cciio.cms.gov, or call 1-877-267-2323 x61565.

Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more

information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.
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Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 

grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also

provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or

assistance, contact: Department of Labor Employee Benefits Security Administration,  http://www.dol.gov/ebsa/healthreform, or call 1-866-444-EBSA (3272); or

Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, http://www.cciio.cms.gov, or call 1-877-267-2323 x61565. 

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,

CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes

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

Language Access Services:

Spanish (Español): Para obtener asistencia en Español, llame al 1-855-258-6518.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-258-6518.

Chinese ( ): 请拨打这个号码 1-855-258-6518.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-258-6518.

–––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.–––––––––––

https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/
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This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, 

copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

health plans. Please note these coverage examples are based on self-only coverage.

About these Coverage Examples:

The plan would be responsible for the other costs of these EXAMPLE covered services.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

hospital delivery)

 The plan’s overall deductible

$500

 Specialist Copayment $20

 Hospital (facility) Copayment $300

 Other Copayment $10

This EXAMPLE event includes services like:

Specialist office visits (prenatal care)

Childbirth/Delivery Professional Services

Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)

Specialist visit (anesthesia)

Total Example Cost

$12,700

In this example, Peg would pay:

Cost Sharing

Deductibles

$500

Copayments

$670

Coinsurance

$0

What isn’t covered

Limits or exclusions $10

The total Peg would pay is $1,180

Managing Joe's type 2 Diabetes

(a year of a routine in-network care of a

well-controlled condition)

 The plan’s overall deductible

$500

 Specialist Copayment $20

 Hospital (facility) Copayment  $300

 Other Coinsurance 25%

This EXAMPLE event includes services like:

Primary care physician office visits (including

disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost

$5,600

In this example, Joe would pay:

Cost Sharing

Deductibles

$500

Copayments

$485

Coinsurance

$155

What isn’t covered

Limits or exclusions $0

The total Joe would pay is $1,140

Mia's Simple Fracture

(in-network emergency room visit and follow

up care)

 The plan’s overall deductible

$500

 Specialist Copayment $20

 Hospital (facility) Copayment $200

 Other Copayment $20

This EXAMPLE event includes services like:

Emergency room care (including medical supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)

Rehabilitation services (physical therapy)

Total Example Cost

$2,800

In this example, Mia would pay:

Cost Sharing

Deductibles

$500

Copayments

$420

Coinsurance

$73

What isn’t covered

Limits or exclusions $0

The total Mia would pay is $993



 

Notice of Nondiscrimination and Availability of Language Assistance Services 

o
o

o
o

If you need these services, please call 855-258-6518. 

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights 
Coordinator as indicated below. Please do not send payments, claims issues, or other 
documentation to this office

Civil Rights Coordinator, Corporate Office of Civil Rights 

 



 

Foreign Language Assistance 

አማርኛ ማሳሰቢያ፦ ይህ ማስታወቂያ ስለ መድን ሽፋንዎ መረጃ ይዟል። ከተወሰኑ ቀነ ገደቦች በፊት ሊፈጽሟቸው የሚገቡ ነገሮች
ሊኖሩ ስለሚችሉ እነዚህን ወሳኝ ቀናት ሊይዝ ይችላል። ይኽን መረጃ የማግኘት እና ያለምንም ክፍያ በቋንቋዎ እገዛ የማግኘት መብት አለዎት።
አባል ከሆኑ ከመታወቂያ ካርድዎ በስተጀርባ ላይ ወደተጠቀሰው የስልክ ቁጥር መደወል ይችላሉ። አባል ካልሆኑ ደግሞ ወደ ስልክ ቁጥር

ደውለው ን እንዲጫኑ እስኪነገርዎ ድረስ ንግግሩን መጠበቅ አለብዎ። አንድ ወኪል መልስ ሲሰጥዎ፣ የሚፈልጉትን ቋንቋ
ያሳውቁ፣ ከዚያም ከተርጓሚ ጋር ይገናኛሉ።



 

ǑहÛदȣ Úयान दɅ इस सचूना मɅ आपकȧ बीमा कवरेज के बारे मɅ जानकारȣ दȣ गई है। हो सकता है ͩक इसमɅ मÉुय
Ǔतͬथयɉ का उãलेख हो औरआपके ͧलए ͩकसी Ǔनयत समय सीमा के भीतर काम करना ज़Ǿरȣ हो। आपको यह जानकारȣ
और सबंंͬ धत सहायता अपनी भाषा मɅ Ǔनःशãुक पाने का अͬधकार है। सदèयɉ को अपने पहचान पğ के पीछे Ǒदए गए फ़ोन
नबंर पर कॉल करना चाǑहए। अÛय सभी लोग पर कॉल कर सकते हɇ और जब तक दबाने के ͧलए न कहा
जाए तब तक सवंाद कȧ Ĥती¢ा करɅ। जब कोई एजɅट उ×तर दे तो उसे अपनी भाषा बताएँ औरआपको åयाÉयाकार से कनेÈट
कर Ǒदया जाएगा।

