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Guidelines/Evidence of Coverage 
The benefit summaries listed on the following pages are brief summaries only. They do not fully describe the benefits coverage for your health 

and welfare plans. For details on the benefits coverage, please refer to the planõs Evidence of Coverage. The Evidence of Coverage or 

Summary Plan Description is the binding document between the elected health plan and the member. 

A health plan physician must determine that the services and supplies are medically necessary to prevent, diagnose, or treat the membersõ 

medical condition. These services and supplies must be provided, prescribed, authorized, or directed by the health planõs network physician 

unless the member enrolls in the PPO plan where the member can use a non-network physician. 

The HMO member must receive the services and supplies at a health plan facility or skilled nursing facility inside the service area except 

where specifically noted to the contrary in the Evidence of Coverage. 

For details on the benefit and claims review and adjudication procedures for each plan, please refer to the planõs Evidence of Coverage. If 

there are any discrepancies between benefits included in this summary and the Evidence of Coverage or Summary Plan Description, the 

Evidence of Coverage or Summary Plan Description will prevail. 

 

All rights reserved. No part of this document may be reproduced or transmitted in any form or by any means, electronic, mechanical, photocopying, recording, or 

otherwise, without prior written permission of Marsh & McLennan Insurance Agency LLC. 

The rates quoted for these benefits may be subject to change based on final enrollment and/or final underwriting requirements. This material is for informational 

purposes only and is neither an offer of coverage nor medical advice. It contains only a partial, general description of the plan or program benefits and does not 

constitute a contract. Consult your plan documents (Schedule of Benefits, Certificate of Coverage, Group Agreement, Group Insurance Certificate, Booklet, Booklet-

certificate, Group Policy) to determine governing contractual provisions, including procedures, exclusions and limitations relating to your plan. All the terms and 

conditions of your plan or program are subject to applicable laws, regulations and policies. In case of a conflict between your plan document and this information, 

the plan documents will always govern. 

If you (and/or your dependents) have Medicare or will become eligible for 
Medicare in the next 12 months, Federal law gives you more choices about 
your prescription drug coverage. Please see page 32 for more details.  
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Discover Your Benefits  
ZÙġ˫Ě ÙĳēúĆĖÙ ĴĆĥĖ ÌÙĀÙæíġ ēúÀĀ ĆēġíĆĀĚˋ programs and resources.  
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Directory , & Required Notices 29 

Access your benefits from anywhere, anytime! 

iNGAGED 

Available for iOS and Android mobile devices, the iNGAGED app makes checking your health and benefits information 

easier than ever!  

With iNGAGED, you can view our companyõs benefit plans and resources, access policy information and group numbers, 

quickly contact an insurance carrier, keep up with important benefit plan announcements, and store images of your ID cards directly in the 

app. 

2ĆĲĀúĆÀÓ ġëÙ ˨í`G G82 +ÙĀÙæíġĚ˩ Àēēfrom  the App Store or Google Play or go to 
www.ingagedbenefits.com/login  and use company code PUSD to login. 

 

 

http://www.ingagedbenefits.com/login
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Eligibility  & Enrollment  
Time to ÀĀĚĲÙĖ ĚĆÿÙ ĕĥÙĚġíĆĀĚˌ 

Who can enroll ?  

All Benefits-Eligible employees are required to be covered under the Districtõs Health & Welfare. Eligible employees may also choose to enroll 

family members, including a legal spouse/registered domestic partner (as legally defined under state and local law) (hereinafter referred to as 

òregistered domestic partneró) and/or eligible children. 

When does coverage begin? 

Employees are eligible for insurance coverage upon being hired shall be entitled to health and welfare benefits as follows: 

(1) Employees hired between the 1st and 15th of the month will have coverage effective beginning the first of the following month 

(2) Employees hired between the 16th and 31st of the month will have coverage effective the beginning of the second month. 

Your enrollment choices remain in effect through the end of the benefits plan year, January 1, 2025 ð December 31, 2025. If you miss the 

enrollment deadline, you may not enroll in a benefit plan unless you have a change in status event during the plan year. Please check with 

your plan administrator and your Section 125 plan document on any applicable status change events that would allow you to make a mid-year 

election change.   

 

Paramount Unified School District provides its employees with an online benefits enrollment platform through BenTekõs Employee Benefits 

Center (EBC). The EBC provides benefits-eligible employees the ability to select or change their insurance benefits online during the annual 

open enrollment period, new hire orientation and for qualifying events. 

The EBC is accessible 24 hours a day at any time during the year. Employees may log in, review comprehensive benefit plan information, print 

an outline of benefit elections for all covered individuals, access forms and carrier links, report a qualifying life event and review or change life 

insurance benefit designations.  

