
 
 
 

LIVE  SEMINAR  TOPIC 

JAN 9 Employee Orientation to the EAP   
Your Employee Assistance Program can help you tackle stressors big and small, 
work-related or personal. Join us to learn about this no-cost benefit. 

JAN 23 Wellness One Notes for Health 
When it comes to making healthy changes, mini moves can deliver big results. 
From sleep strategies to social connections, find your small steps to wellness. 

JAN 30 Manager’s Guide to the EAP 
The EAP is a valuable resource available to support you and your employees. 
Discover the many benefits for you personally and in your role as a manager.   

FEB 13 Living Lonely: The Power of Connection 
No one likes to admit they’re lonely, but most of us are at times. Empower 
yourself to connect using strategies to shift your mindset and comfort zone.  

FEB 27 Caring for the Caregiver 
The challenges of caregiving can be unexpected and overwhelming. We’ll 
explore how prioritizing self-care, support, and resilience can make a difference. 

MAR 6 Effective Teamwork 
There’s no “I” in team, but each of us does play a role in creating a strong team. 
Find out why communication, cooperation, and conflict resolution are key. 

MAR 20 Stress Management 101 
You may not be able to avoid stress, but you can choose how you respond to it. 
Explore your triggers and how changing your outlook and reactions can help.  

APR 3 Manager’s Guide: Management Referrals 
Your EAP is an ally when employee issues arise. Learn how management 
consultations and referrals can help you address workplace concerns.  

APR 17 I Want to Buy a House 
A house is likely to be the biggest purchase you’ll ever make. Do your homework! 
We’ll review mortgage options, costs, benefits, and how to get started. 

MAY 1 Mental Health: You Can Make a Difference  
Mental wellness can be factor for all of us – from dealing with life stress to 
mental health concerns. Learn simple steps to help yourself and others. 

MAY 22 Not All Stress Is Created Equal 
Stress is universal, but the experience is personal. Explore factors that shape 
your stress “style” and get targeted coping strategies.           

JUN 5 Family Conflict: Keeping the Peace 
From sibling squabbles to parenting battles to family feuds, arguments happen. 
Learn how you can deal with conflict in a productive way. English & Spanish   

JUN 19 Civility and Respect at Work 
When disrespectful actions and attitudes creep into the workplace, everyone 
suffers. Explore how you can respond effectively and restore respect. 

JUL 10 Dreaming of a Good Night’s Sleep 
Having trouble getting the sleep you need to feel rested and refreshed? We’ll 
take a look at factors that can disrupt sleep and how to reclaim your zzzs. 

JUL 17 Channeling Your Inner Winner 
In the quest for success, we can often be our own worst enemy. Learn about 
common internal barriers and how you can overcome them. 

AUG 7 Living with a Chronic Condition 
60% of Americans live with a chronic illness, such as diabetes, heart disease or 
COPD. Explore behavioral strategies that can help you manage.  

AUG 21 Estate Planning: Financial Basics 
It’s never too early to start thinking about estate planning. Join us to learn 
about trusts and wills and how they can bring peace of mind. 

SEP 11 Manager’s Guide: Mental Health at Work 
Recognizing and responding to signs of mental health distress is an important 
way to support employees. Learn what you might see and how to respond. 

SEP 18 Shift Work Strategies  
Going to work when others are going to bed can bring challenges. Get sleep 
strategy tips, plus ideas for maximizing nutrition and staying connected.       

OCT 2 Drug and Alcohol Awareness 
Drug and alcohol misuse takes a toll on individuals and loved ones. Learn  
signs of use, understand enabling, and know how to get help. 

OCT 16 Effective Time Management 
There’ll never be more than 24 hours in a day. How do you spend yours? Join 
us for tips on how to maximize your time and reduce stress. English & Spanish 

NOV 6 Manager’s Guide: Grief and Loss at Work 
Supporting your workforce through grief can be uncharted territory. 
Understanding reactions and your role can help you respond with sensitivity.  

NOV 13 Healthy Eating in a Hurry-Up World 
From fast food to mindless eating, how we consume food can be unhealthy. 
Examine your relationship with food, and explore the idea of mindful eating. 

DEC 4 Giving to Yourself 
It may be better to give than to receive, but don’t take yourself off the list 
completely! Discover how to give to yourself in an unselfish way. 

All seminars are one hour and take place on Wednesdays at 2 pm ET / 1 pm CT / 11 am PT. 
On-demand replay will be available starting 1 hour after the live presentation. 

 
All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Cigna Health and Life  
Insurance Company, Connecticut General Life Insurance Company, Cigna Behavioral Health, Inc., and HMO or service company subsidiaries of Cigna  
Health Corporation. The Cigna name, logo, and other Cigna marks are owned by Cigna Intellectual Property, Inc. Models used for illustrative purposes only. 
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2019 CIGNA EAP 
WELLNESS WEBCASTS 
Click or go to Cigna.com/EAPWebcasts

https://event.webcasts.com/viewer/landing.jsp?ei=1162957&tp_key=c3f44b01ee


HEALTHIER  
STARTS HERE 
How Cigna makes a difference

Offered by: Cigna Health and Life Insurance Company, Connecticut General Life Insurance Company, or their affiliates. 
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24/7/365 service
Whenever you need us, just call the toll-free number 
printed on the back of your Cigna ID card 24 hours 
a day, seven days a week, 365 days a year. 

› Get answers to health, claims and plan questions.

› Order an ID card, update information and check 
claim status.

› Find a health advocate for help with improving 
specific health issues.

› Speak with a Spanish speaking service 
representative or someone who can translate  
one of 200 languages.

Health Information Line
Have a health question? You can talk with a clinician 
24 hours a day, seven days a week.

› Get help deciding where and when you should get 
treatment for your immediate care needs.

› Call if you need general health information or have 
a specific health concern.

› You can also listen to hundreds of podcasts to help 
you stay informed about your health.

Select a topic and listen via live-stream on your 
computer via myCigna.com.

Network of quality doctors
You can save money when you use a doctor, hospital 
or facility that’s part of your plan’s Cigna network.  
It’s easy to find quality, cost-effective care right where 
you need it. You can find a doctor right on Cigna.com  
or on the myCigna® website or app once enrolled.

Cigna makes it easy to be healthier.  
Cigna offers so much more than your employer’s medical coverage. From helping you answer health 
questions 24 hours a day to a virtual team of health and wellness coaches, we’re here for you. 

Preventive care covered 100% in-network
Getting and staying healthy is important. That’s why 
certain preventive care services are totally covered 
when you use an in-network doctor. These services 
may include:1

› Screenings for blood pressure, cholesterol  
and diabetes.

› Testing for colon cancer.

› Mammograms and Pap tests.

For a complete list of covered preventive care services, 
see your plan materials or, for more information, go to  
Cigna.com/takecontrol.

Answers by Cigna for Amazon Alexa
Need help with health plan or insurance terms? 
Just ask Alexa on all Amazon Echo devices. 
Enable the Answers by Cigna skill and take health 
care into your own hands – without so much as 
lifting a finger.2

myCigna
Where you will find everything you need to stay on top 
of your plan, and your health.

› Find in-network doctors and medical services.

› View ID card information.

› Manage and review your coverage.



› Manage and track claims.

› Take your health assessment.

› Compare cost and quality information for  
doctors and hospitals.

› Access a variety of health and wellness  
tools and resources.

You can also access myCigna on the go by 
downloading the myCigna App.3

Telehealth for 24/7 care
Cigna Telehealth Connection helps you get the care 
you need – including most prescriptions (when 
appropriate) – for a wide range of minor conditions.  
You can connect with a board-certified provider via 
video chat or phone, when, where and how it works 
best for you.4

› Choose when: 24/7/365. Day or night, weekdays, 
weekends and holidays.

› Choose where: Home, work or on the go.

› Choose how: Phone or video chat.

See your enrollment materials for details.

Know before you go
Here’s an at-a-glance view of your options when you 
need medical care.5 In an emergency, always dial 911 or 
visit the nearest emergency room.

Cost Wait time Severity
Cigna Telehealth Connection                   

Convenience care clinic                   

Primary care provider                   

Urgent care center                   

Emergency room                   

Cigna Healthy Rewards®6

Get discounts on the health products and programs 
you use every day for weight management, nutrition, 
vision, hearing care and more.

Just use your ID card when you pay and let the 
savings begin.

Cigna Veteran Support Line
This free hotline is available 24/7/365 to all veterans, 
their families and caregivers. No need to be a Cigna 
customer. Cigna stands ready to connect you with:

› Pain management resources.

› Substance use counseling. 

› Financial support.

› Food, clothing, housing.

› Legal assistance. 

› Parenting and child care.

› Aging services. 

› Weekly Mindfulness for Vets sessions by phone 
and more.

Call 855.244.6211.

Pain management resources
Visit Cigna.com/helpwithpain or text 25792 to 
receive tips for healthy pain management7

1. Plans may vary and not all preventive services are covered. For example, immunizations 
for travel are generally not covered. Other non-covered services/supplies may include any 
service or device that is not medically necessary or services/supplies that are unproven 
(experimental or investigational). See your plan materials for a complete list of covered 
preventive care services.

2. The Answers by Cigna skill is for informational and educational purposes only. You are 
encouraged to consult a licensed insurance agent and review your plan documents for the 
details of your specific health plan or insurance policy. 

3. The downloading and use of the myCigna Mobile App is subject to the terms and 
conditions of the App and the online store from which it is downloaded. Standard mobile 
phone carrier and data usage charges apply. 

4. Telehealth services are provided by independent third-party providers. These services are 
provided exclusively by such third-party providers, and not by Cigna. Providers are solely 
responsible for any treatment provided. Not all providers have video chat capabilities and 
video chat is not available in all areas. Telehealth services may not be available to all plan 
types or in all areas. A primary care provider referral is not required for this service.

5. This chart is for illustrative purposes only and is not medical advice. Actual costs and wait 
times may vary. Always consult your doctor for appropriate examinations, treatment, 
testing and care recommendations, including prior to choosing a provider for care. In an 
emergency, dial 911 or visit the nearest emergency room.

6. Some Healthy Rewards programs are not available in all states and programs may be 
discontinued at any time. If your plan includes coverage for any of these services, this 
program is in addition to, not instead of, your plan benefits. A discount program is NOT 
insurance and you must pay the entire discounted charge. 

7. Message and data rates may apply. To view our Privacy policy, please visit Cigna.com/Privacy. This service is for educational purposes only. 
Medical advice is not provided.  

Health care providers that participate in the Cigna network are independent contractors solely responsible for the treatment provided to their 
patients; they are not agents of Cigna. Product availability may vary by location and plan type and is subject to change. 
All group health insurance policies and health benefit plans contain exclusions and limitations. For costs and complete details of coverage, see your plan materials. 
All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Cigna Health and Life Insurance Company (CHLIC), Connecticut General 
Life Insurance Company, Cigna Behavioral Health, Inc., Cigna Health Management, Inc., and HMO or service company subsidiaries of Cigna Health Corporation, including Cigna HealthCare of 
Arizona, Inc., Cigna HealthCare of California, Inc., Cigna HealthCare of Colorado, Inc., Cigna HealthCare of Connecticut, Inc., Cigna HealthCare of Florida, Inc., Cigna HealthCare of Georgia, Inc., Cigna 
HealthCare of Illinois, Inc., Cigna HealthCare of Indiana, Inc., Cigna HealthCare of St. Louis, Inc., Cigna HealthCare of North Carolina, Inc., Cigna HealthCare of New Jersey, Inc., Cigna HealthCare of 
South Carolina, Inc., Cigna HealthCare of Tennessee, Inc. (CHC-TN), and Cigna HealthCare of Texas, Inc. Policy forms: OK - HP-APP-1 et al., OR - HP-POL38 02-13, TN - HP-POL43/HC-CER1V1 et al. 
(CHLIC); GSA-COVER, et al. (CHC-TN). The Cigna name, logo, and other Cigna marks are owned by Cigna Intellectual Property, Inc. Amazon, Alexa, Echo, and all related logos and motion marks are 
trademarks of Amazon.com, Inc. or its affiliates. All pictures are used for illustrative purposes only.
893434 a  06/18     © 2018 Cigna. Some content provided under license.
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For Your School District and Staff

A PAth to AffordAble 
heAlth CAre When  
You need It Most

Hospital Helper Plus™

Supplemental Medical Expense Insurance

Includes Outpatient Benefit

#7828FSL



Health-care costs are outpacing inflation again. That has led 
to higher deductibles and co-payments for most insurance 
plans. With the average cost of a 3-day hospital stay around 

$30,000* coupled with 
the increasing popularity 
of high deductible health 
plans, it doesn’t take long 
before your out-of-pocket 
expenses can become a 
significant financial burden. 