বাংলা লǘƟ ক˙ন এই ĺনাǅেশ আপনার িবমা কভােরজ সɑেকŪ তথƟ রেয়েছ। এর মেধƟ ʟ˙ʲপূণŪ তািরখ থাকেত পাের
এবং িনিদŪɳ তািরেখর মেধƟ আপনােক পদেǘপ িনেত হেত পাের। িবনা খরেচ িনেজর ভাষায় এই তথƟ পাওয়ার এবং সহায়তা পাওয়ার
অিধকার আপনার আেছ। সদসƟেদরেক তােদর পিরচয়পেƯর িপছেন থাকা ন˘ের কল করেত হেব। অেনƟরা ন˘ের
কল কের ǅপেত না বলা পযŪȭ অেপǘা করেত পােরন। যখন ĺকােনা এেজȥ উȑর ĺদেবন তখন আপনার িনেজর ভাষার নাম বলনু
এবং আপনােক ĺদাভাষীর সেǩ সংযুǏ করা হেব। 

لا لام
لا

لاءلا
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Contact Information

This guide summarizes the key features of Rochambeau, The French International School’s benefit plans. Refer to the plan documents for exact terms 
and conditions of coverage. If any conflict arises between this guide and the official plan documents, the terms of the actual plan documents or other 
applicable documents will govern in all cases. Rochambeau, The French International School and its affiliated entities reserve the right to change, 
modify or terminate the benefit plans at any time. This guide isn’t a contract for purposes of employment or payment of benefits.

Benefit Carrier Phone

Medical Plans CareFirst 888-567-9155

Dental Plans CareFirst 866-891-2802

Vision Plan CareFirst/Davis Vision 800-783-5602

Health Advocacy Opatvise 866-253-2273

Health Savings Accounts (HSA) Optum Bank 866-234-8913

Travel Assistance Reliance Standard
800-456-3893 (U.S.)/ 603-328-1966 

(Worldwide)

EAP & Bereavement Support Reliance Standard  /ACI 855-775-4357

Identity Theft Reliance Standard /InfoArmor 855-246-7347

Life & Disability Plans Reliance Standard 800-351-7500

LPFSA, FSA & Parking / Transit Benefit TASC 800-422-4661
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will need to provide proof that your other 
coverage has ended. In addition, if you 
have a new dependent as the result of 
marriage, birth, adoption, or placement 
for adoption, you may be able to enroll 
yourself and your dependents as long as 
you request enrollment within 31 days 
after the marriage, birth, adoption, or 
placement for adoption.

Notice of Health Information Privacy 
Practices (HIPAA)
The privacy of your medical information is 
important to us. As a participant in a 
medical plan sponsored by Rochambeau 
you may receive a HIPAA Privacy Notice. 
The HIPAA Notice describes how medical 
information about you may be used and 
disclosed and how you can get access to 
this information.

For more information about our privacy 
practices or for additional copies of the 
HIPAA Privacy Notice, please contact us 
using the information provided.

Contact: Human Resources

Consolidated Omnibus Budget 
Reconciliation Act (COBRA)
The right to COBRA continuation coverage 
was created by a federal law, the 
Consolidated Omnibus Budget 
Reconciliation Act of 1985 (COBRA). 
COBRA continuation coverage can 
become available to you when you would 
otherwise lose your group health 
coverage. It can also become available to 
other members of your family who are 
covered under the plan when they would 
otherwise lose their group health 
coverage. For additional information 
about your rights and obligations under 
the plan and under federal law, you 
should review the plan's summary plan 
description or contact the plan 
administrator.

COBRA continuation coverage is a 
continuation of plan coverage when 
coverage would otherwise end because of 
a life event known as a qualifying event, 
as listed below. After a qualifying event, 
COBRA continuation coverage must be 
offered to each person who is a qualified 
beneficiary. You, your spouse, and your 
dependent children could become 
qualified beneficiaries if coverage under 
the plan is lost because of the qualifying 
event. Under the plan, qualified 
beneficiaries who elect COBRA 
continuation coverage must pay for 
COBRA continuation coverage.

If you are an employee, you will become a 
qualified beneficiary if you lose your coverage 
under the plan because your hours of 
employment are reduced or your employment 
ends for any reason other than your gross 
misconduct.
If you are the spouse or dependent child of an 
employee, you will become a qualified 
beneficiary if you lose your  coverage under 
the plan because any of the following 
qualifying events happens:
· The employee dies;
· The employee’s hours of employment are 
reduced;
· The employee’s employment ends for any 
reason other than his or her gross misconduct;
· The employee becomes entitled to Medicare 
benefits (under Part A, Part B, or both); 
· The employee becomes divorced or legally 
separated; or
· If you are a dependent child, you stop being 
eligible for coverage under the plan as a 
“dependent child.”

The plan will offer COBRA continuation 
coverage to qualified beneficiaries only after 
the plan administrator has been notified that a 
qualifying event has occurred. When the 
qualifying event is the end of employment or 
reduction of hours of employment, death of 
the employee, commencement of a 
proceeding in bankruptcy with respect to the 
employer, or the employee's becoming 
entitled to Medicare benefits (under Part A, 
Part B, or both), the employer must notify the 
plan administrator of the qualifying event.

