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NOTICE

Enroliment is 31-day Medical Payroll runs
mandatory  windowfrom  premiumsare mid-month
date of hire paid in
advance
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Ector County ISD @W BlueCross BlueShicld
of Texas

Option I PPO P'an Ector County ISD @@ ::'!HT:.(‘;:MB.UPS’I](‘IG

MEDICAL BENEFIT SUMMARY BlueChoice Option | PPO Plan

Effective Date: January 1, 2026 RR 2 . z 25% of Allowable Amount afier 40% of Alowable Amount
¥ PPO Network gonlmbugn?smai;'ID:ES‘I\.D‘\S;BmeSca\,CMSDessTest,C'ScmM e poltererariis

This is a general summary of our proposed benefits. Please refer to your Summary of Benefits and Coverage (SBC), or you may request a copy of the Extended Care Services £EQ

policy or plan document for additional details and a description of the plan requirements and benefit design. This plan does not cover all health care expenses. (in-Network)

Please carefully review the plan's limitations and exclusions. Skilled Nursing (60 visits per benefit period) 25% dA’m"m“ after w%:;:{mwle;:wrt
Overall Payment Provisions PPO &‘,’5'"0 Home Health Care (100 visits per bensfi period) ?5*0”‘%‘"’0“8&' ”“:;:'bwab‘exmﬁ
Lifetime Maximum Unlimited Hospice Services 25%of A‘MV‘MMA‘ mount after 0% °;Ef MM“‘;HEA"”““
3
Medical Individual/Family Coverage Deductible : sl s PPO Non-PPO
Applies to all Eligible Medical Expenses, uniess othernios INdicated. $ 2,250 Indiidual $4.500 Indmidual Special Provisions Expenses B ak Ak A
4,500 Family $9.000 Family Mental Health & Chemical Dependency T Services Same as any other iiness
Coinsurance 25% 40% Penalty for failure to preauthorize services Same as Inpatient Panalty (None INN / $1000 OON)
Individual/Family Medical Coverage Out-of-Pocket Expense (OPX) Limit R R Heom e T e
Deductible and Copayment appies tq Qnd—Pockgt - , $6,750 Individual $12,500 Individual** [ Prysicion Crarges 25% of Alowed Amount afier Deductible
** Copayment Amounts and per admission Deductibles are appled but will confinue to be $13,500 Family $ 25,000 Family** Urgent Care Services Care center viskt S50 Copayment, ‘bie does | 40% of Allowed Amount afier
required after the benefit percentage increases to 100%. 5 Urge it . ; ¢
| (Copayment does nof include Certain Diagnostic Procedurss and surgical services) not apply Deductble
Physician Services £es NonFEC Ground and Air Ambulance Services 25% of Allowable Amount after Deductibie
fia-Network) (Out of Network) Physical Medicine Services — O A, sical, Speech it
TP CHROD X ke A T Pysical Medione Sevice ss(indudes‘;ttisnoﬂmﬁed”,h » — ”"dc;dr pulatve therapy) Coverage for services provided by a physician or
Primary Care Copayment Amount for office wsit/consultation when $60 PCP Copay* 40% of Allowable Amount theragist. Inchides Physical, O ional. and Speech S ices. &1 =
services rendered by a Family Practiioner, OB/GYN, Pediatrician, Behavioral Health Practitioner, after Deductible Limited fo 3 combine 100 visis fn;Physicd, Occupational and Speech services per benefit period
or Internist and Physician Acssistant or Advanced Practice Nurse who works under the supervision Physical e Sevices B the Phsicias Offce 350 FCP Copay 20% of Allowable Amourt
of one of these listed physicians Medicne rysean $100 Speciakst Copay afier Deductible
Speqi:lntyyé:aarreep(mment Amount for office visiticonsultation when services rendered by a $100 Specialist Copay* 40% :'f!:’lowable:‘gmx Physical Medicine Services in an Outpatient Fadiity 25% dAMi*ff'm after mo:fm‘exmd
SPECI Deducti after Deduch
(Does not include Certain Diagnostic Procedures and surgical services). Copayment applies for Ch y 2 P § period) $60 PGP Copay 40% of Allowable Amount
each wvisit to the physician's office. Surgeries, therapies, and certain diagnostic procedures Con [hlint o 20 sk por $100 Speciafist Copay after Deductible
performed in a physician's office may be subject to the Deductible and/or consurance. Hearing Aid Maxi Hearing Aids are limited fo 1 per ear every 36 months
Preventive Care Organ and Tissue Transplant Services Coverad same as any other liness if treatment provided at 3 Blue
Routine annual physical examinations, well-baby care exams, immunizations 6 years of age & 100% of Aliowable Amount Not Coverede Distinction Center
over, and any other preventive health services as d ined by USPSTF Bariatric Surgery/Ti of Morbid Obesity MedicalSurgical covered same as any other sickness i reatment
Immunizations for Dependent children through the date of the child’s & birthday 100% of Allowable Amount Not Covered is provided 3t 2 Blue Distinction Center
Medical / Surgical Services
Physician inpatient hospital visits or surgical services performed in any setting 25% of Allowable Amount | 40% of Allowable Amount
after Deductible