But here’s the good news. 
You now have the option to 
choose Hospital Helper 
Plus™, a supplemental 
hospital confinement 
insurance policy that could 
substantially reduce your 
out-of-pocket expenses 
if you happen to suffer a 

serious injury or illness. Hospital Helper™ Plus provides 
“gap benefits,” reimbursing much of what you pay out of 
pocket before your insurance covers the rest.

* HealthCare.gov, 2018 

How It Works

Your District purchased Hospital 
Helper Plus™ as part of your 
benefit package. Your District Health 
Plan is your primary coverage and has 
its own deductible and out-of-pocket 
maximums. Each benefit period, you 
pay the first $1,500 of covered expenses 
(inpatient or outpatient or both), and 
then Hospital Helper Plus™ benefits 

are available for inpatient or outpatient care, or both. For 
outpatient care, you get reimbursed up to $2,000 after your 
initial $1,500 expense for deductibles and coinsurance. 
For inpatient care, there’s a reimbursement up to $4,000 
after the initial $1,500 expense. So over the course of your 
benefit period, Hospital Helper Plus™ could save you up to 
$6,000 in medical expenses. Covered charges begin after 
the insured person’s effective date.

Hospital Helper Plus Guidelines

Inpatient Benefit 

Benefits are payable for covered charges if the insured 
person is hospital confined due to an injury or sickness and 
is under the regular care and attendance of a physician and 
the expenses are covered by the insured person’s medical 
plan. Benefits are payable for covered charges for treatment 
in a hospital emergency room, transportation by ambulance 
to a hospital due to an injury or sickness, and for durable 
medical equipment received by the insured person while 
hospital confined.

Hospital confinement is payable for covered charges for 
the insured person’s newborn children from the moment of 
birth until discharged from the hospital if the expenses are 
covered by the insured’s medical plan. Covered charges are 
subject to the inpatient maximum benefit.

Don’t Let an Unexpected 
Medical Bill Cripple Your Future

  

 ospital Helper 

PlusTM Can 

Significantly 

Reduce Your 

Financial 

Exposure When 

Facing Medical 

Treatment, Saving 

Your Hard-Earned 

Money and 

Increasing Your 

Peace of Mind.

H 

Benefit  Benefit Option Benefit Period Maximums*

Inpatient Care  Per Person ($1,500 deductible) Up to $4,000 per insured

 Per Family ($3,000 deductible) Up to $8,000 per family

Outpatient Care  Per Person ($1,500 deductible) Up to $2,000 per insured

  Per Family ($3,000 deductible) Up to $4,000 per family

HOSPITAL HELPER PLUSTM Features and Benefits



Other benefits include:

• Emergency Room. Benefits are payable for covered 
charges for treatment in a hospital emergency room if 
the insured person is hospital confined within 24 hours 
of the hospital emergency room treatment.

• Durable Medical Equipment. Benefits are payable 
for covered charges for durable medical equipment 
received by the insured person while hospital confined.

• Ambulance. Benefits are payable for covered charged 
if an insured person requires ambulance transportation 
to a hospital for an injury or sickness, and the insured 
person is hospital confined within 24 hours of being 
transported to the hospital.

Inpatient Maximum Benefit – Up to $4,000 per insured, per benefit period; 

up to $8,000 per family, per benefit period.

Outpatient Benefit Rider

Benefits are payable for covered charges for outpatient 
treatment due to an injury or sickness. Covered charges are 
subject to the outpatient maximum benefit shown in the 
schedule of benefits. 

This benefit includes covered charges for treatment in a 
hospital emergency and transportation by ambulance to a 
hospital for injury or sickness, and the insured person is not 
hospital confined within 24 hours of treatment or transport. 

Benefits are also payable for covered charges for outpatient 
durable medical equipment received by the insured person.

This benefit does not include expenses incurred for an 
examination of an insured person by a physician in the 
physician’s office or urgent care facility.

Outpatient benefits are in lieu of any inpatient benefits.

Outpatient Maximum Benefit – Up to $2,000 per insured, per benefit period; 

up to $4,000 per family, per benefit period. 

The Benefits of Hospital Helper Plus™:

• Less money coming out of your pocket if you face a 
significant medical procedure.

• May allow you to change to a higher deductible HSA 
plan at your annual Group Health Plan enrollment, 
and be eligible for District contributions to your HSA 
account and your own tax-free contributions up to 
annual IRS maximums. 

• Reimbursement benefits are paid directly to the 
member, or the reimbursement can be assigned to the 
Health Care Provider.

• Underwritten by Fidelity Security Life Insurance 
Company (FSL), a sister company of Forrest T. Jones & 
Company (FTJ), the plan’s administrator.

Premiums (See separate Rate Sheet)

The employee premium is paid by the District as part of 
the benefit package that includes Hospital Helper Plus™. 
Dependent rates are provided to your District human 
resources department and are also available at FTJ 
Connect (www.ftjconnect.com). For employees covering 
dependents who meet the $3,000 annual family deductible, 
you can receive up to $8,000 in annual reimbursements per 
family. For outpatient care, you can receive reimbursements 
annually up to $4,000 per family.

How to Use This Valuable Benefit

If you prefer benefits be paid directly to you, please follow 
the instructions on the top of the FSL claim form, which will 
be mailed to your home address after your initial enrollment.

If you prefer to assign benefits to your provider, they will 
assist you with the initial claim filing process.

*  See Limitations and Exclusions page regarding Hospital Helper PlusTM coverage.
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Policy MG157
Underwritten by Fidelity Security Life Insurance Company

Limitations and Exclusions

Limitations 

Medical Plan. If an insured person did not have a medical plan on the insured person’s effective date under the policy, the company’s sole 
obligation will then be to refund all premiums paid for that insured person.

Exclusions

The Policy does not provide any benefits for the following:

1. any Expenses Incurred during any period the Insured Person does not have coverage under a Medical Plan;

2. war, declared or undeclared;

3. suicide or any attempt thereat, while sane or insane (in Colorado, Missouri or Montana, while sane);

4. any intentionally self-inflicted Injury or Sickness, while sane or insane (in Colorado, Missouri or Montana, while sane);

5. any loss while the Insured Person is in the service of the Armed Forces of any country.  Orders to active military service for training 
purposes of two months or less will not constitute service in the Armed Forces.  Upon notice to the Company of entering the Armed 
Forces, the Company will return to the Insured Person pro rata any premium paid, less any benefits paid, for any period during which 
the Insured Person is in such service;

6. any expense for which there is no legal obligation to pay, no charge is made or in the absence of coverage, no charge would be 
made;

7. drugs or medicines, except medicines prescribed and taken while Hospital Confined;

8. dental or vision services unless:

 a. resulting from an Injury occurring while the Insured Person’s coverage under the Policy is in force; or

 b. due to congenital disease or anomaly of a Dependent newborn child;

9. mental illness or functional or organic nervous disorders, regardless of the cause;

10. treatment of alcoholism, drug addiction or complications thereof;

11. any Injury that occurs while an Insured Person has been determined to be intoxicated:

 a. by judicial or administrative judgment or order;

 b. by evidence of an alcohol concentration in the Insured Person’s blood, breath or urine which equals or exceeds the limits set by  
 applicable motor vehicle laws; or

 c. by other evidence demonstrating the Insured Person was under the influence of any alcohol, narcotic, barbiturate or   
 hallucinatory drug, unless the same was administered on the advice of a Physician and was taken according to the prescribed  
 dosage; and the use of such substance was a proximate cause of the Injury;

12. any treatment, services or supplies for Wellness Services. For this exclusion, “Wellness Services” means treatment, services or 
supplies provided for routine health care, including, but not limited to, routine health or check-up examinations, routine well child 
visits, mammograms and other charges incurred during the course of a routine physical examination or checkup;

13. Injury or Sickness for which compensation is payable under any Workers’ Compensation Law, any Occupational Disease Law 
or similar legislation, or if the Policyholder opts out of such requirements, any similar coverage purchased or self-funded by the 
Policyholder to cover work-related Injuries or Sicknesses;

14. any loss for which the Insured Person is not required to pay a Deductible, Copayment and/or Coinsurance under the Insured Person’s 
Medical Plan;

15. any expense for which benefits are excluded under the Insured Person’s Medical Plan; or

16. an Insured Person engaging in any act or occupation which is a violation of the law of 
the jurisdiction where the loss or cause of loss occurred. A violation of law includes 
both misdemeanor and felony violations.

Coverage will continue as long as the policy remains in force, the required premium is 
paid, and the insured remains qualified for coverage.

Fidelity Security
Life Insurance Company
3130 Broadway
Kansas Ciy, MO 64111

Hospital Helper Plus™

Form # M-9134
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Hospital Helper Plus™

Form # M-9134

Benefits per Calendar Year

Individual Deductible $1,500

Family Deductible 3,000

Inpatient Maximum 4,000

Outpatient Maximum 2,000

Physician Office Visit 0

Monthly Rates

Employee (District Paid) $32.05

Spouse 25.64

Children 30.45

Spouse & children 56.09

2018 Rates

Fidelity Security
Life Insurance Company
Fidelity Security Life
Insurance Company
3130 Broadway
Kansas City, MO 64111

Underwritten by:

TM

Administered by:

800.821.7303, ext. 1179
www.ftj.com
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FY21 HIGH-DEMAND OCCUPATIONS LIST  
 
 
 
Agricultural and Food Science Technicians 
Automotive Body and Related Repairers 
Automotive Service Technicians and Mechanics 
Billing and Posting Clerks 
Brickmasons and Blockmasons 
Brokerage Clerks 
Bus and Truck Mechanics and Diesel Engine Specialists  
Cargo and Freight Agents 
Carpenters 
Chemical Technicians 
Childcare Workers 
Civil Engineering Technicians 
Claims Adjusters, Examiners, and Investigators 
Commercial Pilots 
Community Health Workers 
Computer Network Support Specialists 
Computer Numerically Controlled Machine Tool Programmers, Metal and Plastic 
Computer Systems Analysts* 
Computer User Support Specialists 
Construction and Building Inspectors 
Customer Service Representatives 
Dental Assistants 
Dental Hygienists 
Diagnostic Medical Sonographers 
Electricians 
Elevator Installers and Repairers 
Emergency Medical Technicians and Paramedics 
Firefighters 
First-Line Supervisors of Construction Trades and Extraction Workers 
First-Line Supervisors of Fire Fighting and Prevention Workers 
First-Line Supervisors of Food Preparation and Serving Workers 
First-Line Supervisors of Housekeeping and Janitorial Workers 
First-Line Supervisors of Landscaping, Lawn Service, and Groundskeeping Workers 
First-Line Supervisors of Mechanics, Installers, and Repairers 
First-Line Supervisors of Non-Retail Sales Workers 
First-Line Supervisors of Office and Administrative Support Workers 
First-Line Supervisors of Personal Service Workers 
First-Line Supervisors of Police and Detectives 
First-Line Supervisors of Production and Operating Workers 
First-Line Supervisors of Retail Sales Workers 
Food Service Managers 
Glaziers 
Health Technologists and Technicians, All Other 
Healthcare Practitioners and Technical Workers, All Other 
Healthcare Support Workers, All Other 
Heating, Air Conditioning, and Refrigeration Mechanics and Installers 
Heavy and Tractor-Trailer Truck Drivers 
Helpers--Pipelayers, Plumbers, Pipefitters, and Steamfitters 
Helpers--Production Workers 
Home Health Aides 
Industrial Machinery Mechanics 
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Insurance Claims and Policy Processing Clerks 
Insurance Sales Agents 
Interviewers, Except Eligibility and Loan 
Licensed Practical and Licensed Vocational Nurses 
Life, Physical, and Social Science Technicians, All Other 
Light Truck or Delivery Services Drivers 
Maintenance and Repair Workers, General 
Massage Therapists 
Medical Assistants 
Medical Secretaries 
Millwrights 
Nonfarm Animal Caretakers 
Nuclear Medicine Technologists 
Nursing Assistants 
Occupational Therapy Assistants 
Operating Engineers and Other Construction Equipment Operators 
Opticians, Dispensing 
Paralegals and Legal Assistants 
Personal Care Aides 
Pharmacy Technicians 
Physical Therapist Assistants 
Plumbers, Pipefitters, and Steamfitters 
Police and Sheriff's Patrol Officers 
Production, Planning, and Expediting Clerks 
Property, Real Estate, and Community Association Managers 
Radiologic Technologists 
Real Estate Brokers 
Real Estate Sales Agents 
Respiratory Therapists 
Sales Representatives, Services, All Other 
Sales Representatives, Wholesale and Manufacturing, Except Technical and Scientific Products 
Security and Fire Alarm Systems Installers 
Security Guards 
Self-Enrichment Education Teachers 
Sheet Metal Workers 
Social and Human Service Assistants 
Stock Clerks and Order Fillers 
Structural Iron and Steel Workers 
Transportation, Storage, and Distribution Managers 
Veterinary Assistants and Laboratory Animal Caretakers 
Veterinary Technologists and Technicians 
Web Developers 
Welders, Cutters, Solderers, and Brazers 
 
 

 







Board Paid Employee Benefits
MEUHP/CIGNA Tier 2 2019-20 Health Insurance FTJ Hospital Helper Plus™

HSA 6550 Employee $393 Employee (Board Paid) $32.05
Spouse $472 Spouse $25.64
1 Child Only $236 Children $30.45
Children $373 Spouse + Children $56.09

HSA 4000 Employee $462 UNUM Board Paid Life w AD&D
Spouse $554
1 Child Only $277     $0.11 per $1000 coverage
Children $439 ($25,000 policy = $2.75/month)

HSA 2700 Employee $491
Spouse $589
1 Child Only $295 CIGNA Dental
Children $466

Employee (Board Paid) $26.07
PPO 3500 Employee $564 Spouse $26.78

Spouse $677 Children $39.19
1 Child Only $338 Family $65.93
Children $536

Voluntary Employee Benefits

AMERITAS Voluntary VSP Vision

Employee   $9.90
Spouse   $9.90    (EE + SP = $19.80)
Children   $7.70    (EE + CH = $17.60)
Spouse + Children $17.60    (EE + Fam = $27.50)

UNUM Voluntary Term Life

Rates vary depending on age.  Forever Guaranteed Issue equal to 5X’s salary up to $200,000 maximum.