For the other qualifying events (divorce or 
legal separation of the employee and spouse 
or a dependent child's losing eligibility for 
coverage as a dependent child), you must 
notify the plan administrator within 60 days 
after the qualifying event occurs. You must 
provide this notice to the benefits staff. 

Once the plan administrator receives notice 
that a qualifying event has occurred, COBRA 
continuation coverage will be offered to each 
of the qualified beneficiaries. Each qualified 
beneficiary will have an independent right to 
elect COBRA continuation coverage. Covered 
employees may elect COBRA continuation 
coverage on behalf of their spouses, and 
parents may elect COBRA continuation 
coverage on behalf of their children.

COMPLIANCE

The following are federally required notices 
related to your Rochambeau Benefits Program.

Women’s Health and Cancer Rights Act
Federal law requires a group health plan to 
provide coverage for the following services to 
an individual receiving plan benefits in 
connection with a mastectomy:
· Reconstruction of the breast on which the 
mastectomy has been performed;
· Surgery and reconstruction of the other breast 
to produce a symmetrical appearance; and
· Prosthesis and physical complications for all 
stages of a mastectomy, including 
lymphedemas (swelling associated with the 
removal of lymph nodes).

The group health plan must determine the 
manner of coverage in consultation with the 
attending physician and patient. Coverage for 
breast reconstruction and related services will 
be subject to deductibles and coinsurance 
amounts that are consistent with those that 
apply to other benefits under the plan.

Maternity and Newborn Length of Stay
Under federal law, group health plans and 
health coverage issuers offering group coverage 
generally may not 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 normal vaginal 
delivery; or
· Less than 96 hours following a cesarean 
section.

They may also not require that a provider 
obtain authorization from the plan or coverage 
issuer for prescribing a length of stay not in 
excess of those periods. The law generally does 
not prohibit an attending provider of the 
mother or newborn (in consultation with the 
mother) from discharging the mother or 
newborn earlier than 48 hours or 96 hours, as 
applicable.

Special Enrollment Rights 
Under HIPAA
The Health Insurance Portability and 
Accountability Act (HIPAA) of 1996 provides the 
following special enrollment rights. If you do 
not enroll for medical coverage for yourself and 
your dependents (including your spouse) 
because of other health insurance coverage, 
you may be able to enroll yourself or you 
dependents in this plan, as long as you request 
enrollment within 31 days after your other 
coverage ends. You 
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COBRA continuation coverage is a temporary 
continuation of coverage. When the qualifying 
event is death of the employee, the 
employee's becoming entitled to Medicare 
benefits (under Part A, Part B, or both), your 
divorce or legal separation, or a dependent 
child's losing eligibility as a dependent child, 
COBRA continuation coverage lasts for up to a 
total of 36 months. When the qualifying event 
is the end of employment or reduction of the 
employee's hours of employment, and the 
employee became entitled to Medicare 
benefits less than 18 months before the 
qualifying event, COBRA continuation 
coverage for qualified beneficiaries other than 
the employee lasts until 36 months after the 
date of Medicare entitlement. Otherwise, 
when the qualifying event is the end of 
employment or reduction of the employee's 
hours of employment, COBRA continuation 
coverage generally lasts for only up to a total 
of 18 months. There are two ways in which 
this 18-month period of COBRA continuation 
coverage can be extended.

If you or anyone in your family covered under 
the plan is determined by the Social Security 
Administration to be disabled and you notify 
the plan administrator in a timely fashion, you 
and your entire family may be entitled to 
receive up to an additional 11 months of 
COBRA continuation coverage, for a total 
maximum of 29 months. The disability would 
have to have started at some time before the 
60th day of COBRA continuation coverage and 
must last at least until the end of the 18-
month period of continuation coverage.

If your family experiences another qualifying 
event while receiving 18 months of 
continuation coverage, your spouse and 
dependent children can get up to 18 
additional months of COBRA continuation 
coverage, for a maximum of 36 months, if 
notice of the second qualifying event is 
properly given to the plan. This extension may 
be available to your spouse and any 
dependent children receiving continuation 
coverage if the employee or former employee 
dies, becomes entitled to Medicare benefits 
(under Part A, Part B, or both), or gets 
divorced or legally separated, or if the 
dependent child stops being eligible under the 
plan as a dependent child, but only if the 
event would have caused the spouse or 
dependent child to lose coverage under the 
plan had the first qualifying event not 
occurred.

If you have questions about your plan or your 
COBRA continuation coverage rights, refer to 
the contact listed below. For more 
information about your rights under ERISA, 
including COBRA, the Health Insurance 
Portability and Accountability Act (HIPAA), 
and other laws affecting group health plans, 
contact the nearest Regional or District Office 
of the U.S. Department of Labor's Employee 
Benefits Security Administration (EBSA) in 
your area or visit the EBSA website at 
www.dol.gov/ebsa. (Addresses and phone 
numbers of Regional and District EBSA Offices 
are available through EBSA's website.)