Hospital Services- Inpatient and

Ovutpatient

Penalty for failure to preauthorize services
For Inpatient Faclity Services, Blue Cross Blue Shield of TX Participating Provider is required to obtain preauthorization. If preauthorization is not obtained, the
Participating Provider will be sanctioned based on Blue Cross Biue Shield of TX contractual agreement with the Provider, therefore the member will be held harmless for
the Provider sanction

Hospital Admission Deductible ) (Y

Per admission, per individual None $250 per admission

deductible

Inpatient Hospital Services

All usual Hospital services and supplies, including semiprivate room. intensive care, and 25% of Allowable Amount after 40% of Allowable Amount

COronary care units Room allowances basad on the hospital's most common semi-privaie room Deductible after per admission

rates. Deductible and medical

deductible
| Outpatient Hospital Services

Coverage for services performed in an outpatient facility or ambulatory surgical center. 25% of Aliowable Amount after 40% of Alowable Amount

All other outpatient services and supplies Deductible after Deductible

Home Infusion Therapy {Services must be preauthonzed)
Lab/x-ﬂay in other aurp"m" F‘CIIU“' excluding Certain Diag‘xbc Procedures 2% o s :’RMMI A Division of Heaith Care Service Corporation, a8 Mutual Legal Reserve Company, an Independent Licensee of the Blue Croas and Biue Shield Associstion

S 3nEyat Page
A Division of Hezith Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Asscociation - Undated: 10/24/202 20f2

Updatea: 10/24/2025 Page 1 of 2




Ector County ISD
Option Il PPO Plan

MEDICAL BENEFIT SUMMARY
Effective Date: January 1, 2026

BlueCross BlueShield
@ @ of Texas

BlueChoice
PPO Network

This is a general summary of our proposed benefits. Flease refer to your Summary of Benefits and Coverage (SBC), or you may request a copy of the
policy or plan document for additional defails and a descripfion of the plan requirements and benefit design. This plan does not cover all health care expenses.

Please carefully review the plan’s limitations and exclusions.