Eligible employee coverage starts first day of the month on or after the first day of employment. 
Insurance terms at the last day of the month of employment unless retiring teacher.  Retiring teachers will go 
until last paycheck.



THE CARE YOU NEED –
WHEN, WHERE AND  
HOW YOU NEED IT.

Introducing Cigna Telehealth Connection.

Choice is good. More choice is even better.

Now Cigna provides access to two telehealth services as part of your 
medical plan – AmWell and MDLIVE. 

Cigna Telehealth Connection lets you get the care you need – including most 
prescriptions – for a wide range of minor conditions. Now you can connect 
with a board-certified doctor via secure video chat or phone, without 
leaving your home or office. When, where and how it works best for you!

Choose when: Day or night, weekdays, weekends and holidays. 

Choose where: Home, work or on the go.

Choose how: Phone or video chat.

Choose who: AmWell or MDLIVE doctors.

Say it’s the middle of the night and your child is sick. Or you’re at work and 
not feeling well. If you pre-register on both AmWell and MDLIVE, you can 
speak with a doctor for help with:

› sore throat

› headache

› stomachache

› fever

› cold and flu

› allergies

› rash

› acne

› UTIs and more

The cost savings are clear.

Televisits with AmWell and MDLIVE can be a cost-effective alternative to a 
convenience care clinic or urgent care center, and cost less than going to the 
emergency room. And the cost of a phone or online visit is the same or less 
than with your primary care provider. Remember, you telehealth services are 
only available for minor, non-life threatening conditions. In an emergency, 
dial 911 or go to the nearest hospital.

AmWell and MDLIVE are 
only available for medical 
visits. For covered services 
related to mental health 
and substance abuse, you 
have access to the Cigna 
Behavioral Health network  
of providers. 

› Go to Cignabehavioral.com 
to search for a video 
telehealth specialist 

› Call to make an 
appointment with your 
selected provider

Telehealth visits with Cigna 
Behavioral Health network 
providers cost the same as  
an in-office visit.

Offered by: Cigna Health and Life Insurance Company, Connecticut General Life Insurance Company or their affiliates. 

899962  08/16 



Choose with confidence.

AmWell and MDLIVE are both quality national telehealth 
providers, so you can choose your care confidently. 
When you can’t get to your doctor, Cigna Telehealth 
Connection is here for you.

** Availability may vary by location and plan type and is subject to change. See vendor sites for details. 
** The downloading and use of any mobile app is subject to the terms and conditions of the mobile app and the online stores from which it is downloaded. Standard mobile phone carrier and 

data usage charges apply. 

AmWell and MDLIVE are independent companies/entities and are not affiliated with Cigna. The services, websites and mobile apps are provided exclusively by AmWell and MDLIVE and not by 
Cigna. Providers are solely responsible for any treatment provided. Not all providers have video chat capabilities. Video chat is not available in all areas. AmWell/MDLIVE services are separate from 
your health plan’s provider network. Telehealth services may not be available to all plan types. A Primary Care Provider referral is not required for AmWell/MDLIVE services. 

In general, to be covered by your plan, services must be medically necessary and used for the diagnosis or treatment of a covered condition. Not all prescription drugs are covered. All group health 
insurance policies and health benefit plans contain exclusions and limitations. See your plan materials for costs and details of coverage, including other telehealth/telemedicine benefits that may 
be available under your specific health plan.

All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Cigna Health and Life Insurance Company (CHLIC), Connecticut 
General Life Insurance Company, Cigna Behavioral Health, Inc., and HMO or service company subsidiaries of Cigna Health Corporation, including Cigna HealthCare of Arizona, Inc., Cigna HealthCare 
of California, Inc., Cigna HealthCare of Colorado, Inc., Cigna HealthCare of Connecticut, Inc., Cigna HealthCare of Florida, Inc., Cigna HealthCare of Georgia, Inc., Cigna HealthCare of Illinois, Inc., 
Cigna HealthCare of Indiana, Inc., Cigna HealthCare of St. Louis, Inc., Cigna HealthCare of North Carolina, Inc., Cigna HealthCare of New Jersey, Inc., Cigna HealthCare of South Carolina, Inc., Cigna 
HealthCare of Tennessee, Inc. (CHC-TN), and Cigna HealthCare of Texas, Inc. Policy forms: OK - HP-APP-1 et al (CHLIC); TN - HP-POL43/HC-CER1V1 et al (CHLIC), GSA-COVER, et al (CHC-TN). The 
Cigna name, logo, and other Cigna marks are owned by Cigna Intellectual Property, Inc.

899962  08/16     © 2016 Cigna. Some content provided under license.

AmWellforCigna.com*

855-667-9722 

MDLIVEforCigna.com*

888-726-3171

Set up and create an 
account with one or both 
AmWell and MDLIVE

Signing up is easy!

Register for one or both today so you’ll be ready to 
use a telehealth service when and where you need it.

Complete a medical history 
using their “virtual clipboard”

Download vendor apps to your 
smartphone/mobile device**
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period:  07/01/2019 - 06/30/2020
Missouri Educators Unified Health Plan: Choice Fund Open Access Plus HSA Coverage for: Individual/Individual + Family | Plan Type: OAP

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 more information about your coverage, or to get a copy of the complete terms of coverage, go online at www.cigna.com/sp. 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 view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy.
Important Questions Answers Why This Matters:

What is the overall 
deductible?

For in-network providers:  $2,700/individual or  $5,000/family
For out-of-network providers:  $2,700/individual or  $5,000/family 
Combined medical/behavioral and pharmacy deductible

Generally, you must pay all of the costs from providers up to the 
deductible amount before this plan begins to pay. If you have 
other family members on the plan, each family member must 
meet their own individual deductible until the total amount of 
deductible expenses paid by all family members meets the 
overall family deductible.

Are there services covered 
before you meet your 
deductible?

Yes. In-network preventive care & immunizations. Out-of-network 
immunization for children through age 5. In-Network preventive 
prescription drugs.

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?

For in-network providers  $5,000/individual or  $10,000/family
For out-of-network providers  $15,000/individual or  
$30,000/family 
Combined medical/behavioral and pharmacy out-of-pocket limit

The out-of-pocket limit is the most you could pay in a year for 
covered services. If you have other family members in this plan, 
they have to meet their own out-of-pocket limits until the overall 
family out-of-pocket limit has been met.

What is not included in the 
out-of-pocket limit?

Penalties for failure to obtain pre-authorization for services, 
premiums, balance-billing charges, and health care this plan 
doesn’t cover.

Even though you pay these expenses, they don't count toward 
the out-of-pocket limit.
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Important Questions Answers Why This Matters:

Will you pay less if you use a 
network provider?

Yes. See  www.myCigna.com or call 1-800-Cigna24 for a list of 
network providers.

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 you need a referral to see 
a specialist? No. You can see the specialist you choose without a referral.

All  copayment and  coinsurance costs shown in this chart are after your  deductible has been met, if a  deductible applies.

What You Will PayCommon
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 20% coinsurance/visit 40% coinsurance None

Specialist visit 20% coinsurance/visit 40% coinsurance None
No charge/visit** 40% coinsurance/visit None
No charge/screening** 40% coinsurance/screening None

No charge/immunizations**
40% coinsurance/ 
immunizations

No charge for out of network 
immunizations for children through 
age 5.

If you visit a health care 
provider's office or clinic Preventive care/ screening/ 

immunization
**Deductible does not apply

You may have to pay for services that 
aren’t preventive. Ask your provider if 
the services you need are preventive. 
Then check what your plan will pay 
for.

Diagnostic test (x-ray, blood 
work) 20% coinsurance 40% coinsurance None

If you have a test Imaging (CT/PET scans, 
MRIs) 20% coinsurance 40% coinsurance $750 penalty for no precertification.
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Generic drugs (Tier 1)

20% coinsurance/prescription 
(retail 30 days), 20% 
coinsurance/prescription (retail 
90 days); 10% 
coinsurance/prescription (home 
delivery 90 days)
No charge/preventive drugs**

**Deductible does not apply

40% coinsurance/prescription 
(retail); Not covered (home 
delivery)

Preferred brand drugs (Tier 
2)

20% coinsurance/prescription 
(retail 30 days), 20% 
coinsurance/prescription (retail 
90 days); 10% 
coinsurance/prescription (home 
delivery 90 days)
No charge/preventive drugs**

**Deductible does not apply

40% coinsurance/prescription 
(retail); Not covered (home 
delivery)

Non-preferred brand drugs 
(Tier 3)

20% coinsurance/prescription 
(retail 30 days), 20% 
coinsurance/prescription (retail 
90 days); 10% 
coinsurance/prescription (home 
delivery 90 days)
No charge/preventive drugs**

**Deductible does not apply

40% coinsurance/prescription 
(retail); Not covered (home 
delivery)

If you need drugs to treat 
your illness or condition

More information about 
prescription drug coverage 
is available at 
www.myCigna.com

Specialty drugs (Tier 4)
20% coinsurance/prescription 
(retail 30 days); 10% 
coinsurance/prescription (home 
delivery 30 days)

40% coinsurance/prescription 
(retail); Not covered (home 
delivery)

Coverage is limited up to a 90-day 
supply (retail and home delivery); up 
to a 30-day supply (retail and home 
delivery) for Specialty drugs.
Certain limitations may apply, 
including, for example: prior 
authorization, step therapy, quantity 
limits.
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Facility fee (e.g., 
ambulatory surgery center) 20% coinsurance 40% coinsurance $750 penalty for no precertification.If you have outpatient 

surgery Physician/surgeon fees 20% coinsurance 40% coinsurance $750 penalty for no precertification.
Emergency room care 20% coinsurance 20% coinsurance None
Emergency medical 
transportation 20% coinsurance 20% coinsurance NoneIf you need immediate 

medical attention
Urgent care 20% coinsurance 40% coinsurance None
Facility fee (e.g., hospital 
room) 20% coinsurance 40% coinsurance $750 penalty for no precertification.If you have a hospital stay
Physician/surgeon fees 20% coinsurance 40% coinsurance $750 penalty for no precertification.

Outpatient services
20% coinsurance/office visit 
20% coinsurance/all other 
services

40% coinsurance/office visit 
40% coinsurance/all other 
services

$750 penalty if no precert of non-
routine services (i.e., partial 
hospitalization, IOP, etc.).

If you need mental health, 
behavioral health, or 
substance abuse services Inpatient services 20% coinsurance 40% coinsurance $750 penalty for no precertification.

Office visits 20% coinsurance 40% coinsurance
Childbirth/delivery 
professional services 20% coinsurance 40% coinsurance

If you are pregnant
Childbirth/delivery facility 
services 20% coinsurance 40% coinsurance

Primary Care or Specialist benefit 
levels apply for initial visit to confirm 
pregnancy.
Depending on the type of services, a 
copayment, coinsurance or deductible 
may apply. Maternity care may 
include tests and services described 
elsewhere in the SBC (i.e. 
ultrasound).
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Home health care 20% coinsurance 40% coinsurance

$750 penalty for no precertification.
Coverage is limited to 100 days 
annual max.
16 hour maximum per day (The limit is 
not applicable to mental health and 
substance use disorder conditions.)