In order to protect your family's rights, you 
should keep the plan administrator informed of 
any changes in the addresses of family 
members. You should also keep a copy, for your 
records, of any notices you send to the plan 
administrator.

For more information about Medicare 
prescription drug plans, visit 
www.medicare.gov. Call your State Health 
Insurance Assistance Program (see your copy of 
the Medicare & You handbook for their 
telephone number) for personalized help.

Call 1-800-MEDICARE (1-800-633-4227). TTY 
users should call 1-877-486-2048.

For people with limited income and resources, 
extra help paying for Medicare prescription drug 
coverage is available. Information about this 
extra help is available from the Social Security 
Administration (SSA) online at 
www.socialsecurity.gov, or you can call them at 
1-800-772-1213 (TTY 1-800-325-0778).

Notice of Lifetime Limit No Longer Applies and 
Enrollment Opportunity

The lifetime limit on the dollar value of benefits 
under Rochambeau medical plan no longer 
applies. Individuals whose coverage ended by 
reason of reaching a lifetime limit under the 
plan are eligible to enroll in the plan during open 
enrollment. For more information contact 
Benefits, HR at 301-924-2811.

Preventive Services and the Affordable Care 
Act

Under the Affordable Care Act, you and your 
family may be eligible for some important 
preventive services which can help you avoid 
illness and improve your health—at no 
additional cost to you. 

What this means for you: If your plan is 
subject to these new requirements, you 
would not have to pay a co-payment, co-
insurance, or any deductible to receive 
preventive health services, such as 
recommended screenings, vaccinations, and 
counseling. For example, depending on your 
age, you may have free access to such 
preventive services as:

· Blood pressure, diabetes, and cholesterol 
tests;
• Many cancer screenings, including 

mammograms and colonoscopies;
· Counseling on such topics as quitting 
smoking, losing weight, eating healthfully, 
treating depression, and reducing alcohol 
use;
· Routine vaccinations against diseases such 
as measles, polio, or meningitis;
· Flu and pneumonia shots;
· Counseling screening, and vaccines to 
ensure healthy pregnancies;
· Regular well-baby and well-child visits, from 
birth to age 21

Some Important Details:
· If your health plan uses a network of 
providers, be aware that health plans are 
only required to provide these preventive 
services through an in-network provider. 
Your health plan may allow you to receive 
these services from an out-of-network 
provider but may charge you a fee.
· Your doctor may provide a preventive 
service, such as a cholesterol screening test, 
as part of an office visit. Be aware that your 
plan can require you to pay some costs of 
the office visit, if the preventive service is 
not the primary purpose of the visit, or if 
your doctor bills you for the preventive 
services separately from the office visit.
· To know which covered preventive services 
are right for you—based on your age, 
gender, and health status—ask your health 
care provider.

COMPLIANCE

Monthly COBRA Rates
Advantage Plan

EE Only $    844.51 
EE + Spouse $ 1,942.30 
EE+ Child(ren) $ 1,562.33 
FAM $ 2,567.24 

HMO HSA Plan
EE Only $    709.45 
EE + Spouse $ 1,631.80 
EE+ Child(ren) $ 1,312.49 
FAM $ 2,156.72 

Plus Dental
EE Only $      50.14 
EE + Spouse $    115.32 
EE+ Child(ren) $      92.75 
FAM $    152.44 

Basic Dental
EE Only $      27.27 
EE + Spouse $      62.73 
EE+ Child(ren) $      50.46 
FAM $      82.92 

Vision
EE Only $        8.33 
EE + Spouse $      19.17 
EE+ Child(ren) $      15.42 
FAM $      25.33 
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Alabama - Medicaid California - Medicaid

Website: http://myalhipp.com
Phone: 1-855-692-5447

Website: Health Insurance Premium Payment (HIPP) Program 

http://dhcs.ca.gov/hipp 
Phone: 916-445-8322 Fax: 916-440-5676 Email: 
hipp@dhcs.ca.gov

Alaska - Medicaid Colorado
Health First Colorado & Child Health Plan Plus

(Colorado's Medicaid Program)

The AK Health Insurance Premium Payment Program 

Website: http://myakhipp.com 
Phone: 1-866-251-4861 Email: 

CustomerService@MyAKHIPP.com Medicaid Eligibility: 
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx

Health First Colorado Website: 
https://www.healthfirstcolorado.com
Health First Colorado Member Contact Center: 
1-800-221-3943/ State Relay 711 

CHP+: https://www.colorado.gov/pacific/hcpf/child-healthplan-plus 

CHP+ Customer Service: 1-800-359-1991/ State Relay 711 Health 
Insurance Buy-In Program 
(HIBI):https://www.colorado.gov/pacific/hcpf/health
insurance-buy-program HIBI 

Customer Service: 1-855-692-6442

Arkansas - Medicaid Florida - Medicaid

Website: http://myarhipp.com 
Phone: 1-855-MyARHIPP (855-692-7447)

Website: 
https://www.flmedicaidtplrecovery.com/flmedicaidtplreco
very. com/hipp/index.html Phone: 1-877-357-3268 