Overall Payment Provisions L Non-PPO
{In-Network) {Our-of-Network)
Lifetime Maximum Unlimited
Medical Individual/Family Coverage Deductible
Applies to all Eligible Medical Expenses, unless otherwise indicated. § 3,000 Individual 36,000 Individual
§6,000 Family §12.000 Family
Coinsurance 25% 40%
Individual/Family Medical Coverage Out-of-Pocket Expense (OPX) Limit
Deductible and Copayment applies to Out-of-Pocket 36,000 Individual $16,000 lndividual™
** Copayment Amounts and per admission Deductibles are applied but will continue to be $12,000 Family $30,000 Family™"
required after the benefit percentage increases to 100%.
Physician Services P B P
4 {In-Network) {Out-of-Network)
Physician Office Visits
Primary Care Copayment Amount for office visiticonsultation when 25% of Allowable Amount 40% of Allowabie Amount
services renderad by a Family Praciitioner, OB/GYM, Pediatrician, Behawioral Health Practiboner, affer Deductible affer Deductible
or Internist and Physician Assistant or Advanced Practice Nurse who works under the supervision
of one of these listed physicians
Specialty Care Copayment Amount for office visit/consultation when services rendered by a 25% of Allowable Amount 40% of Allowabie Amount
Specialty Gare Provider affer Deductible * affer Deductible
{Does not include Certain Diagnosfic Procedures and surgical serices). Copayment applies for
each visit to the physician's office. Surgeries, therapies, and certain diagnostic procedures
performed in a physician's office may be subject to the Deductible andior coinsurance.
Preventive Care
Routine annual physical examinations, well-baby care exams, immunizations & years of age & 100% of Allowable Amount Not Coverede
over, and any other preveninve health services as determined by USPSTF
Immunizations for Dependent children through the date of the child’s 6™ birthday 100% of Allowable Amount Not Covered
Medical / Surgical Services
Physician inpatient hospital visits or surgical services performed in any setting 25% of Allowable Amount 40% of Allowabie Amount
after Deductible affer Deductible

Ho

spital Services- Inpatient and

Ovutpatient

Penalty for failure to preauthorize services

MNone

§1000

For Inpatient Facility Services, Blue Cross Blue Shield of TX Participating Provider is required to obtain preauthorization. If preauthorization is not obtained, the
Participafing Provider will be sanctioned based on Blue Cross Blue Shield of TX confractual agreement with the Provider, therefore the member will be held harmless for

the Provider sanction

Heospital Admission Deductible
Per admission, per individual None $250 per admission
deductible
Inpatient Hospital Services
All usual Hospital services and supplies, including semipnivate reom, intensive care, and 25% of Allowable Amount after 40% of Allowable Amount
coronary care units Room allowances based on the hospital's most common semi-private room Deductible affer per admission
rates Deductible and medical
deductible

Out,

atient Hospital Services

Coverage for services performed in an outpatient facility or ambulatory surgical center.

25% of Allowable Amount after

4% of Aliowable Amount

All other outpatient services and supplies Deductible after Deductible
Home Infusion Therapy (Senvices must be preauthonzed)
Lab/X-Ray in other Outpatient Facilities, excluding Certain Diagnostic Procedures 23% of Allowable Amount after 40% of Allowabie Amount
Deductible after Deductible

Ector County ISD
Option Il PPO Plan

BlueCross BlueShield
e

Certain Diagnostic Procedures such as Bone Scan, Cardiac Stress Test, CT Scan (with
or without contrast), MBI, Myelogram, PET Scan

Extended Care Services

25% of Allowable Amount after
Deductible

PPO
(In-Network)

40% of Allowable Amount
after Deductible

Skifled Nurs.r’ng rﬁﬂ visits perbeneﬁfpenoﬂ'} 25% of Allowable Amount after 4% of Allowable Amount
Deductible after Deductible

Home Health Care ﬂm visits per beweﬁrparr'odj 25% of Allowable Amount after 4% of Allowable Amount
Deductible after Deductible

i P 25% of Allowable Amount after 40% of Allowable Amount
Hospice Services Deductible after Deductible
Special Provisions Expenses PPO Non-PPO
{In-Network) {Out-of Network)

Mental Health & Chemical Dependency Treatment Services
Penalty for failure to preauthorize services

Same as any other illness
Same as Inpatient Penalty (None INN / $1000 OON)

Emergency Room/Treatment Room

Facility Charges

$200 Copayment plus 25% of Allowable Amount after deductible

Physician Charges

25% of Allowed Amount after Deductible

Urgent Care Services Urgent Care center visit
{Copayment does nof include Certain Diagnostic Procedures and surgical services)

25% of Allowable Amount after
Deductible

40% of Allowed Amount after
Deductible

Ground and Air Ambulance Services

25% of Allowable Amount after Deductible

Physical Medicine Services — Occupational, Physical, Speech and Chiropractic

therapist. Includes Physical, Occupational, and Speech Services.