Rehabilitation services 20% coinsurance/visit 40% coinsurance/visit

$750 penalty for failure to precertify 
speech therapy services. Coverage is 
limited to annual max of: 20 days 
each for Pulmonary rehab and 
Cognitive therapy services; 20 days 
each for Physical and Occupational 
therapies; 36 days for Cardiac rehab 
services. 

Limits are not applicable to mental 
health conditions for Physical, Speech 
and Occupational therapies.

Habilitation services 20% coinsurance/visit 40% coinsurance/visit

$750 penalty for failure to precertify 
speech therapy services.

Services are covered when Medically 
Necessary to treat a mental health 
condition (e.g. autism).

Limits are not applicable to mental 
health conditions for Physical, Speech 
and Occupational therapies.

If you need help 
recovering or have other 
special health needs

Skilled nursing care 20% coinsurance 40% coinsurance

$750 penalty for no precertification.  
Coverage is limited to 90 days annual 
max for Skilled Nursing, Sub-Acute 
Facility and 60 days annual max for 
Rehabilitation Hospital.

https://www.healthcare.gov/sbc-glossary/#home-health-care
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Durable medical equipment 20% coinsurance 40% coinsurance $750 penalty for no precertification.

Hospice services
20% coinsurance/inpatient; 
20% coinsurance/outpatient 
services

40% coinsurance/inpatient; 
40% coinsurance/outpatient 
services

$750 penalty for no precertification.

Children's eye exam Not covered Not covered None
Children's glasses Not covered Not covered NoneIf your child needs dental 

or eye care 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.)

 Acupuncture
 Bariatric surgery
 Cosmetic surgery
 Dental care (Adult)
 Dental care (Children)

 Eye care (Children)
 Hearing aids
 Infertility treatment
 Long-term care

 Non-emergency care when traveling outside 
the U.S.

 Routine eye care (Adult)
 Routine foot care
 Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
 Chiropractic care (first 26 visits per year without 

referral, additional visits if medically necessary)
 Private-duty nursing (82 days maximum per 

Calendar Year; 164 days maximum per lifetime)

https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#hospice-services
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
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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 Health and Human 
Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. 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.

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 questions about your rights, this notice, or assistance, you can contact Cigna Customer service at 1-800-
Cigna24. You may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 
Additionally, a consumer assistance program can help you file your appeal. Contact the program for this plan's situs state: Missouri Division of Insurance at (800) 735-
2966 (toll-free).  However, for information regarding your own state's consumer assistance program refer to www.healthcare.gov.

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month.

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 1-800-244-6224.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-244-6224.
Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1-800-244-6224.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-244-6224.

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

http://www.cciio.cms.gov/
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
http://www.dol.gov/ebsa/healthreform
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace


8 of 8

About these Coverage Examples:
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.

 
Peg is Having a Baby

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

 Managing Joe's type 2 Diabetes
(a year of routine in-network care of a well- 

controlled condition)

 Mia's Simple Fracture
(in-network emergency room visit and follow up 

care)
 

■ The plan's overall deductible $2,700
■ Specialist coinsurance 20%
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%

 
■ The plan's overall deductible $2,700
■ Specialist coinsurance 20%
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%

 
■ The plan's overall deductible $2,700
■ Specialist coinsurance 20%
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20% 

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) 

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) 

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 $12,800
  

In this example, Peg would pay:
Cost Sharing  

Deductibles $2,700
Copayments $0
Coinsurance $2,000

What isn't covered  
Limits or exclusions $10
The total Peg would pay is $4,710

 Total Example Cost  $7,400
  

 In this example, Joe would pay:
 Cost Sharing  

Deductibles $2,700
Copayments $0
Coinsurance $800

 What isn't covered  
Limits or exclusions $200
The total Joe would pay is $3,700

 Total Example Cost  $1,900
  

 In this example, Mia would pay:
 Cost Sharing  

Deductibles $1,900
Copayments $0
Coinsurance $0

 What isn't covered  
Limits or exclusions $0
The total Mia would pay is $1,900 

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

Plan Name: HSA 2700  Ben Ver: 14 Plan ID: 8399325

https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
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https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
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Cigna complies with applicable Federal civil rights laws and 
does not discriminate on the basis of race, color, national 
origin, age, disability, or sex. Cigna does not exclude people 
or treat them differently because of race, color, national 
origin, age, disability, or sex.

Cigna:

• Provides free aids and services to people with 
disabilities to communicate effectively with us, such as:
– Qualified sign language interpreters
– Written information in other formats (large print, 

audio, accessible electronic formats, other formats)
• Provides free language services to people whose 

primary language is not English, such as:
– Qualified interpreters
– Information written in other languages

If you need these services, contact customer service at 
the toll-free number shown on your ID card, and ask a 
Customer Service Associate for assistance.

If you believe that Cigna has failed to provide these services  
or discriminated in another way on the basis of race,  
color, national origin, age, disability, or sex, you can file  

DISCRIMINATION IS AGAINST THE LAW
Medical coverage

a grievance by sending an email to ACAGrievance@Cigna.com or by 
writing to the following address:

Cigna
Nondiscrimination Complaint Coordinator
PO Box 188016
Chattanooga, TN  37422

If you need assistance filing a written grievance, please call 
the number on the back of your ID card or send an email to 
ACAGrievance@Cigna.com. You can also file a civil rights 
complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights electronically through the 
Office for Civil Rights Complaint Portal, available at  
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, DC 20201
1.800.368.1019, 800.537.7697 (TDD)
Complaint forms are available at  
http://www.hhs.gov/ocr/office/file/index.html.



Proficiency of Language Assistance Services

English – ATTENTION: Language assistance services, free of 
charge, are available to you. For current Cigna customers, 
call the number on the back of your ID card. Otherwise, call 
1.800.244.6224 (TTY: Dial 711).

Spanish – ATENCIÓN: Hay servicios de asistencia de idiomas, 
sin cargo, a su disposición. Si es un cliente actual de Cigna, 
llame al número que figura en el reverso de su tarjeta de 
identificación. Si no lo es, llame al 1.800.244.6224 (los usuarios 
de TTY deben llamar al 711).

Chinese – 注意：我們可為您免費提供語言協助服務。對於 Cigna 
的現有客戶，請致電您的 ID 卡背面的號碼。其他客戶請致電 
1.800.244.6224 （聽障專線：請撥 711）。

Vietnamese – XIN LƯU Ý: Quý vị được cấp dịch vụ trợ giúp về 
ngôn ngữ miễn phí. Dành cho khách hàng hiện tại của Cigna, vui 
lòng gọi số ở mặt sau thẻ Hội viên. Các trường hợp khác xin gọi số 
1.800.244.6224 (TTY: Quay số 711).

Korean – 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 
무료로 이용하실 수 있습니다. 현재 Cigna 가입자님들께서는 ID 
카드 뒷면에 있는 전화번호로 연락해주십시오. 기타 다른 경우에는 
1.800.244.6224 (TTY: 다이얼 711)번으로 전화해주십시오.

Tagalog – PAUNAWA: Makakakuha ka ng mga serbisyo sa 
tulong sa wika nang libre. Para sa mga kasalukuyang customer 
ng Cigna, tawagan ang numero sa likuran ng iyong ID card.  
O kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian – ВНИМАНИЕ: вам могут предоставить бесплатные 
услуги перевода. Если вы уже участвуете в плане Cigna, 
позвоните по номеру, указанному на обратной стороне 
вашей идентификационной карточки участника плана. 
Если вы не являетесь участником одного из наших 
планов, позвоните по номеру 1.800.244.6224 (TTY: 711).

 Cigna برجاء االنتباه خدمات الترجمة المجانية متاحة لكم. لعمالء – Arabic
الحاليين برجاء االتصال بالرقم المدون علي ظهر بطاقتكم الشخصية. او اتصل ب 

1.800.244.6224 (TTY: اتصل ب 711).

896375a  05/17

French Creole – ATANSYON: Gen sèvis èd nan lang ki disponib gratis 
pou ou. Pou kliyan Cigna yo, rele nimewo ki dèyè kat ID ou. Sinon, rele 
nimewo 1.800.244.6224 (TTY: Rele 711).

French – ATTENTION: Des services d’aide linguistique vous sont 
proposés gratuitement. Si vous êtes un client actuel de Cigna,  
veuillez appeler le numéro indiqué au verso de votre carte d’identité. 
Sinon, veuillez appeler le numéro 1.800.244.6224 (ATS : composez le 
numéro 711).

Portuguese – ATENÇÃO: Tem ao seu dispor serviços de assistência 
linguística, totalmente gratuitos. Para clientes Cigna atuais, ligue para o 
número que se encontra no verso do seu cartão de identificação. Caso 
contrário, ligue para 1.800.244.6224 (Dispositivos TTY: marque 711).

Polish – UWAGA: w celu skorzystania z dostępnej, bezpłatnej pomocy 
językowej, obecni klienci firmy Cigna mogą dzwonić pod numer podany 
na odwrocie karty identyfikacyjnej. Wszystkie inne osoby prosimy o 
skorzystanie z numeru 1 800 244 6224 (TTY: wybierz 711).

Japanese – 注意事項：日本語を話される場合、無料の言語支援サービスをご利
用いただけます。現在のCignaのお客様は、IDカード裏面の電話番号まで、お電
話にてご連絡ください。その他の方は、1.800.244.6224（TTY: 711） 
まで、お電話にてご連絡ください。

Italian – ATTENZIONE: Sono disponibili servizi di assistenza linguistica 
gratuiti. Per i clienti Cigna attuali, chiamare il numero sul retro della 
tessera di identificazione. In caso contrario, chiamare il numero 
1.800.244.6224 (utenti TTY: chiamare il numero 711).

German – ACHTUNG: Die Leistungen der Sprachunterstützung 
stehen Ihnen kostenlos zur Verfügung. Wenn Sie gegenwärtiger 
Cigna-Kunde sind, rufen Sie bitte die Nummer auf der Rückseite Ihrer 
Krankenversicherungskarte an. Andernfalls rufen Sie 1.800.244.6224 an 
(TTY: Wählen Sie 711).

Persian (Farsi) – توجه: خدمات کمک زبانی٬ به صورت رايگان به شما ارائه می شود. برای 
مشتريان فعلی ٬Cigna لطفاً با شماره ای که در پشت کارت شناسايی شماست تماس بگيريد. در غير 
اينصورت با شماره 1.800.244.6224 تماس بگيريد (شماره تلفن ويژه ناشنوايان: شماره 711 را 

شماره گيری کنيد). 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period:  07/01/2019 - 06/30/2020
Missouri Educators Unified Health Plan: Choice Fund Open Access Plus HSA Coverage for: Individual/Individual + Family | Plan Type: OAP

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 more information about your coverage, or to get a copy of the complete terms of coverage, go online at www.cigna.com/sp. 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 view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy.
Important Questions Answers Why This Matters:

What is the overall 
deductible?

For in-network providers:  $4,000/individual or  $8,000/family
For out-of-network providers:  $4,000/individual or  $8,000/family 
Combined medical/behavioral and pharmacy deductible

Generally, you must pay all of the costs from providers up to the 
deductible amount before this plan begins to pay. If you have 
other family members on the plan, each family member must 
meet their own individual deductible until the total amount of 
deductible expenses paid by all family members meets the 
overall family deductible.

Are there services covered 
before you meet your 
deductible?

Yes. In-network preventive care & immunizations. Out-of-network 
immunization for children through age 5.

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?

For in-network providers  $5,000/individual or  $10,000/family
For out-of-network providers  $15,000/individual or  
$30,000/family 
Combined medical/behavioral and pharmacy out-of-pocket limit

The out-of-pocket limit is the most you could pay in a year for 
covered services. If you have other family members in this plan, 
they have to meet their own out-of-pocket limits until the overall 
family out-of-pocket limit has been met.

What is not included in the 
out-of-pocket limit?

Penalties for failure to obtain pre-authorization for services, 
premiums, balance-billing charges, and health care this plan 
doesn’t cover.

Even though you pay these expenses, they don't count toward 
the out-of-pocket limit.
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Important Questions Answers Why This Matters:

Will you pay less if you use a 
network provider?

Yes. See  www.myCigna.com or call 1-800-Cigna24 for a list of 
network providers.

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 you need a referral to see 
a specialist? No. You can see the specialist you choose without a referral.

All  copayment and  coinsurance costs shown in this chart are after your  deductible has been met, if a  deductible applies.

What You Will PayCommon
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 No charge/visit 30% coinsurance None

Specialist visit No charge/visit 30% coinsurance None
No charge/visit** 30% coinsurance/visit None
No charge/screening** 30% coinsurance/screening None

No charge/immunizations**
30% coinsurance/ 
immunizations

No charge for out of network 
immunizations for children through 
age 5.