Georgia - Medicaid Maine - Medicaid

HIPP Website: https://medicaid.georgia.gov/healthinsurance-premium-
payment-program-hipp Phone: 678-564-1162, Press 1 GA CHIPRA 
Website: https://medicaid.georgia.gov/programs/third-
partyliability/childrens-health-insurance-program-reauthorizationact-
2009-chipra Phone: (678) 564-1162, Press 2 

Enrollment Website: https://www.maine.gov/dhhs/ofi/applications-forms 

Phone: 1-800-442-6003 TTY: Maine relay 711
Private Health Insurance Premium Webpage: 

https://www.maine.gov/dhhs/ofi/applications-forms Phone: -800-977-
6740. TTY: Maine relay 711

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 January 31, 2023.  Contact your State for more information on eligibility –

http://myalhipp.com/
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
https://www.healthfirstcolorado.com/
http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
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Iowa Medicaid & Chip (Hawki) Massachusetts Medicaid & Chip

Website: https://dhs.iowa.gov/ime/members Medicaid Phone: 1-800-338-
8366 Hawki Website: http://dhs.iowa.gov/Hawki Hawki Phone: 1-800-257-
8563 
HIPP Website: https://dhs.iowa.gov/ime/members/Medicaid-a-to-z/hipp HIPP 
Phone: 1-888-346-9562

Website: https://www.mass.gov/masshealth/pa
Phone: 1-800-862-4840

Indiana - Medicaid Minnesota - Medicaid

Healthy Indiana Plan for low-income adults 19-64 
Website: http://www.in.gov/fssa/hip/ Phone: 1-877-438-
4479 All other Medicaid Website: 
https://www.in.gov/medicaid/ Phone 1-800-457-4584

Website: https://mn.gov/dhs/people-we-serve/children-
and-families/health-care/health-care-
programs/programs-and-services/other-insurance.jsp 
Phone: 1-800-657-3739

Kansas - Medicaid Missouri – Medicaid

Website: https://www.kancare.ks.gov 
Phone: 1-800-792-4884

Website: http://www.dss.mo.gov/mhd/participants
/pages/hipp.htm Phone: 573-751-2005

Kentucky - Medicaid Montana - Medicaid

Kentucky Integrated Health Insurance Premium Payment Program (KI-
HIPP) 
Website: https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx 

Phone: 1-855-459-6328 Email: KIHIPP.PROGRAM@ky.gov KCHIP 

Website: https://kidshealth.ky.gov/Pages/index.aspx Phone: 1-877-524-4718 
Kentucky Medicaid Website: https://chfs.ky.gov

Website: 
http://dphhs.mt.gov/MontanaHealthcarePrograms/
HIPP Phone: 1-800-694-3084

Louisiana - Medicaid Nebraska - Medicaid

Website: www.medicaid.la.gov or 
www.ldh.la.gov/lahipp Phone: 1-888-342-6207 
(Medicaid hotline) or 1-855-618- 5488 (LaHIPP)

Website: 
http://www.ACCESSNebraska.ne.gov Phone: 1-855-632-7633 
Lincoln: 402-473-7000 Omaha: 402-595-1178 

Nevada - Medicaid South Carolina - Medicaid

Medicaid Website: http://dhcfp.nv.gov Medicaid 
Phone: 1-800-992-0900

Website: https://www.scdhhs.gov 
Phone: 1-888-549-0820 

NEW HAMPSHIRE-Medicaid SOUTH DAKOTA-Medicaid

Website: https://www.dhhs.nh.gov/oii/hipp.htm 
Phone: 603-271-5218 Toll free number for the HIPP 
program: 1-800-852-3345, ext 5218

Website: http://dss.sd.gov Phone: 1-888-828-0059

New Jersey – Medicaid & Chip Texas - Medicaid

Medicaid Website: http://www.state.nj.us/humanservices/ 
dmahs/clients/medicaid/ Medicaid Phone: 609-631-2392 CHIP 
Website: http://www.njfamilycare.org/index.html CHIP Phone: 1-800-
701-0710

Website: http://gethipptexas.com
Phone: 1-800-440-0493 

New York – Medicaid Utah – Medicaid & Chip

Website: https://www.health.ny.gov/health_care/medicaid/ 
Phone: 1-800-541-2831 

Medicaid Website: https://medicaid.utah.gov/ CHIP 
Website: http://health.utah.gov/chip Phone: 1-877-543-

7669

http://www.dss.mo.gov/mhd/participants
http://gethipptexas.com/
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North Carolina – Medicaid Vermont – Medicaid

Website: https://medicaid.ncdhhs.gov/ Phone: 919-855-4100 Website: http://www.greenmountaincare.org/ Phone: 1-800-250-
8427

North Dakoda – Medicaid Virginia – Medicaid & Chip

Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/ 

Phone: 1-844-854-4825

Website: https://www.coverva.org/en/famis-select 
https://www.coverva.org/en/hipp Medicaid Phone: 
1-800-432-5924 CHIP Phone: 1-800-432-5924