Limited to a combine 100 visits for Physical, Occupational and Speech services per benefit perod

Physical Medicine Services (includes, but is not limited to physical, occupational, and manipulative therapy) Coverage for services provided by a physician or

Physmal Medicine Services in the F‘hysician's Office 25% of Allowable Amount after 4% of Allowable Amount
Deductible after Deductible

Physical Medicine Services in an Outpatient Facility 25% ofAIfowabJe_Amounf after 40% OJ‘AJ'fowabﬂe_ﬁmounf
Deductible after Deductible

Chiropractic Care (imited to 24 visits per benefit period) 25% of Allowable Amount after 40% of Allowable Amount
Deductible after Deductible

Hearing Aid Maximum

Hearing Aids are limited to 1 per ear every 36 months

Organ and Tissue Transplant Services

Covered same as any other illness if freatment provided at a Blue
Distinction Genter

Bariatric Surgery/Treatment of Morbid Obesity

Medical/Surgical covered same as any other sickness if treatment
is provided at a Blue Distinction Center

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
Updated: 10/24/2025
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Ector County ISD
Option Il HDHP PPO Plan

MEDICAL BENEFIT SUMMARY
Effective Date: January 1, 2026

BlueCross BlueShield
@ @ of Texas

BlueChoice

Ector County ISD
Option Il HDHP PPO Plan

BlueCross BlueShield
@Y

PPO Network Certain Diagnostic Procedures such as Bone Scan, Cardiac Stress Test, CT Scan [with 25% ofAIfgﬁﬂ;i;mounf after 40% :;:Howabi;grmounr
: uctible r Deductible
This is a general summary of our proposed benefits. Please refer to your Summary of Benefits and Coverage (SBC), or you may request a copy of the or without contrast), MRI, Myelogram, PET Sn
palicy or plan document for addiional defails and a descripfion of the plan requirements and benefit design. This plan does not cover all health care expenses. Extended Care Services PPO Non-PPO
Please carefully review the plan’s limitations and exclusions. 25" ! M 9 fk} 40%
T Skilted Nursii 0 visits per benefit period. of Allowable Amount after of Allowable Amount
Overall Payment Provisions —— Non Fro lied Nursing (50 viits per beneft pefiod) Deciuctble after Deciuctble
cHelvnwki ENEhak] o ; 25% of Allowable Amount after 40% of Allowable Amount
— H Health C: 00 visit benefit period
Lifetime Maximum Unlimited ome Health Care (100 vsis per benefl penod Deductible after Dedustible
Medical Individual/Family Coverage Deductible Hospice Services 25% of Allowable Amount after 40% of Allowable Amount
Applies 1o al Eligibie Medical Expenses, uriess oferwise imndicated. $ 2,000 Individual 56,500 Individual - — Deductible after Deductble
$4,000 Family 13,000 Family Special Provisions Expenses mmﬂ} (::;m
Coinsurance 25% 40% Mental Health & Chemical Dependency Tr t Services Same as any other illness
Individual/Family Medical Coverage Out-of-Pocket Expense (OPX) Limit Penalty for failure to preauthorize services Same as Inpatient Penalty (None INN/$1000 OON)
Deducfible and Copayment applies to Qut-of-Pocket £6,000 Individual §15,000 Individual™ Emergency Room/Treatment Room
** Copayment Amounts and per admission Deductibles are applied but will confinue to be $12.000 Family $30.000 Family™ | | Facility Charges $200 Copayment plus 25% of Allowable Amount after deductible
required after the benefit percentage increases to 100%. | | Physician Charges 25% of Allowed Amount after Deductible
ici i PPO Non-PPO Urgent Care Services Urgent Care cenfer visit 25% of Allowable Amount after 40% of Allowed Amount after
Ph p/elElel Services {In-Network) {Out-of-Network) {Copayment does not include Certain Diagnostic Procedures and surgical senvices) Deductible Deductible
Physician Office Visits Ground and Air Ambulance Services 25% of Allowable Amount after Deductible
Pﬁmary Care Copayment f-l.mourrt_f_or office visih’oonsult_aﬁ(_:q when _ 3 25% ofAﬂowabJe_Amounf 40% of N.fowabfe_Amounf Physical Medicine Services — Occupational, Physical. Speech and Chiropractic