 

To Access BenTek Using a Mobile Device 

  
Scan the QR Code to access 
 

 

 

 

 

To Access the Employee Benefits Center: 

1. Log on to www.mybentek.com/paramount 

2. Sign-in by using your previously created username and password or follow the instructions to set up your own username and password. If 

you have forgotten your username and/or password, click on the link òForgot Username/Passwordó and follow the instructions. 

3. Once logged on, navigate to the menu in order to review current elections, learn about your options, and make any elections or changes. 

 

How do I get started with my enrollment? 
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What if my needs change during the year?  

You are permitted to make changes to your benefits after the open enrollment period if you have a change in status event as defined by the 

IRS. Generally, you may add or remove dependents from your benefits, as well as add, drop, or change coverage if you submit your request for 

change within 30 days of the status change event. Change in status examples include: 

¶ Marriage, divorce or legal separation. 

¶ Birth or adoption of a child. 

¶ Death of a dependent. 

¶ You or your spouseõs loss or gain of coverage through our organization or another employer. 

¶ An employee (1) was expected to average at least 30 hours of service per week, (2) has a change in employment status where he/she 

will reasonably be expected to average less than 30 hours of service per week (even if he/she remains eligible to be enrolled in the plan); 
and (3) intends to enroll in another plan that provides Minimum Essential Coverage (no later than the first day of the second month 

following the month of revocation of coverage). 

¶ You enroll, or intend to enroll, in a Qualified Health Plan (QHP) through the State Marketplace or Federal Exchange due to open 
enrollment or special enrollment period, and coverage is effective no later than the day immediately following the revocation of your 

employer-sponsored coverage. 

If your change during the year is a result of the loss of eligibility or enrollment in Medicaid, Medicare or state health insurance programs, you 

must submit the request for change within 60 days. For a complete explanation of status change events, please contact your Human 

Resource team. 

Do I have to enroll?  
You are eligible to opt-out of the districtõs Health & Welfare only if you and your spouse are both benefits-eligible employees of the Paramount 

Unified School District. You must be a covered dependent under your spouseõs coverage.  
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Cost Breakdown 
All of your rates in one place.  

The rates below are effective January 1, 2025 ð December 31, 2025 

 

Medical, Dental and Life Rates  
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Medical 
Which plan type is right  for you?  
 

HMO PPO 

A Health Maintenance Organization (HMO) Plan requires you to 
select a Primary Care Physician (PCP) and your providers must be 

contracted with the HMO network. Out-of-network coverage is not 

available except in the case of an emergency.  

A Preferred Provider Organization (PPO) Plan contracts with medical 
providers, such as hospitals and doctors, to create a network of 

participating providers. Using providers that belong in the planõs 
network will provide a higher benefit, but you have the flexibility to 

see a provider outside the network, generally for an additional cost.   

Advantages 

Lower out-of-pocket costs.  

Care coordinated by PCP. 

 

Broader choice of providers.  

No referrals required for specialists.  

Out-of-pocket costs 

Both copays and coinsurance are generally a lower out-of-pocket 

expense than a PPO plan.  

 

Youõll be responsible for copays and coinsurance, but your 

deductible will be lower than the HDHP plan.  

Ideal ifé 

é you prefer a lower payroll deduction and are comfortable with a 

PCP directing your care.  

 

é you prefer flexibility and provider options, and if youõre 

comfortable paying more out of your paycheck and less out of 

pocket for your deductible.  

Finding a provider for Kaiser HMO: 

1.Go to kaiserpermanente.org 

2.Click on Doctors & Locations 

3.Select region: Southern or Northern California 

4.Enter your Zip Code or Select a City 

5.Click on Search 

6.To locate a provider by phone: 800.464.4000 

Finding a provider for Anthem Blue Cross: 

1.Go to www.Anthem.com/CA 

2.In the top ribbon, select Find a Care 

3.You may Search as a Member or Search as a Guest and select Continue 

4.Select the following options: 

5. Searching for: Medical 

6. State: California 

7. Type of Plan: Medical (Employer-Sponsored) 

8. PPO Network: Blue Cross PPO (Prudent Buyer) ð Large Group 

9. Select the parameters that youõd like to search for and click Continue 

Note: 

Out-of-network services without proper PCP referral will not be 

covered. 

 

You may choose in or out-of-network care. However, in-network care 

provides you a higher level of benefit. 

Please note, the above examples are used for general illustrative purposes only. Please consult with Business Services for more specific 

information as it relates to your specific plan. 

Primary Care 

Physician Referral  Specialist  

In- network  

Using an HMO Using a PPO 

Primary Care 

Physician 

or 

Specialist  

In- network or Out - of- network  
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Prescription Drug (Rx) Benefits 
Many FDA-approved prescription medications are covered through the benefits program. Tiered prescription drug plans require varying levels 

of payment depending on the drugõs tier.  