Oklahoma – Medicaid & Chip Washington – Medicaid

Website: http://www.insureoklahoma.org Phone: 1-888-365-3742 Website: https://www.hca.wa.gov/ Phone: 1-800-562-3022

Oregon - Medicaid West Virginia – Medicaid & Chip

Website: http://healthcare.oregon.gov/Pages/index.aspx 
http://www.oregonhealthcare.gov/index-es.html Phone: 1-800-699-9075

Website: https://dhhr.wv.gov/bms/ http://mywvhipp.com/ Medicaid Phone: 
304-558-1700 CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-
8447)

Pennsylvania - Medicaid Wisconsin – Medicaid & Chip

Website: 
https://www.dhs.pa.gov/Services/Assistance/Pages/HIPPProgram.aspx Phone: 
1-800-692-7462

Website: https://www.dhs.wisconsin.gov/badgercareplus/p10095.htm 
Phone: 1-800-362-3002 

Rhode Island – Medicaid & Chip Wyoming – Medicaid

Website: http://www.eohhs.ri.gov/ Phone: 1-855-697-
4347, or 401-462-0311 (Direct RIte Share Line

Website: https://health.wyo.gov/healthcarefin/medicaid/programsand-
eligibility/ Phone: 1-800-251-1269

To see if any other states have added a premium assistance program since January 31, 2023, 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 
information 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 control 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 1/31/2026)

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


Know Your Benefits
Brought to you by: Brown & Brown

 
Understand Your Rights Against Surprise Medical Bills
 
The No Surprises Act protects people covered under group and individual health plans from receiving surprise medical bills
when they receive most emergency services, non-emergency services from out-of-network providers at in-network facilities
and services from out-of-network air ambulance service providers. It also establishes an independent dispute resolution
process for payment disputes between plans and providers, and provides new dispute resolution opportunities for uninsured
and self-pay individuals when they receive a medical bill that is substantially greater than the good faith estimate they get
from the provider.
 
Starting in 2022, there are new protections that prevent surprise medical bills. If you have private health insurance, these new
protections ban the most common types of surprise bills. If you’re uninsured or you decide not to use your health insurance
for a service, under these protections, you can often get a good faith estimate of the cost of your care up front before your
visit. If you disagree with your bill, you may be able to dispute the charges. Here’s what you need to know about your new
rights.
 
What Are Surprise Medical Bills?
 
Before the No Surprises Act, if you had health insurance and received care from an out-of-network provider or an out-of-
network facility, even unknowingly, your health plan may not have covered the entire out-of-network cost. This could have left
you with higher costs than if you got care from an in-network provider or facility. In addition to any out-of-network cost-
sharing you might have owed, the out-of-network provider or facility could bill you for the difference between the billed
charge and the amount your health plan paid, unless banned by state law. This is called “balance billing.” An unexpected
balance bill from an out-of-network provider is also called a surprise medical bill.
 
People with Medicare and Medicaid already enjoy these protections and are not at risk for surprise billing.
 
What Are the New Protections if I Have Health Insurance?
 
If you get health coverage through your employer, a Health Insurance Marketplace or an individual health insurance plan you
purchase directly from an insurance company, these new rules will:
 

Ban surprise bills for most emergency services, even if you get them out-of-network and without approval beforehand
(prior authorization).
Ban out-of-network cost-sharing (such as out-of-network coinsurance or copayments) for most emergency and some
non-emergency services. You can’t be charged more than in-network cost-sharing for these services.
Ban out-of-network charges and balance bills for certain additional services (such as anesthesiology or radiology)
furnished by out-of-network providers as part of a patient’s visit to an in-network facility.
Require that health care providers and facilities give you an easy-to-understand notice explaining the applicable billing
protections, who to contact if you have concerns that a provider or facility has violated the protections and that patient
consent is required to waive billing protections (i.e., you must receive notice of and consent to being balance billed by an
out-of-network provider).

 
What if I Don’t Have Health Insurance or Choose to Pay for Care on My Own Without Using My
Health Insurance (Also Known as “Self-Paying”)?
 
If you don’t have insurance or you self-pay for care, in most cases, these new rules make sure you can get a good faith
estimate of how much your care will cost before you receive it.
 
What if I’m Charged More Than My Good Faith Estimate?
 
For services provided in 2022, you can dispute a medical bill if your final charges are at least $400 higher than your good faith
estimate and you file your dispute claim within 120 days of the date on your bill.
 



What if I Don’t Have Insurance From an Employer, a Marketplace or an Individual Plan? Do These
New Protections Apply to Me?
 
Some health insurance coverage programs already have protections against surprise medical bills. If you have coverage
through Medicare, Medicaid or TRICARE, or receive care through the Indian Health Services or Veterans Health Administration,
you don’t need to worry because you’re already protected against surprise medical bills from providers and facilities that
participate in these programs.
 
What if My State Has a Surprise Billing Law?
 