services rendered by a Family Pracitioner, OB/GYN, Pediatrician, Behavioral Health Practitioner, after Deductible after Deductible Physical Medicine Services (includes, but is not limited to physical, occupational, and manipulative therapy) Coverage for services provided by a physician or
or Internist and Physician Assistant or Advanced Practice Nurse who works under the supervision therapist. Includes Physical, Occupational, and Speech Services.
of one of these listed physicians . Limited to a combine 100 visits for Physical, Occupational and Speech services per benefit period
Spec_|alty Care Copayment Amount for office wisiticonsultation when senices rendered by a 25% omﬂowab.fe_.- Amount 40% of Nlowabfe_Amounf Physical Medicine Services in the Physician's Ofice 75% of Allowable Amount after 40% of Allowable Amount
Specialty Care Provider affer Deductible * affer Deductible ¥s ¥S! i Dedl
(Does not include Certain Diagnosic Praced d surgical services). Copayment applies fo Deductbie ater Deducible
not in riain LASgnosilc Frocedures anc surgical sennces,). Lopa applies for i i ices i G i 25% of Allowable Amount afte 40% of Allowable Amount
each visit to the physician's office. Surgeries, therapies, and certain diagnostic procedures Physical Medicine Senvices in an Outpatient Facility o gﬁu;ime ount aer :ﬁ‘er m;m ou
performed in a physician's office may be subject to the Deductible andlor coinsurance. Chiroprachic Care (imited to 24 visits per beneit period) 25% of Allowahle Amount after 0% of Allowable Amount
Preventive Care Deductible after Deductible
Routine annual physical examinations, well-baby care exams, immunizations & years of age & 100% of Allowable Amount Not Covered Hearing Aid Maximum Hearing Aids are limited to 1 per ear every 36 months
owver, and any other preventive health services as determined by USPSTF - B Covered same as any other iliness [ ireatment provided af a Biue
Immunizations for Dependent children through the date of the child's 6™ birthday 100% of Allowable Amount Mot Covered Organ and Tissue Transplant Seivices Y oratncion Conter
Medical / Surgical Services Bariatric Surgery/Treatment of Morbid Obesity Mea‘fca&f’Surg{'caq' co\_fereﬂ' same as any or.f?ersickness if treatment
Physician inpafient hospital visits or surgical services performed in any sefting 25% of Allowable Amount | 40% of Allowable Amount is provided af a Blue Distincfion Genter
after Deductible after Deductible

Hospital Services- Inpatient and

Ovutpatient

Penalty for failure to preauthorize services

Neone

$1000

For Inpatient Facility Services, Blue Cross Blue Shield of TX Participating Provider is required to obtain preauthorization. If preauthorization is not obtained, the
Participating Provider will be sanctioned based on Blue Cross Blue Shield of TX confractual agreement with the Provider, therefore the member will be held harmless for

the Provider sanclion
Hospital Admission Deductible
Per admizsion, per individual None $250 per admission
deductible
Inpatient Hospital Services
All usual Hospital senvices and supplies, including semiprivate room, intensive care, and 25% of Allowable Amount after 40% of Allowable Amount
coronary care units Room allowances based on the hespital's most common semi-private room Deductible after per admission
rates. Deductible and medical
deductible
Outpatient Hospital Services
Coverage for services performed in an outpatient facility or ambulatory surgical center. 25% of Allowable Amount after 40% of Allowable Amount
All other outpatient services and supplies Deductible after Deductible
Home Infusion Therapy (Services must be preauthorized)
Lab/sX-Ray in other Outpatient Facilities, excluding Gertain Diagnostic Procedures 25% of Allowable Amount after 40% of Allowable Amount
Deductible after Deductible

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

Updated: 10/24/2025
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26 PRESCRIPTIO

Benefits at a Glance

N BENEFITS

Mg, R

At LucyRx, we recognize that school employees are the light guiding our success. That's why

we're proud to support your health and well-being.