If you visit a health care 
provider's office or clinic Preventive care/ screening/ 

immunization
**Deductible does not apply

You may have to pay for services that 
aren’t preventive. Ask your provider if 
the services you need are preventive. 
Then check what your plan will pay 
for.

Diagnostic test (x-ray, blood 
work) No charge 30% coinsurance None

If you have a test Imaging (CT/PET scans, 
MRIs) No charge 30% coinsurance $750 penalty for no precertification.
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Generic drugs (Tier 1)

$15 copay/prescription (retail 
30 days), $45 
copay/prescription (retail 90 
days); $15 copay/prescription 
(home delivery 90 days)
No charge/preventive drugs**

**Deductible does not apply

50% coinsurance/prescription 
(retail); Not covered (home 
delivery)

Preferred brand drugs (Tier 
2)

$45 copay/prescription (retail 
30 days), $135 
copay/prescription (retail 90 
days); $112 copay/prescription 
(home delivery 90 days)
No charge/preventive drugs**

**Deductible does not apply

50% coinsurance/prescription 
(retail); Not covered (home 
delivery)

Non-preferred brand drugs 
(Tier 3)

$75 copay/prescription (retail 
30 days), $225 
copay/prescription (retail 90 
days); $225 copay/prescription 
(home delivery 90 days)
No charge/preventive drugs**

**Deductible does not apply

50% coinsurance/prescription 
(retail); Not covered (home 
delivery)

If you need drugs to treat 
your illness or condition

More information about 
prescription drug coverage 
is available at 
www.myCigna.com

Specialty drugs (Tier 4)

25% coinsurance up to a 
maximum of $400/prescription 
(retail 30 days); 25% 
coinsurance up to a maximum 
of $400/prescription (home 
delivery 30 days)

50% coinsurance/prescription 
(retail); Not covered (home 
delivery)

Coverage is limited up to a 90-day 
supply (retail and home delivery); up 
to a 30-day supply (retail and home 
delivery) for Specialty drugs.
Certain limitations may apply, 
including, for example: prior 
authorization, step therapy, quantity 
limits.

Facility fee (e.g., 
ambulatory surgery center) No charge 30% coinsurance $750 penalty for no precertification.If you have outpatient 

surgery Physician/surgeon fees No charge 30% coinsurance $750 penalty for no precertification.
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Emergency room care No charge/visit No charge/visit None
Emergency medical 
transportation No charge No charge NoneIf you need immediate 

medical attention
Urgent care No charge/visit 30% coinsurance None
Facility fee (e.g., hospital 
room) No charge 30% coinsurance $750 penalty for no precertification.If you have a hospital stay
Physician/surgeon fees No charge 30% coinsurance $750 penalty for no precertification.

Outpatient services No charge/office visit 
No charge/all other services

30% coinsurance/office visit 
30% coinsurance/all other 
services

$750 penalty if no precert of non-
routine services (i.e., partial 
hospitalization, IOP, etc.).

If you need mental health, 
behavioral health, or 
substance abuse services Inpatient services No charge/admission 30% coinsurance $750 penalty for no precertification.

Office visits No charge 30% coinsurance
Childbirth/delivery 
professional services No charge 30% coinsurance

If you are pregnant
Childbirth/delivery facility 
services No charge 30% coinsurance

Primary Care or Specialist benefit 
levels apply for initial visit to confirm 
pregnancy.
Depending on the type of services, a 
copayment, coinsurance or deductible 
may apply. Maternity care may 
include tests and services described 
elsewhere in the SBC (i.e. 
ultrasound).
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Home health care No charge 30% coinsurance

$750 penalty for no precertification.
Coverage is limited to 100 days 
annual max.
16 hour maximum per day (The limit is 
not applicable to mental health and 
substance use disorder conditions.)

Rehabilitation services No charge/visit 30% coinsurance/visit

$750 penalty for failure to precertify 
speech therapy services. Coverage is 
limited to annual max of: 20 days 
each for Pulmonary rehab and 
Cognitive therapy services; 20 days 
each for Physical and Occupational 
therapies; 36 days for Cardiac rehab 
services.

Limits are not applicable to mental 
health conditions for Physical, Speech 
and Occupational therapies.

Habilitation services No charge/visit 30% coinsurance/visit

$750 penalty for failure to precertify 
speech therapy services.

Services are covered when Medically 
Necessary to treat a mental health 
condition (e.g. autism).

Limits are not applicable to mental 
health conditions for Physical, Speech 
and Occupational therapies.

If you need help 
recovering or have other 
special health needs

Skilled nursing care No charge 30% coinsurance

$750 penalty for no precertification.
Coverage is limited to 90 days annual 
max for Skilled Nursing, Sub-Acute 
Facility and 60 days annual max for 
Rehabilitation Hospital
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Durable medical equipment No charge 30% coinsurance $750 penalty for no precertification.

Hospice services No charge/inpatient; No 
charge/outpatient services

30% coinsurance/inpatient; 
30% coinsurance/outpatient 
services

$750 penalty for no precertification.

Children's eye exam Not covered Not covered None
Children's glasses Not covered Not covered NoneIf your child needs dental 

or eye care 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.)

 Acupuncture
 Bariatric surgery
 Cosmetic surgery
 Dental care (Adult)
 Dental care (Children)

 Eye care (Children)
 Hearing aids
 Infertility treatment
 Long-term care

 Non-emergency care when traveling outside 
the U.S.

 Routine eye care (Adult)
 Routine foot care
 Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
 Chiropractic care (first 26 visits per year without 

referral, additional visits if medically necessary)
 Private-duty nursing (82 days maximum per 

Calendar Year; 164 days maximum per lifetime)
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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 Health and Human 
Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. 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.

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 questions about your rights, this notice, or assistance, you can contact Cigna Customer service at 1-800-
Cigna24. You may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 
Additionally, a consumer assistance program can help you file your appeal. Contact the program for this plan's situs state: Missouri Division of Insurance at (800) 735-
2966 (toll-free).  However, for information regarding your own state's consumer assistance program refer to www.healthcare.gov.

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month.

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 1-800-244-6224.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-244-6224.
Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1-800-244-6224.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-244-6224.

----------------------To see examples of how this plan might cover costs for a sample medical situation, see the next section.-----------
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About these Coverage Examples:
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.

 
Peg is Having a Baby

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

 Managing Joe's type 2 Diabetes
(a year of routine in-network care of a well- 

controlled condition)

 Mia's Simple Fracture
(in-network emergency room visit and follow up 

care)
 

■ The plan's overall deductible $4,000
■ Specialist coinsurance 0%
■ Hospital (facility) coinsurance 0%
■ Other coinsurance 0%

 
■ The plan's overall deductible $4,000
■ Specialist coinsurance 0%
■ Hospital (facility) coinsurance 0%
■ Other coinsurance 0%

 
■ The plan's overall deductible $4,000
■ Specialist coinsurance 0%
■ Hospital (facility) coinsurance 0%
■ Other coinsurance 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) 

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) 

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 $12,800
  

In this example, Peg would pay:
Cost Sharing  

Deductibles $4,000
Copayments $30
Coinsurance $0

What isn't covered  
Limits or exclusions $10
The total Peg would pay is $4,040

 Total Example Cost  $7,400
  

 In this example, Joe would pay:
 Cost Sharing  

Deductibles $4,000
Copayments $700
Coinsurance $0

 What isn't covered  
Limits or exclusions $200
The total Joe would pay is $4,900

 Total Example Cost  $1,900
  

 In this example, Mia would pay:
 Cost Sharing  

Deductibles $1,900
Copayments $0
Coinsurance $0

 What isn't covered  
Limits or exclusions $0
The total Mia would pay is $1,900 

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

Plan Name: HSA 4000  Ben Ver: 14 Plan ID: 8399314
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reverso de su tarjeta de identificación. Si no lo es, llame al 1.800.244.6224 (los usuarios de TTY deben llamar al 711). 
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Cigna complies with applicable Federal civil rights laws and 
does not discriminate on the basis of race, color, national 
origin, age, disability, or sex. Cigna does not exclude people 
or treat them differently because of race, color, national 
origin, age, disability, or sex.

Cigna:

• Provides free aids and services to people with 
disabilities to communicate effectively with us, such as:
– Qualified sign language interpreters
– Written information in other formats (large print, 

audio, accessible electronic formats, other formats)
• Provides free language services to people whose 

primary language is not English, such as:
– Qualified interpreters
– Information written in other languages

If you need these services, contact customer service at 
the toll-free number shown on your ID card, and ask a 
Customer Service Associate for assistance.

If you believe that Cigna has failed to provide these services  
or discriminated in another way on the basis of race,  
color, national origin, age, disability, or sex, you can file  

DISCRIMINATION IS AGAINST THE LAW
Medical coverage

a grievance by sending an email to ACAGrievance@Cigna.com or by 
writing to the following address:

Cigna
Nondiscrimination Complaint Coordinator
PO Box 188016
Chattanooga, TN  37422

If you need assistance filing a written grievance, please call 
the number on the back of your ID card or send an email to 
ACAGrievance@Cigna.com. You can also file a civil rights 
complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights electronically through the 
Office for Civil Rights Complaint Portal, available at  
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, DC 20201
1.800.368.1019, 800.537.7697 (TDD)
Complaint forms are available at  
http://www.hhs.gov/ocr/office/file/index.html.



Proficiency of Language Assistance Services

English – ATTENTION: Language assistance services, free of 
charge, are available to you. For current Cigna customers, 
call the number on the back of your ID card. Otherwise, call 
1.800.244.6224 (TTY: Dial 711).

Spanish – ATENCIÓN: Hay servicios de asistencia de idiomas, 
sin cargo, a su disposición. Si es un cliente actual de Cigna, 
llame al número que figura en el reverso de su tarjeta de 
identificación. Si no lo es, llame al 1.800.244.6224 (los usuarios 
de TTY deben llamar al 711).

Chinese – 注意：我們可為您免費提供語言協助服務。對於 Cigna 
的現有客戶，請致電您的 ID 卡背面的號碼。其他客戶請致電 
1.800.244.6224 （聽障專線：請撥 711）。

Vietnamese – XIN LƯU Ý: Quý vị được cấp dịch vụ trợ giúp về 
ngôn ngữ miễn phí. Dành cho khách hàng hiện tại của Cigna, vui 
lòng gọi số ở mặt sau thẻ Hội viên. Các trường hợp khác xin gọi số 
1.800.244.6224 (TTY: Quay số 711).

Korean – 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 
무료로 이용하실 수 있습니다. 현재 Cigna 가입자님들께서는 ID 
카드 뒷면에 있는 전화번호로 연락해주십시오. 기타 다른 경우에는 
1.800.244.6224 (TTY: 다이얼 711)번으로 전화해주십시오.

Tagalog – PAUNAWA: Makakakuha ka ng mga serbisyo sa 
tulong sa wika nang libre. Para sa mga kasalukuyang customer 
ng Cigna, tawagan ang numero sa likuran ng iyong ID card.  
O kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian – ВНИМАНИЕ: вам могут предоставить бесплатные 
услуги перевода. Если вы уже участвуете в плане Cigna, 
позвоните по номеру, указанному на обратной стороне 
вашей идентификационной карточки участника плана. 
Если вы не являетесь участником одного из наших 
планов, позвоните по номеру 1.800.244.6224 (TTY: 711).

 Cigna برجاء االنتباه خدمات الترجمة المجانية متاحة لكم. لعمالء – Arabic
الحاليين برجاء االتصال بالرقم المدون علي ظهر بطاقتكم الشخصية. او اتصل ب 

1.800.244.6224 (TTY: اتصل ب 711).

896375a  05/17

French Creole – ATANSYON: Gen sèvis èd nan lang ki disponib gratis 
pou ou. Pou kliyan Cigna yo, rele nimewo ki dèyè kat ID ou. Sinon, rele 
nimewo 1.800.244.6224 (TTY: Rele 711).

French – ATTENTION: Des services d’aide linguistique vous sont 
proposés gratuitement. Si vous êtes un client actuel de Cigna,  
veuillez appeler le numéro indiqué au verso de votre carte d’identité. 
Sinon, veuillez appeler le numéro 1.800.244.6224 (ATS : composez le 
numéro 711).

Portuguese – ATENÇÃO: Tem ao seu dispor serviços de assistência 
linguística, totalmente gratuitos. Para clientes Cigna atuais, ligue para o 
número que se encontra no verso do seu cartão de identificação. Caso 
contrário, ligue para 1.800.244.6224 (Dispositivos TTY: marque 711).