Generic formulary (Tier 1): Generic drugs contain the same active ingredients as their brand-name counterparts but are 

less expensive. 

Brand name medications (Tier 2): A brand-name medication can only be produced by one specified manufacturer and 

is proven to be the most effective in its class. 

Non- formulary prescriptions (Tier 3):  Although you may be prescribed non-formulary prescriptions, these types of 

drugs are not on the insurance companyõs preferred formulary list. This is because there is an alternative proven to be just as 

effective and safe, but less costly. Ask your doctor or pharmacist for additional information regarding the generic option.  

Specialty prescriptions (Tier 4):  Specialty medications most often treat chronic or complex conditions and may require 

special storage or close monitoring. 

 

For current versions of the prescription drug lists, go to www.KP.org or www.Navitus.com 

 
Mail Order Prescriptions with Costco are available to Anthem Blue Cross PPO participants only. 

 
   

http://www.kp.org/
file://///ad.us.mrshmc.com/US_Data/Groups/SDG2/Benefits/Benefits%20-%20Large%20OC/Alliance%20of%20Schools%20for%20Cooperative%20Insurance%20Programs%20(ASCIP)/District%20Folders/Paramount%20Unified%20School%20District/2023/www.Navitus.com
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˨Mneed specific medical ÎÀĖÙˍ KĆĲ ÿĥÎë ÓĆÙĚ íġ ÎĆĚġˑ˩ 

Plan Highlights  

 In- Network Only 
Annual Calendar Year Deductible   

Individual None 

Family None 

Maximum Calendar Year Out-of-pocket (1)  

Individual $1,500 

Family $3,000 

Professional Services   

Primary Care Physician (PCP) $10 per Visit 

Specialist  $10 per Visit 

Telehealth Visit No Charge 

Preventive Care Exam  No Charge 

Diagnostic X-ray and Lab  No Charge 

Complex Diagnostics (MRI/ CT Scan)  No Charge 

Hospital Services  

Inpatient  No Charge 

Outpatient Surgery $10 per procedure 

Urgent Care  $10 per Visit 

Emergency Room $35 per Visit 

Mental Health & Substance Abuse  

Inpatient No Charge 

Outpatient $10 per individual Visit/$5 per group Visit 

Vision  

Eye Exam No Charge 

Glasses Every 24 Months $125 Allowance 

Retail Prescription Drugs (1-100 daysõ supply)  

Tier 1 $5 Copay 

Tier 2 $10 Copay 

Tier 3 $10 Copay 

Tier 4 $10 Copay 

(1) Out-of-pocket maximum is based on the maximum allowable charge the carrier allows. This does not include any balance billing that may occur when using an out-of-network 

provider. 

The above information is a summary only. Please refer to your Evidence of Coverage for complete details of Plan benefits, limitations and exclusions. 
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˨Mneed specific medical care! 
KĆĲ ÿĥÎë ÓĆÙĚ íġ ÎĆĚġˑ˩ 

Plan Highlights  
 In- network  Out- of- network  
Annual Calendar Year Deductible    

Individual None None 

Family None None 

Maximum Calendar Year  

Out-of-pocket (1) 
  

Individual $1,000 No Limit 

Family $3,000 No Limit 

Professional Services    

Primary Care Physician (PCP) 
$0 Copay per Visit 1-3, then $20 Copay per 

Visit 4+ 
See Footnote 2 

Specialist  $20 per Visit See Footnote 2  

Telehealth Visit No Charge No Charge 

Preventive Care Exam  No Charge Not Covered 

Diagnostic X-ray and Lab  No Charge Not Covered 

Complex Diagnostics (MRI/ CT Scan)  No Charge See footnote 2 and 3 

Manipulation Therapy  No Charge Not Covered 

Acupuncture Services (12 visits per benefit 

period) 
No Charge 

50% of maximum allowed amount (see 

footnote 2) 

Hospital Services   

Inpatient No Charge All billed amounts exceeding $600 a day 

Outpatient Surgery No Charge All billed amounts exceeding $350 a day 

Urgent Care  $20 per Visit See footnote 2 

Emergency Room $100 per Visit (waived if admitted) $100 per Visit (waived if admitted) 

Mental Health & Substance Abuse   

Inpatient $20 copay per visit All billed amounts exceeding $600 per day 

Outpatient No Charge See footnote 3 

Retail Prescription Drugs (30-day supply)   

Tier 1 $10 Copay ($0 at Costco) Member must pay the entire cost up front 
and apply for reimbursement. Net cost may 

be greater than if member uses an In-

network provider. 