Ector ISD Plan Option 1

Ector ISD Plan Option 2

30-day Generic

SO deductible waived

30-day Generic

SO deductible waived

30-day Preferred
Brand

$100 after Deductible

30-day Preferred
Brand

S100 after Deductible

30-day Nen-
Preferred Brand

S$175 after Deductible

30-day Non
Preferred Brand

$175 after Deductible

90-day Generic

50 deductible waived

90-day Generic

SO deductible waived

90-day Preferred
Brand

$200 after Deductible

90-day Preferred

S$200 after Deductible

90-day Non-
Preferred Brand

$350 after Deductible

Specialty Lesser of $1,500 or 25%
after Deductible
Deductible S500 per Person for

Brand /Specialty only

Brand
90-day Non- . _y
prateried Brand $350 after Deductible
Specialty Lesser of $1,500 or 25%
after Deductible
Deductible S500 per Person for

Brand /Specialty only

Out of Pocket
Maximum

Ector ISD PI

$2,750 Individual
$5,500 Family

an Option 3 - HSA

30-day Generic

0% after Deductible

30-day Preferred
Brand

25% after Deductible

30-day Non-
Preferred Brand

25% after Deductible

90-day Generic

25% after Deductible

90-day Preferred

25% after Deductible

Brand
90-day Non- o
Preferred Brand 28
Specialty 25%
Deductible $1,700 Individual

53,400 Family

Out of Pocket
Maximum

$2,500 Individual

S$5,000 Family

Out of Pocket
Maximum

$2,500 Individual
$5,000 Family

Connect with us!

Call us anytime at 877-860-8846.

Visit www.lucyrx.com/ubc for

your formulary, welcome guide,

FAQs and more.

Benefits Presentation 2026
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Getting Started with
Your LucyRx Benefit

Here’s how to start using your benefit and access support:

Check your ID card

Look for the LucyRx logo on the prescription insurance card you received
to confirm your prescription coverage. If you're unsure, ask your employer
or contact our 24/7 Prescription Care team.

Show your card at the pharmacy
When filling a prescription, show your insurance card at the
pharmacy so they can process your coverage correctly.

Register online
Visit ers to create your digital account
and view your plan details.

{ Download the app
Use the LucyRx app (available in the App Store and Google Play)
to manage your prescriptions anytime, anywhere.

We’re proud to be on your care team.
Let’s make this easier—together.

Questions? We’re here 24/7 at 877-860-8846 or online at www.lucyrx.com/members.




Plan Definitions & Coverage Conditions

Eligible Employee— full-time employee (spouse & dependent children upto the age of 26)
District plans do not provide coverage to dependents of covered dependents.

Waiting Period — coverage will be effective the first of the month following the date of hire, unless an employee is hired
onthe first working day of the month at which the effective date will be the first day of the month

Medical premiums are paid in advance-for example., January pays for February, February pays for March and so
a......

Open Enroliment Period — starts in the Fall — schedule will be emailed and posted on the benefits web page (open
enroliment changes are effective in January of the proceeding year. New Hires of a given year must participate in
Open Enroliment reqardless of their start date.




ECISD Healt

1 &

Wellness Center

Monday — Friday 8:00am to 5:00pm

All services provided are at no cost to employeeson
Option | or Il (visits, lab work, shots, etc.)