Polish – UWAGA: w celu skorzystania z dostępnej, bezpłatnej pomocy 
językowej, obecni klienci firmy Cigna mogą dzwonić pod numer podany 
na odwrocie karty identyfikacyjnej. Wszystkie inne osoby prosimy o 
skorzystanie z numeru 1 800 244 6224 (TTY: wybierz 711).

Japanese – 注意事項：日本語を話される場合、無料の言語支援サービスをご利
用いただけます。現在のCignaのお客様は、IDカード裏面の電話番号まで、お電
話にてご連絡ください。その他の方は、1.800.244.6224（TTY: 711） 
まで、お電話にてご連絡ください。

Italian – ATTENZIONE: Sono disponibili servizi di assistenza linguistica 
gratuiti. Per i clienti Cigna attuali, chiamare il numero sul retro della 
tessera di identificazione. In caso contrario, chiamare il numero 
1.800.244.6224 (utenti TTY: chiamare il numero 711).

German – ACHTUNG: Die Leistungen der Sprachunterstützung 
stehen Ihnen kostenlos zur Verfügung. Wenn Sie gegenwärtiger 
Cigna-Kunde sind, rufen Sie bitte die Nummer auf der Rückseite Ihrer 
Krankenversicherungskarte an. Andernfalls rufen Sie 1.800.244.6224 an 
(TTY: Wählen Sie 711).

Persian (Farsi) – توجه: خدمات کمک زبانی٬ به صورت رايگان به شما ارائه می شود. برای 
مشتريان فعلی ٬Cigna لطفاً با شماره ای که در پشت کارت شناسايی شماست تماس بگيريد. در غير 
اينصورت با شماره 1.800.244.6224 تماس بگيريد (شماره تلفن ويژه ناشنوايان: شماره 711 را 

شماره گيری کنيد). 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period:  07/01/2019 - 06/30/2020
Missouri Educators Unified Health Plan: Choice Fund Open Access Plus HSA Coverage for: Individual/Individual + Family | Plan Type: OAP

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 more information about your coverage, or to get a copy of the complete terms of coverage, go online at www.cigna.com/sp. 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 view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy.
Important Questions Answers Why This Matters:

What is the overall 
deductible?

For in-network providers:  $6,550/individual or  $13,100/family
For out-of-network providers:  $6,550/individual or  
$13,100/family 
Combined medical/behavioral and pharmacy deductible

Generally, you must pay all of the costs from providers up to the 
deductible amount before this plan begins to pay. If you have 
other family members on the plan, each family member must 
meet their own individual deductible until the total amount of 
deductible expenses paid by all family members meets the 
overall family deductible.

Are there services covered 
before you meet your 
deductible?

Yes. In-network preventive care & immunizations. Out-of-network 
immunization for children through age 5.

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?

For in-network providers  $6,550/individual or  $13,100/family
For out-of-network providers  $19,650/individual or  
$39,300/family 
Combined medical/behavioral and pharmacy out-of-pocket limit

The out-of-pocket limit is the most you could pay in a year for 
covered services. If you have other family members in this plan, 
they have to meet their own out-of-pocket limits until the overall 
family out-of-pocket limit has been met.

What is not included in the 
out-of-pocket limit?

Penalties for failure to obtain pre-authorization for services, 
premiums, balance-billing charges, and health care this plan 
doesn’t cover.

Even though you pay these expenses, they don't count toward 
the out-of-pocket limit.
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Important Questions Answers Why This Matters:

Will you pay less if you use a 
network provider?

Yes. See  www.myCigna.com or call 1-800-Cigna24 for a list of 
network providers.

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 you need a referral to see 
a specialist? No. You can see the specialist you choose without a referral.

All  copayment and  coinsurance costs shown in this chart are after your  deductible has been met, if a  deductible applies.

What You Will PayCommon
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 No charge/visit 30% coinsurance None

Specialist visit No charge/visit 30% coinsurance None
No charge/visit** 30% coinsurance/visit None
No charge/screening** 30% coinsurance/screening None

No charge/immunizations**
30% coinsurance/ 
immunizations

No charge for out of network 
immunizations for children through 
age 5.

If you visit a health care 
provider's office or clinic Preventive care/ screening/ 

immunization
**Deductible does not apply

You may have to pay for services that 
aren’t preventive. Ask your provider if 
the services you need are preventive. 
Then check what your plan will pay 
for.

Diagnostic test (x-ray, blood 
work) No charge 30% coinsurance None

If you have a test Imaging (CT/PET scans, 
MRIs) No charge 30% coinsurance $750 penalty for no precertification.
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Generic drugs (Tier 1)

No charge/prescription (retail 
30 days), No 
charge/prescription (retail 90 
days); No charge/prescription 
(home delivery 90 days)

30% coinsurance/prescription 
(retail); Not covered (home 
delivery)

Preferred brand drugs (Tier 
2)

No charge/prescription (retail 
30 days), No 
charge/prescription (retail 90 
days); No charge/prescription 
(home delivery 90 days)

30% coinsurance/prescription 
(retail); Not covered (home 
delivery)

Non-preferred brand drugs 
(Tier 3)

No charge/prescription (retail 
30 days), No 
charge/prescription (retail 90 
days); No charge/prescription 
(home delivery 90 days)

30% coinsurance/prescription 
(retail); Not covered (home 
delivery)

If you need drugs to treat 
your illness or condition

More information about 
prescription drug coverage 
is available at 
www.myCigna.com

Specialty drugs (Tier 4)
No charge/prescription (retail 
30 days);No 
charge/prescription (home 
delivery 30 days)

30% coinsurance/prescription 
(retail); Not covered (home 
delivery)

Coverage is limited up to a 90-day 
supply (retail and home delivery); up 
to a 30-day supply (retail and home 
delivery) for Specialty drugs.
Certain limitations may apply, 
including, for example: prior 
authorization, step therapy, quantity 
limits.
In-network Federally required 
preventive drugs will be provided at 
no charge

Facility fee (e.g., 
ambulatory surgery center) No charge 30% coinsurance $750 penalty for no precertification.If you have outpatient 

surgery Physician/surgeon fees No charge 30% coinsurance $750 penalty for no precertification.
Emergency room care No charge/visit No charge/visit None
Emergency medical 
transportation No charge No charge NoneIf you need immediate 

medical attention
Urgent care No charge/visit 30% coinsurance None
Facility fee (e.g., hospital 
room) No charge 30% coinsurance $750 penalty for no precertification.If you have a hospital stay
Physician/surgeon fees No charge 30% coinsurance $750 penalty for no precertification.
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Outpatient services No charge/office visit 
No charge/all other services

30% coinsurance/office visit 
30% coinsurance/all other 
services

$750 penalty if no precert of non-
routine services (i.e., partial 
hospitalization, IOP, etc.).

If you need mental health, 
behavioral health, or 
substance abuse services Inpatient services No charge/admission 30% coinsurance $750 penalty for no precertification.

Office visits No charge 30% coinsurance
Childbirth/delivery 
professional services No charge 30% coinsurance

If you are pregnant
Childbirth/delivery facility 
services No charge 30% coinsurance

Primary Care or Specialist benefit 
levels apply for initial visit to confirm 
pregnancy.
Depending on the type of services, a 
copayment, coinsurance or deductible 
may apply. Maternity care may 
include tests and services described 
elsewhere in the SBC (i.e. 
ultrasound).
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Home health care No charge 30% coinsurance

$750 penalty for no precertification.
Coverage is limited to 100 days 
annual max.
16 hour maximum per day (The limit is 
not applicable to mental health and 
substance use disorder conditions.)

Rehabilitation services No charge/visit 30% coinsurance/visit

$750 penalty for failure to precertify 
speech therapy services. Coverage is 
limited to annual max of: 20 days 
each for Pulmonary rehab and 
Cognitive therapy services; 20 days 
each for Physical and Occupational 
therapies; 36 days for Cardiac rehab 
services.

Limits are not applicable to mental 
health conditions for Physical, Speech 
and Occupational therapies.

Habilitation services No charge/visit 30% coinsurance/visit

$750 penalty for failure to precertify 
speech therapy services.

Services are covered when Medically 
Necessary to treat a mental health 
condition (e.g. autism).

Limits are not applicable to mental 
health conditions for Physical, Speech 
and Occupational therapies.

If you need help 
recovering or have other 
special health needs

Skilled nursing care No charge 30% coinsurance

$750 penalty for no precertification.  
Coverage is limited to 90 days annual 
max for Skilled Nursing, Sub-Acute 
Facility and 60 days annual max for 
Rehabilitation Hospital
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Durable medical equipment No charge 30% coinsurance $750 penalty for no precertification.

Hospice services No charge/inpatient; No 
charge/outpatient services

30% coinsurance/inpatient; 
30% coinsurance/outpatient 
services

$750 penalty for no precertification.

Children's eye exam Not covered Not covered None
Children's glasses Not covered Not covered NoneIf your child needs dental 

or eye care 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.)

 Acupuncture
 Bariatric surgery
 Cosmetic surgery
 Dental care (Adult)
 Dental care (Children)

 Eye care (Children)
 Hearing aids
 Infertility treatment
 Long-term care

 Non-emergency care when traveling outside 
the U.S.

 Routine eye care (Adult)
 Routine foot care
 Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
 Chiropractic care (first 26 visits per year without 

referral, additional visits if medically necessary)
 Private-duty nursing (82 days maximum per 

Calendar Year; 164 days maximum per lifetime)
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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 Health and Human 
Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. 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.

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 questions about your rights, this notice, or assistance, you can contact Cigna Customer service at 1-800-
Cigna24. You may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 
Additionally, a consumer assistance program can help you file your appeal. Contact the program for this plan's situs state: Missouri Division of Insurance at (800) 735-
2966 (toll-free).  However, for information regarding your own state's consumer assistance program refer to www.healthcare.gov.

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month.

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 1-800-244-6224.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-244-6224.
Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1-800-244-6224.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-244-6224.

----------------------To see examples of how this plan might cover costs for a sample medical situation, see the next section.-----------
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About these Coverage Examples:
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.

 
Peg is Having a Baby

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

 Managing Joe's type 2 Diabetes
(a year of routine in-network care of a well- 

controlled condition)

 Mia's Simple Fracture
(in-network emergency room visit and follow up 

care)
 

■ The plan's overall deductible $6,550
■ Specialist coinsurance 0%
■ Hospital (facility) coinsurance 0%
■ Other coinsurance 0%

 
■ The plan's overall deductible $6,550
■ Specialist coinsurance 0%
■ Hospital (facility) coinsurance 0%
■ Other coinsurance 0%

 
■ The plan's overall deductible $6,550
■ Specialist coinsurance 0%
■ Hospital (facility) coinsurance 0%
■ Other coinsurance 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) 

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) 

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 $12,800
  

In this example, Peg would pay:
Cost Sharing  

Deductibles $6,550
Copayments $0
Coinsurance $0

What isn't covered  
Limits or exclusions $10
The total Peg would pay is $6,560

 Total Example Cost  $7,400
  

 In this example, Joe would pay:
 Cost Sharing  

Deductibles $6,480
Copayments $0
Coinsurance $0

 What isn't covered  
Limits or exclusions $200
The total Joe would pay is $6,680

 Total Example Cost  $1,900
  

 In this example, Mia would pay:
 Cost Sharing  

Deductibles $1,900
Copayments $0
Coinsurance $0

 What isn't covered  
Limits or exclusions $0
The total Mia would pay is $1,900 

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

Plan Name: HSA 6550  Ben Ver: 14 Plan ID: 8399323

https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan


 

 

 



All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Cigna Health and Life 
Insurance Company, Connecticut General Life Insurance Company, Cigna Behavioral Health, Inc., Cigna Health Management, Inc., and HMO or service 
company subsidiaries of Cigna Health Corporation and Cigna Dental Health, Inc. The Cigna name, logos, and other Cigna marks are owned by Cigna 
Intellectual Property, Inc. ATTENTION: If you speak languages other than English, language assistance services, free of charge are available to you. For 
current Cigna customers, call the number on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711). ATENCIÓN: Si usted habla un idioma 
que no sea inglés, tiene a su disposición servicios gratuitos de asistencia lingüística. Si es un cliente actual de Cigna, llame al número que figura en el 
reverso de su tarjeta de identificación. Si no lo es, llame al 1.800.244.6224 (los usuarios de TTY deben llamar al 711). 
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Cigna complies with applicable Federal civil rights laws and 
does not discriminate on the basis of race, color, national 
origin, age, disability, or sex. Cigna does not exclude people 
or treat them differently because of race, color, national 
origin, age, disability, or sex.