The No Surprises Act supplements state surprise billing laws; it does not supplant them. The No Surprises Act instead creates a
“floor” for consumer protections against surprise bills from out-of-network providers and related higher cost-sharing
responsibility for patients. So as a general matter, as long as a state’s surprise billing law provides at least the same level of
consumer protections against surprise bills and higher cost-sharing as does the No Surprises Act and its implementing
regulations, the state law generally will apply.
 
For example, if your state operates its own patient-provider dispute resolution process that determines appropriate payment
rates for self-pay consumers, and Health and Human Services (HHS) has determined that the state’s process meets or exceeds
the minimum requirements under the federal patient-provider dispute resolution process, then HHS will defer to the state
process and would not accept such disputes into the federal process.
 
As another example, if your state has an All-Payer Model Agreement or another state law that determines payment amounts to
out-of-network providers and facilities for a service, the All-Payer Model Agreement or other state law will generally determine
your cost-sharing amount and the out-of-network payment rate.
 
Where Can I Learn More?
 
Still have questions? Visit CMS.gov/nosurprises or reach out to human resources.

 
Source: Centers for Medicare and Medicaid Services
 

https://www.cms.gov/nosurprises
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Disclaimer

The information provided in this Benefits Guide is advisory. Separate plan documents 

explain each benefit in more detail, and the various benefits are controlled by the 

language of the plan documents. Benefits may be modified, added, or terminated at 

any time, at Rochambeau, The French International School’s discretion, or by the 

insurance company. This information is provided for general information purposes 

only and should not be considered legal or tax advice or legal or tax opinion on any 

specific facts or circumstances. Readers and participants are urged to consult their 

legal counsel and tax advisor concerning any legal or tax questions that may 

arise. Any tax advice contained in this communication (including any attachments) is 

not intended to be used, and cannot be used, for purposes of (i) avoiding penalties 

imposed under the U. S. Internal Revenue Code or (ii) promoting, marketing or 

recommending to another person any tax-related matter.
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Notes



Proprietary document of Hays Companies/Brown & Brown. 
Do not duplicate without written permission.