Employees on Option Il with an HSAwill havea

$25.00 co-pay

Excluded: Employees on the Hospital Indemnity Plan

Available services at no cost to participants of Option | & |I.
Participants of Option lll HSA pay a$25.00 co-pay

Pneventahve Care Chronlc Condition Care

Adult Immunizations AsthmaEmphysema
* Annual Physicals *  Depression/Anxiety
* Health Screenings * Diabetes Treatment
* LabWork/Tests *  Heart Disease
* Men’s Health *  HighBlood Pressure
*  Wel Women Exams *  High Cholesterol

*  Thyroid Condiions

Urgent Care «  Weight Management

+ Colds/Flu/Congestion
+ Diarhea/Constipation .
- Headaches/Migraines Mental & Behavioral Health
* Muscle/Joint Pain You have accessto amental Health professional!
* NauseaVomiting Schedule with Eliana Brito, LPC
+ Seasonal Allergies ;
o cﬁo’r? Bycalling the Health & Weliness Center.
* Sore Throat Eliana’'s Hours
e TuescayMecnesday 8:00-5:00pm
« Urinary Tract Infections Friday 8:00am-12:00pm

Three easy ways to schedule an appointment:
0% 432 2726047 CJ www.careatc com/patients DCI:|-=-'~ C app|

Benefit Presentation for 2026




Members and covered dependents have access to care for non-emergency medical issues through
RECURO. They will be able to request aconsultation 24/7/365 by web, maobile app, or calling
RECUROsPatient Care Center.

«24/7 accessto board-certified doctors for treatment of common medical concerns with ongoing
communication with your doctor, free of change.

» Comprehensive behavioral health care from therapy and counseling to psychiatry and medication
management. Our Behavioral Health platform is always accessible at no additional cost to you.
When you would like to setup asecure virtual session with one of our licensed counselors or
psychiatrist, your cost is minimal.

=

ecicD Benefit Presentation for 2026
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Family Medical Leave Act - FMLA

Leave Reason: Eligibility Reguirements:

Birth/Adoption Have at least 1,250 hours of service in the
12 months before taking leave; and

Bond with child
Work at alocation where the employer has

Carefor the employee's spouse, child or at least 50 employees within 75 miles of
parent who has aqualifying heath condition employees’ worksite

Employee’s own qualifying serious health
condition



100% 100%
80% 80%

50%
Dependent children to the ageof 19 only
Maximum $1,000 per person



Once every 12 months  Coveredin full $10 Co-pay

Onceevery 12months  $150 Allowance  $125 Allowance

Coveredin full $20 Co-pay

Covered in full Covered in full




Accident
Insurance -
MetLife

Hospital Indemnity
Insurance

Life Benefits -
Allstate - Group
Whole Life
Insurance

Cancer -
American Fidelity

HSA- Health
Saving Account -
First Financial

Life Benefits -
Standard Life

Cancer, Heart &
Stroke Insurance -
NS EE

FSA— Flexible
Spending Account
— First Financial

Life Benefits -
TexasLife

Critical lliness -
MetLife

ilock - ldentity
Theft Shield

Long-Term-Care--
-Genworth

Disability - The
Standard

Legal Shield

MASA- Medical
Transport




403(b) or 457(b) Contributions

Asanemployee of the The contributions are Contract First Financial:

district, youare eligible to taken before federal
contribute to a403(b) ora income { 800-523-8422

457(b)-retirement account.



ECISD provides all full-time employeeswith
$10,000 Basic Life insurance through the

Standard Life. Employees are automatically
enrolled when they complete amedical plan
enroliment. This $10,000 Policy is at NO

COST to you!




-

Completing Your Enrollment

After viewing this presentation, you must email the Benefits
Department at Benefits@ectorcountyisd.org so that your
record in the FFenroll Portal can be activated. Activation of
your record gives you access to complete your enroliment.

Instructions and the link to the FFenrdll site will be emailed to
you once your emalil is received.

Note:

Benefits Office Number: 432-456-9789
Office Hours: 8:00 AMto 5:00 PM



mailto:Benefits@ectorcountyisd.org
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