Cigna:

• Provides free aids and services to people with 
disabilities to communicate effectively with us, such as:
– Qualified sign language interpreters
– Written information in other formats (large print, 

audio, accessible electronic formats, other formats)
• Provides free language services to people whose 

primary language is not English, such as:
– Qualified interpreters
– Information written in other languages

If you need these services, contact customer service at 
the toll-free number shown on your ID card, and ask a 
Customer Service Associate for assistance.

If you believe that Cigna has failed to provide these services  
or discriminated in another way on the basis of race,  
color, national origin, age, disability, or sex, you can file  

DISCRIMINATION IS AGAINST THE LAW
Medical coverage

a grievance by sending an email to ACAGrievance@Cigna.com or by 
writing to the following address:

Cigna
Nondiscrimination Complaint Coordinator
PO Box 188016
Chattanooga, TN  37422

If you need assistance filing a written grievance, please call 
the number on the back of your ID card or send an email to 
ACAGrievance@Cigna.com. You can also file a civil rights 
complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights electronically through the 
Office for Civil Rights Complaint Portal, available at  
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, DC 20201
1.800.368.1019, 800.537.7697 (TDD)
Complaint forms are available at  
http://www.hhs.gov/ocr/office/file/index.html.



Proficiency of Language Assistance Services

English – ATTENTION: Language assistance services, free of 
charge, are available to you. For current Cigna customers, 
call the number on the back of your ID card. Otherwise, call 
1.800.244.6224 (TTY: Dial 711).

Spanish – ATENCIÓN: Hay servicios de asistencia de idiomas, 
sin cargo, a su disposición. Si es un cliente actual de Cigna, 
llame al número que figura en el reverso de su tarjeta de 
identificación. Si no lo es, llame al 1.800.244.6224 (los usuarios 
de TTY deben llamar al 711).

Chinese – 注意：我們可為您免費提供語言協助服務。對於 Cigna 
的現有客戶，請致電您的 ID 卡背面的號碼。其他客戶請致電 
1.800.244.6224 （聽障專線：請撥 711）。

Vietnamese – XIN LƯU Ý: Quý vị được cấp dịch vụ trợ giúp về 
ngôn ngữ miễn phí. Dành cho khách hàng hiện tại của Cigna, vui 
lòng gọi số ở mặt sau thẻ Hội viên. Các trường hợp khác xin gọi số 
1.800.244.6224 (TTY: Quay số 711).

Korean – 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 
무료로 이용하실 수 있습니다. 현재 Cigna 가입자님들께서는 ID 
카드 뒷면에 있는 전화번호로 연락해주십시오. 기타 다른 경우에는 
1.800.244.6224 (TTY: 다이얼 711)번으로 전화해주십시오.

Tagalog – PAUNAWA: Makakakuha ka ng mga serbisyo sa 
tulong sa wika nang libre. Para sa mga kasalukuyang customer 
ng Cigna, tawagan ang numero sa likuran ng iyong ID card.  
O kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian – ВНИМАНИЕ: вам могут предоставить бесплатные 
услуги перевода. Если вы уже участвуете в плане Cigna, 
позвоните по номеру, указанному на обратной стороне 
вашей идентификационной карточки участника плана. 
Если вы не являетесь участником одного из наших 
планов, позвоните по номеру 1.800.244.6224 (TTY: 711).

 Cigna برجاء االنتباه خدمات الترجمة المجانية متاحة لكم. لعمالء – Arabic
الحاليين برجاء االتصال بالرقم المدون علي ظهر بطاقتكم الشخصية. او اتصل ب 

1.800.244.6224 (TTY: اتصل ب 711).

896375a  05/17

French Creole – ATANSYON: Gen sèvis èd nan lang ki disponib gratis 
pou ou. Pou kliyan Cigna yo, rele nimewo ki dèyè kat ID ou. Sinon, rele 
nimewo 1.800.244.6224 (TTY: Rele 711).

French – ATTENTION: Des services d’aide linguistique vous sont 
proposés gratuitement. Si vous êtes un client actuel de Cigna,  
veuillez appeler le numéro indiqué au verso de votre carte d’identité. 
Sinon, veuillez appeler le numéro 1.800.244.6224 (ATS : composez le 
numéro 711).

Portuguese – ATENÇÃO: Tem ao seu dispor serviços de assistência 
linguística, totalmente gratuitos. Para clientes Cigna atuais, ligue para o 
número que se encontra no verso do seu cartão de identificação. Caso 
contrário, ligue para 1.800.244.6224 (Dispositivos TTY: marque 711).

Polish – UWAGA: w celu skorzystania z dostępnej, bezpłatnej pomocy 
językowej, obecni klienci firmy Cigna mogą dzwonić pod numer podany 
na odwrocie karty identyfikacyjnej. Wszystkie inne osoby prosimy o 
skorzystanie z numeru 1 800 244 6224 (TTY: wybierz 711).

Japanese – 注意事項：日本語を話される場合、無料の言語支援サービスをご利
用いただけます。現在のCignaのお客様は、IDカード裏面の電話番号まで、お電
話にてご連絡ください。その他の方は、1.800.244.6224（TTY: 711） 
まで、お電話にてご連絡ください。

Italian – ATTENZIONE: Sono disponibili servizi di assistenza linguistica 
gratuiti. Per i clienti Cigna attuali, chiamare il numero sul retro della 
tessera di identificazione. In caso contrario, chiamare il numero 
1.800.244.6224 (utenti TTY: chiamare il numero 711).

German – ACHTUNG: Die Leistungen der Sprachunterstützung 
stehen Ihnen kostenlos zur Verfügung. Wenn Sie gegenwärtiger 
Cigna-Kunde sind, rufen Sie bitte die Nummer auf der Rückseite Ihrer 
Krankenversicherungskarte an. Andernfalls rufen Sie 1.800.244.6224 an 
(TTY: Wählen Sie 711).

Persian (Farsi) – توجه: خدمات کمک زبانی٬ به صورت رايگان به شما ارائه می شود. برای 
مشتريان فعلی ٬Cigna لطفاً با شماره ای که در پشت کارت شناسايی شماست تماس بگيريد. در غير 
اينصورت با شماره 1.800.244.6224 تماس بگيريد (شماره تلفن ويژه ناشنوايان: شماره 711 را 

شماره گيری کنيد). 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period:  07/01/2019 - 06/30/2020
Missouri Educators Unified Health Plan: Open Access Plus Coverage for: Individual/Individual + Family | Plan Type: OAP

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 more information about your coverage, or to get a copy of the complete terms of coverage, go online at www.cigna.com/sp. 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 view the Glossary at https://www.healthcare.gov/sbc-glossary or call 1-800-Cigna24 to request a copy.
Important Questions Answers Why This Matters:

What is the overall 
deductible?

For in-network providers:  $3,500/individual or  $10,500/family
For out-of-network providers:  $3,500/individual or  
$10,500/family

Generally, you must pay all of the costs from providers up to the 
deductible amount before this plan begins to pay. If you have 
other family members on the plan, each family member must 
meet their own individual deductible until the total amount of 
deductible expenses paid by all family members meets the 
overall family deductible.

Are there services covered 
before you meet your 
deductible?

Yes. In-network preventive care & immunizations, diagnostic 
mammogram, office visits, emergency room visits, in-network 
urgent care facility visits. Out-of-network immunization for 
children through age 5.

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, $200/individual for in-network prescription drugs; 
$200/individual for out-of-network prescription drugs
**does not apply to generic prescription drugs
There are no other specific deductibles.

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?

For in-network providers  $7,150/individual or  $14,300/family
For out-of-network providers  $21,450/individual or  
$42,900/family 
Combined medical/behavioral and pharmacy out-of-pocket limit

The out-of-pocket limit is the most you could pay in a year for 
covered services. If you have other family members in this plan, 
they have to meet their own out-of-pocket limits until the overall 
family out-of-pocket limit has been met.

What is not included in the 
out-of-pocket limit?

Penalties for failure to obtain pre-authorization for services, 
premiums, balance-billing charges, and health care this plan 
doesn’t cover.

Even though you pay these expenses, they don't count toward 
the out-of-pocket limit.
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Important Questions Answers Why This Matters:

Will you pay less if you use a 
network provider?

Yes. See  www.myCigna.com or call 1-800-Cigna24 for a list of 
network providers.

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 you need a referral to see 
a specialist? No. You can see the specialist you choose without a referral.

All  copayment and  coinsurance costs shown in this chart are after your  deductible has been met, if a  deductible applies.

What You Will PayCommon
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

$30 copay/visit
Deductible does not apply 50% coinsurance None

Specialist visit $50 copay/visit
Deductible does not apply 50% coinsurance None

No charge/visit** 50% coinsurance/visit None
No charge/screening** 50% coinsurance/screening None

No charge/immunizations**
50% coinsurance/ 
immunizations

No charge for out of network 
immunizations for children through 
age 5.

If you visit a health care 
provider's office or clinic

Preventive care/ screening/ 
immunization

**Deductible does not apply
You may have to pay for services that 
aren’t preventive. Ask your provider if 
the services you need are preventive. 
Then check what your plan will pay 
for.

Diagnostic test (x-ray, blood 
work) 20% coinsurance 50% coinsurance In-network diagnostic mammogram -

No ChargeIf you have a test Imaging (CT/PET scans, 
MRIs) 20% coinsurance 50% coinsurance $750 penalty for no precertification.
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Generic drugs (Tier 1)

$10 copay/prescription (retail 
30 days), $30 
copay/prescription (retail 90 
days); $10 copay/prescription 
(home delivery 90 days)
Deductible does not apply

50% coinsurance/prescription 
(retail); Not covered (home 
delivery)

Preferred brand drugs (Tier 
2)

$35 copay/prescription (retail 
30 days), $105 
copay/prescription (retail 90 
days); $90 copay/prescription 
(home delivery 90 days)

50% coinsurance/prescription 
(retail); Not covered (home 
delivery)

Non-preferred brand drugs 
(Tier 3)

$75 copay/prescription (retail 
30 days), $225 
copay/prescription (retail 90 
days); $225 copay/prescription 
(home delivery 90 days)

50% coinsurance/prescription 
(retail); Not covered (home 
delivery)

If you need drugs to treat 
your illness or condition

More information about 
prescription drug coverage 
is available at 
www.myCigna.com

Specialty drugs (Tier 4)

25% coinsurance up to a 
maximum of $150/prescription 
(retail 30 days); 25% 
coinsurance up to a maximum 
of $150/prescription (home 
delivery 30 days)

50% coinsurance/prescription 
(retail); Not covered (home 
delivery)

Coverage is limited up to a 90-day 
supply (retail and home delivery); up 
to a 30-day supply (retail and home 
delivery) for Specialty drugs.
Certain limitations may apply, 
including, for example: prior 
authorization, step therapy, quantity 
limits.

Facility fee (e.g., 
ambulatory surgery center) 20% coinsurance 50% coinsurance $750 penalty for no precertification.If you have outpatient 

surgery Physician/surgeon fees 20% coinsurance 50% coinsurance $750 penalty for no precertification.

Emergency room care $250 copay/visit
Deductible does not apply

$250 copay/visit
Deductible does not apply Per visit copay is waived if admitted

Emergency medical 
transportation 20% coinsurance 20% coinsurance NoneIf you need immediate 

medical attention

Urgent care $50 copay/visit
Deductible does not apply 50% coinsurance None
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Facility fee (e.g., hospital 
room) 20% coinsurance 50% coinsurance $750 penalty for no precertification.If you have a hospital stay
Physician/surgeon fees 20% coinsurance 50% coinsurance $750 penalty for no precertification.

Outpatient services
$30 copay/office visit** 
20% coinsurance/all other 
services
**Deductible does not apply

50% coinsurance/office visit 
50% coinsurance/all other 
services

$750 penalty if no precert of non-
routine services (i.e., partial 
hospitalization, IOP, etc.).

If you need mental health, 
behavioral health, or 
substance abuse services

Inpatient services 20% coinsurance 50% coinsurance $750 penalty for no precertification.
Office visits 20% coinsurance 50% coinsurance
Childbirth/delivery 
professional services 20% coinsurance 50% coinsurance

If you are pregnant
Childbirth/delivery facility 
services 20% coinsurance 50% coinsurance

Primary Care or Specialist benefit 
levels apply for initial visit to confirm 
pregnancy.
Depending on the type of services, a 
copayment, coinsurance or deductible 
may apply. Maternity care may 
include tests and services described 
elsewhere in the SBC (i.e. 
ultrasound).
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Home health care 20% coinsurance 50% coinsurance

$750 penalty for no precertification.
Coverage is limited to 90 days annual 
max.
16 hour maximum per day (The limit is 
not applicable to mental health and 
substance use disorder conditions.)