Brown & Brown
6711 Columbia Gateway Drive, Suite 450

Columbia, MD  21046
www.bbrown.com
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	Begins Tuesday, December 5th  through Friday, December 15, 2023� �Rochambeau benefits-eligible employees have the opportunity to enroll in Rochambeau benefits when hired, during the annual open enrollment period, and when a qualifying life event occurs. Once enrolled in benefits, elections remain in effect unless a qualifying life event, such as marriage, divorce, birth of a child, or adoption, occurs (changes must be made within 20 calendar days of the event).  Human Resources requests benefits-eligible employees to review benefits annually and make any changes during the Open Enrollment period. Please note that Health Savings Accounts (HSA) require annual enrollment.� �Open Enrollment is your annual opportunity to reflect on your and your family’s needs and fine-tune your benefits package to match. Many life events can occur over the year, impacting the types of plans and the coverage you need. Consider the changes you and your family have experienced in the past year or anticipate in the coming year. Then, determine which benefit plans and programs will best meet your needs.� �Some important things to know as we approach Open Enrollment for 2024: ��Medical insurance is a critical protection for you and your family in the event of illness or injury. Rochambeau’s plan provides extensive coverage with low co-payments and deductibles. CareFirst BlueCross BlueShield will remain our medical, prescription drug, dental, and vision coverage provider in 2024, with reduced medical plan premium rates.  The Dental and Vision plan rates will remain unchanged from the 2023 rates. ��We will be streamlining our medical plans from three options to two. This improvement aims to enhance the overall value of our benefits offerings while ensuring that you get the most out of your benefits package.  The school will offer the following medical plans: �*BlueChoice Advantage Option 2-S�*BlueChoice Open Access HSA Option 10 ��We want to emphasize that this decision has been carefully considered, and it is driven by a commitment to providing you with the best possible benefits while optimizing costs.  We have observed that employees have been paying more for specific options than their actual value. By reducing the number of plans and focusing on those that offer the best value, we aim to ensure that your contributions are aligned with the benefits you receive.� �Here are some key points to keep in mind regarding these changes:�Simplicity: With fewer options, choosing the right plan for your needs will become more uncomplicated and straightforward.�Cost Savings: This adjustment may lead to cost savings for you, as we have carefully assessed the pricing to match the actual value of each plan better.��We acknowledge that transformation can bring about adjustments, however rest assured, we are here to provide support throughout this transition. If you have any immediate questions or concerns, please contact our HR team.��
	Add Dependents and Keep Beneficiary Information up to date. If adding a new dependent to coverage during Open Enrollment, supporting documentation (e.g., copies of birth or marriage certificates) must be received by HR by Friday, December 15, 2023. You may submit your supporting documentation via email at hr@rochambeau.org or HR secure fax at (301) 798-4802.��For 2024, individuals under a high deductible health plan (HDHP) will have an HSA contribution limit of $4,150. The HSA contribution limit for family coverage will be $8,300. Those amounts are about a 7% increase over what you can contribute this year for 2023.� �The school will now offer a Health Flexible Spending Account (FSA) Limited-Purpose FSA (LPFSA).� �Reliance Standard is our new Employee Assistance Plan (EAP) provider and Life and Disability Insurance provider.  Reviewing your life insurance beneficiaries during open enrollment is also good practice each year. While beneficiaries can be changed at any time during the year, this may be an excellent time to review and update the information if necessary. The EAP offers 24/7 support, resources, and information.��The school will also offer wellness initiatives starting in January 2024, including periodic chair massages, mindfulness rooms at each campus, and mental health wellness programs throughout the school year.  Our goal is to further enhance our wellness, engagement, and success in our lives,� �The Member Advocacy Program will continue with Optavise, a free service for Rochambeau medical plan participants and their adult dependents covered under the school medical plan. Optavise can:� �-Find top-rated in-network providers in your area�-Get cost estimates before you go�-Consider site of care choices (virtual care vs in-person, PCP, urgent care, ER)�-Track your medical claims and healthcare spending.� �The school will continue providing parking and transit benefits through TASC.  The school will contribute $25 per month for transit and $25 for parking for enrolled staff.��While the following benefit is not part of Open Enrollment, we encourage you to review our 403(b) Retirement Plan administered through TIAA. To assist employees in saving for retirement, Rochambeau offers a 403(b) Retirement Savings Plan that is tax-deferred and available to employees of educational institutions and certain non-profit organizations. Contributions and investment earnings grow tax-deferred until withdrawal, assumed to be retirement, at which time they are taxed as ordinary income. Rochambeau offers a generous employer contribution to employee 403(b) plan when eligible employees contribute the minimum pre-tax contribution of 5% that Rochambeau will match. Employees who are members of a union should refer to their CBA for eligibility requirements.  TIAA has financial consultants who can meet with you to review your retirement planning goals and answer your questions. Please contact Lulu Molavi, HR Generalist (molavin@rochambeau.org), or (301) 768-4393 for more information.� �The school is showing our commitment to your well-being by offering meaningful and flexible benefits that support your physical, emotional, and financial health. It’s up to you to choose what suits you and your family. �
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	Please review this 2024 Benefits Guide carefully as you consider your plan choices. Attend a Microsoft Teams webinar to better understand the details of the two medical plan choices, get an overview of all the benefits programs, and have an opportunity to ask questions on:��WEDNESDAY, DECEMBER 6th FROM  5:45-6:30 PM�	Click here to join the meeting Meeting ID: 233 738 405 138 Passcode: 3qyaME �MONDAY, DECEMBER 11TH FROM 5:45-6:30 PM �	Click here to join the meeting Meeting ID: 289 858 770 29 Passcode: 2EYyfY�THURSDAY, DECEMBER 14TH 5:45-6:30 PM �	Click here to join the meeting Meeting ID: 229 283 090 096  Passcode: XbaJqe � �If you can’t attend, you can also view a recording of the webinar on the annual enrollment website on the Human Resources portal.� �Enroll Online �You can enroll online through your ADP Self-Service portal.�Steps to Enrolling Online �1 . Log on to Self-Service. �2 . Click the Annual Enrollment message.�3 . Walk through the enrollment steps. �4 . To view or change your elections, select the Benefit Plan(s) you wish to change. You may also enroll, add, or drop dependents. Verify or update the information and click Agree to record your response(s).�5. Click View to review your Elections Preview Statement or Done to return to the Benefits Enrollment Summary. Be sure to save a copy of your Elections Preview Statement and carefully review it for accuracy. After December 15, most elections cannot be changed (except within 31 days of a family status change). �  �Making Changes �The IRS provides strict regulations about changes to pre-tax elections during the plan year. If you experience a qualified IRS family status change, you are permitted to make a change within 31 days of the event. If the change request is not completed within 31 days of the event, you cannot change your elections until the following year’s benefits annual open enrollment period. � �Below is a list of some of the more commonly known qualified family status changes: �• Marriage, divorce or annulment�• Birth of a child, adoption, placement of a foster child or assumption of legal guardianship of a child �• Change in your spouse’s or dependent’s employment status that affects benefits eligibility, including termination or commencement of employment, or change in worksite�• You or your spouse returns from an unpaid leave of absence �• You or your dependent becomes eligible or loses eligibility for Medicare or Medicaid �• The death of your spouse or dependent �• Change in your employment that affects benefits eligibility (working at least 20 hours per week) �• Loss of eligibility for a dependent � �The change you request must be consistent with the qualifying event. Some changes require documentation, which must also be provided within 31 days of the event. Should you have questions or difficulty making your change, please contact Lulu Molavi, HR Generalist at molavin@rochambeau.org or (301) 768-4393.�
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	Rochambeau offers Life, Short and Long Term Disability benefits through Reliance Standard.  Short Term and Long Term Disability Benefits provide income in the event you become disabled due to an injury or illness that is not work-related.
	Slide21
	Slide22
	Slide23
	Slide24
	Slide25
	Slide26
	Slide27
	Slide28
	Slide29
	Slide30
	Slide31
	Slide32
	Slide33
	Slide34
	Slide35
	Slide36
	Slide37
	Slide38
	Slide39
	Slide40
	Slide41
	Slide42
	Slide43
	Slide44
	Slide45