Tier 2 $20 Copay 

Tier 3 $35 Copay 

Tier 4 Not Covered Not Covered 

Mail Order Prescription Drugs (90-day supply)   

Tier 1 $25 Copay Member must pay the entire cost up front 
and apply for reimbursement. Net cost may 

be greater than if member uses an In-

network provider. 

Tier 2 $45 Copay 

Tier 3 $90 Copay 

Tier 4 Not Covered Not Covered 

 
1) Out-of-pocket maximum is based on the maximum allowable charge the carrier allows. This does not include any balance billing that may occur when using an out-of-network 

provider. 

2) When using Non-Network PPO Providers, members are responsible for any difference between the maximum allowed amount and actual charges, as well as any deductible & 

percentage copay. 

3) The plan may pay for the following services and supplies up to the maximum number of days or visits and/or dollar maximum shown. When using non-network providers, the plan 

will pay the lesser of the benefit maximum or the maximum allowed amount. If the maximum allowed amount is less than the listed benefit maximum, the plan will not exceed 

the maximum allowed amount. Likewise, if the listed benefit maximum is less than the maximum allowed amount, the plan will not exceed the listed benefit maximum. 

 

The above information is a summary only. Please refer to your Evidence of Coverage for complete details of Plan benefits, limitations and exclusions.  
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Dental 
Plan 
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Dental Plan 
A smile  is the nicest thing you can wear.   

Using the PPO Plan 

The Dental PPO plan is designed to give you the freedom to receive dental care from any licensed dentist of your choice. Keep in mind, youõll 

receive the highest level of benefit from the plan if you select an in-network PPO dentist versus an out-of-network dentist who has not agreed 

to provide services at the negotiated rate. Additionally, no claim forms are required when using in-network PPO dentists. To determine whether 

your dentist is in or out of your insurance network, go to www.deltadental.com and search the provider network, or call 866.499.3001 . 

˨M ĀÙÙÓ ĚēÙÎíæíÎdental ÎÀĖÙˍ KĆĲ ÿĥÎë ÓĆÙĚ íġ ÎĆĚġˑ˩ 

 

Plan Highlights Delta Dental PPO 

 
In- network  

 

Out- of- network  

Calendar Year Deductible  None None 

Annual Maximum $2,500 per person  $2,500 per person 

Preventive 100% 100% 

Basic Services 100% 100% 

Major Services 70% 50% 

Orthodontia Services Not Covered Not Covered 

Dental Accident Benefit (separate $1,000 maximum per person 

per calendar year) 

100% 100% 

 

The above information is a summary only. Please refer to your Evidence of Coverage for complete details of Plan benefits, limitations and exclusions. 
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Vision 
Plan 
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Vision Plan 
Keep a clear focus on your sight.   

Vision coverage is offered by EyeMed as a Preferred Provider Organization (PPO) plan. As with a traditional PPO, you may take advantage of 

the highest level of benefit by receiving services from in-network vision providers and doctors. You would be responsible for a copayment at 

the time of your service. However, if you receive services from an out-of-network doctor, you pay all expenses at the time of service and submit 

a claim for reimbursement up to the allowed amount. To locate an in-network vision provider, visit www.eyemed.com. 

If you are enrolled in the Kaiser HMO Plan vision benefits are included within the plan. 

˨M ĀÙÙÓ ĚēÙÎíæíÎvision ÎÀĖÙˍ KĆĲ ÿĥÎë ÓĆÙĚ íġ ÎĆĚġˑ˩ 

Plan Highlights EyeMed Vision PPO (with Anthem PPO Plan) 

 In- network  Out- of- network  

Exam ð Every 12 months $10 copay Up to $40 copay 

Lenses ð Every 12 months   

Single $50 copay Not Covered 

Bifocal $70 copay Not Covered 

Trifocal $105 copay Not Covered 

Frames ð Every 12 months 35% off retail price Not Covered 

Additional Pairs of Glasses* 40% off retail price Not Covered 

Contacts ð Every 12 months, in lieu of 

lenses & frames 
  

Medically Necessary 15% off retail price Not Covered 

Cosmetic 15% off retail price Not Covered 

LASIK 15% off retail price or 5% promo price Not Covered 

 

The above information is a summary only. Please refer to your Evidence of Coverage for complete details of Plan benefits,  

limitations and exclusions. 

*  Frame, lenses, and lens options must be purchased in the same transaction to receive full discount 

 

file://///ad.us.mrshmc.com/US_Data/Groups/SDG2/Benefits/Benefits%20-%20Large%20OC/Alliance%20of%20Schools%20for%20Cooperative%20Insurance%20Programs%20(ASCIP)/District%20Folders/Paramount%20Unified%20School%20District/2023/www.eyemed.com
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Spending 
Accounts 