Rehabilitation services
$30 copay/PCP visit**

$50 copay/Specialist visit**
**Deductible does not apply

50% coinsurance/PCP visit

50% coinsurance/Specialist 
visit

$750 penalty for failure to precertify 
speech therapy services. Coverage is 
limited to annual max of: 20 days 
each for Pulmonary rehab and 
Cognitive therapy services; 20 days 
each for Physical and Occupational 
therapies; 36 days for Cardiac rehab 
services.

Limits are not applicable to mental 
health conditions for Physical, Speech 
and Occupational therapies.

Habilitation services
$30 copay/PCP visit**

$50 copay/Specialist visit**
**Deductible does not apply

50% coinsurance/PCP visit

50% coinsurance/Specialist 
visit

$750 penalty for failure to precertify 
speech therapy services.

Services are covered when Medically 
Necessary to treat a mental health 
condition (e.g. autism).

Limits are not applicable to mental 
health conditions for Physical, Speech 
and Occupational therapies.

If you need help 
recovering or have other 
special health needs

Skilled nursing care 20% coinsurance 50% coinsurance

$750 penalty for no precertification.
Coverage is limited to 90 days annual 
max for Skilled Nursing, Sub-Acute 
Facility and 60 days annual max for 
Rehabilitation Hospital
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Common
Medical Event Services You May Need

What You Will Pay Limitations, Exceptions, & Other 
Important InformationIn-Network Provider

(You will pay the least)
Out-of-Network Provider
(You will pay the most)

Durable medical equipment 20% coinsurance 50% coinsurance $750 penalty for no precertification.

Hospice services
20% coinsurance/inpatient; 
20% coinsurance/outpatient 
services

50% coinsurance/inpatient; 
50% coinsurance/outpatient 
services

$750 penalty for no precertification.

Children's eye exam Not covered Not covered None
Children's glasses Not covered Not covered NoneIf your child needs dental 

or eye care 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.)

 Acupuncture
 Bariatric surgery
 Cosmetic surgery
 Dental care (Adult)
 Dental care (Children)

 Eye care (Children)
 Hearing aids
 Infertility treatment
 Long-term care

 Non-emergency care when traveling outside 
the U.S.

 Routine eye care (Adult)
 Routine foot care
 Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
 Chiropractic care (first 26 visits per year without 

referral, additional visits if medically necessary)
 Private-duty nursing (82 days maximum per 

Calendar Year; 164 days maximum per lifetime)
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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 Health and Human 
Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. 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.

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 questions about your rights, this notice, or assistance, you can contact Cigna Customer service at 1-800-
Cigna24. You may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 
Additionally, a consumer assistance program can help you file your appeal. Contact the program for this plan's situs state: Missouri Division of Insurance at (800) 735-
2966 (toll-free).  However, for information regarding your own state's consumer assistance program refer to www.healthcare.gov.

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption from the 
requirement that you have health coverage for that month.

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 1-800-244-6224.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-244-6224.
Chinese (中文): 如果需要中文的帮助，请拨打这个号码 1-800-244-6224.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-244-6224.

----------------------To see examples of how this plan might cover costs for a sample medical situation, see the next section.-----------
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About these Coverage Examples:
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.

 
Peg is Having a Baby

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

 Managing Joe's type 2 Diabetes
(a year of routine in-network care of a well- 

controlled condition)

 Mia's Simple Fracture
(in-network emergency room visit and follow up 

care)
 

■ The plan's overall deductible $3,500
■ Specialist copayment $50
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%

 
■ The plan's overall deductible $3,500
■ Specialist copayment $50
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%

 
■ The plan's overall deductible $3,500
■ Specialist copayment $50
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20% 

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) 

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) 

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 $12,800
  

In this example, Peg would pay:
Cost Sharing  

Deductibles $3,500
Copayments $50
Coinsurance $1,800

What isn't covered  
Limits or exclusions $10
The total Peg would pay is $5,360

 Total Example Cost  $7,400
  

 In this example, Joe would pay:
 Cost Sharing  

Deductibles $130
Copayments $1,000
Coinsurance $0

 What isn't covered  
Limits or exclusions $200
The total Joe would pay is $1,330

 Total Example Cost  $1,900
  

 In this example, Mia would pay:
 Cost Sharing  

Deductibles $630
Copayments $400
Coinsurance $0

 What isn't covered  
Limits or exclusions $0
The total Mia would pay is $1,030 

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

Plan Name: OAP 3500  Ben Ver: 14 Plan ID: 8399330
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Cigna complies with applicable Federal civil rights laws and 
does not discriminate on the basis of race, color, national 
origin, age, disability, or sex. Cigna does not exclude people 
or treat them differently because of race, color, national 
origin, age, disability, or sex.

Cigna:

• Provides free aids and services to people with 
disabilities to communicate effectively with us, such as:
– Qualified sign language interpreters
– Written information in other formats (large print, 

audio, accessible electronic formats, other formats)
• Provides free language services to people whose 

primary language is not English, such as:
– Qualified interpreters
– Information written in other languages

If you need these services, contact customer service at 
the toll-free number shown on your ID card, and ask a 
Customer Service Associate for assistance.

If you believe that Cigna has failed to provide these services  
or discriminated in another way on the basis of race,  
color, national origin, age, disability, or sex, you can file  

DISCRIMINATION IS AGAINST THE LAW
Medical coverage

a grievance by sending an email to ACAGrievance@Cigna.com or by 
writing to the following address:

Cigna
Nondiscrimination Complaint Coordinator
PO Box 188016
Chattanooga, TN  37422

If you need assistance filing a written grievance, please call 
the number on the back of your ID card or send an email to 
ACAGrievance@Cigna.com. You can also file a civil rights 
complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights electronically through the 
Office for Civil Rights Complaint Portal, available at  
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, DC 20201
1.800.368.1019, 800.537.7697 (TDD)
Complaint forms are available at  
http://www.hhs.gov/ocr/office/file/index.html.



Proficiency of Language Assistance Services

English – ATTENTION: Language assistance services, free of 
charge, are available to you. For current Cigna customers, 
call the number on the back of your ID card. Otherwise, call 
1.800.244.6224 (TTY: Dial 711).

Spanish – ATENCIÓN: Hay servicios de asistencia de idiomas, 
sin cargo, a su disposición. Si es un cliente actual de Cigna, 
llame al número que figura en el reverso de su tarjeta de 
identificación. Si no lo es, llame al 1.800.244.6224 (los usuarios 
de TTY deben llamar al 711).

Chinese – 注意：我們可為您免費提供語言協助服務。對於 Cigna 
的現有客戶，請致電您的 ID 卡背面的號碼。其他客戶請致電 
1.800.244.6224 （聽障專線：請撥 711）。

Vietnamese – XIN LƯU Ý: Quý vị được cấp dịch vụ trợ giúp về 
ngôn ngữ miễn phí. Dành cho khách hàng hiện tại của Cigna, vui 
lòng gọi số ở mặt sau thẻ Hội viên. Các trường hợp khác xin gọi số 
1.800.244.6224 (TTY: Quay số 711).

Korean – 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 
무료로 이용하실 수 있습니다. 현재 Cigna 가입자님들께서는 ID 
카드 뒷면에 있는 전화번호로 연락해주십시오. 기타 다른 경우에는 
1.800.244.6224 (TTY: 다이얼 711)번으로 전화해주십시오.

Tagalog – PAUNAWA: Makakakuha ka ng mga serbisyo sa 
tulong sa wika nang libre. Para sa mga kasalukuyang customer 
ng Cigna, tawagan ang numero sa likuran ng iyong ID card.  
O kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian – ВНИМАНИЕ: вам могут предоставить бесплатные 
услуги перевода. Если вы уже участвуете в плане Cigna, 
позвоните по номеру, указанному на обратной стороне 
вашей идентификационной карточки участника плана. 
Если вы не являетесь участником одного из наших 
планов, позвоните по номеру 1.800.244.6224 (TTY: 711).

 Cigna برجاء االنتباه خدمات الترجمة المجانية متاحة لكم. لعمالء – Arabic
الحاليين برجاء االتصال بالرقم المدون علي ظهر بطاقتكم الشخصية. او اتصل ب 

1.800.244.6224 (TTY: اتصل ب 711).
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French Creole – ATANSYON: Gen sèvis èd nan lang ki disponib gratis 
pou ou. Pou kliyan Cigna yo, rele nimewo ki dèyè kat ID ou. Sinon, rele 
nimewo 1.800.244.6224 (TTY: Rele 711).

French – ATTENTION: Des services d’aide linguistique vous sont 
proposés gratuitement. Si vous êtes un client actuel de Cigna,  
veuillez appeler le numéro indiqué au verso de votre carte d’identité. 
Sinon, veuillez appeler le numéro 1.800.244.6224 (ATS : composez le 
numéro 711).

Portuguese – ATENÇÃO: Tem ao seu dispor serviços de assistência 
linguística, totalmente gratuitos. Para clientes Cigna atuais, ligue para o 
número que se encontra no verso do seu cartão de identificação. Caso 
contrário, ligue para 1.800.244.6224 (Dispositivos TTY: marque 711).

Polish – UWAGA: w celu skorzystania z dostępnej, bezpłatnej pomocy 
językowej, obecni klienci firmy Cigna mogą dzwonić pod numer podany 
na odwrocie karty identyfikacyjnej. Wszystkie inne osoby prosimy o 
skorzystanie z numeru 1 800 244 6224 (TTY: wybierz 711).

Japanese – 注意事項：日本語を話される場合、無料の言語支援サービスをご利
用いただけます。現在のCignaのお客様は、IDカード裏面の電話番号まで、お電
話にてご連絡ください。その他の方は、1.800.244.6224（TTY: 711） 
まで、お電話にてご連絡ください。

Italian – ATTENZIONE: Sono disponibili servizi di assistenza linguistica 
gratuiti. Per i clienti Cigna attuali, chiamare il numero sul retro della 
tessera di identificazione. In caso contrario, chiamare il numero 
1.800.244.6224 (utenti TTY: chiamare il numero 711).

German – ACHTUNG: Die Leistungen der Sprachunterstützung 
stehen Ihnen kostenlos zur Verfügung. Wenn Sie gegenwärtiger 
Cigna-Kunde sind, rufen Sie bitte die Nummer auf der Rückseite Ihrer 
Krankenversicherungskarte an. Andernfalls rufen Sie 1.800.244.6224 an 
(TTY: Wählen Sie 711).

Persian (Farsi) – توجه: خدمات کمک زبانی٬ به صورت رايگان به شما ارائه می شود. برای 
مشتريان فعلی ٬Cigna لطفاً با شماره ای که در پشت کارت شناسايی شماست تماس بگيريد. در غير 
اينصورت با شماره 1.800.244.6224 تماس بگيريد (شماره تلفن ويژه ناشنوايان: شماره 711 را 

شماره گيری کنيد). 



Your VSP Vision Plan
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Search for VSP providers in your area at VSP.com

Benefi t Summary

Provider Network VSP Choice Network + Affi liates

In Network Out of Network

Annual Deductible
$10 exam

$25 materials*

Annual Eye Exam 100% Up to $45

Single Vision Lenses 100% Up to $30

Bifocal Lenses 100% Up to $50

Trifocal Lenses 100% Up to $65

Progressive Lenses

Up to provider’s 

contracted fee 

for lined 

bifocal lenses.

Up to $50

Frame $130** Up to $105

Contacts Fit & 

Follow Up Exams

Member pays no 

more than $60
No benefi t

Contact Lenses Up to $130 Up to $105

Frequencies 

(months)

Exam/Lens/Frame

12/12/24

Based on date of service

*  Deductible applies to a complete pair of glasses or to frames, 

whichever is selected.

** The Costco allowance will be the wholesale equivalent.

Monthly Rates

Employee Only $9.90

Employee & Spouse $19.80

Employee & Children $17.60

Employee, Spouse & 

Children
$27.50

 Rates good through 1/31/2019.

The largest network 
of independent doctors

retail chain affliliates such as
4,500 

94% of VSP doctors offer 
early morning or evening 
appointments and access to 
24-hour emergency care

No claim forms to complete when
 you see a VSP doctor

Out-of-network benefits can be used at

94% 



This information is provided by Ameritas Life Insurance Corp. (Ameritas Life). Group dental, vision and hearing care products (9000 Rev. 03-16, dates may vary by state) and individual dental and vision 

products (Indiv. 9000 Rev. 07-16) are issued by Ameritas Life. Ameritas, the bison design, “fulfi lling life” and product names designated with SM or ® are service marks or registered service marks of 

Ameritas Life, affi liate Ameritas Holding Company or Ameritas Mutual Holding Company. All other brands are property of their respective owners. © 2018 Ameritas Mutual Holding Company.

  800-776-9446 ameritas.com

VSP Limitations
Some brands of spectacle frames may be unavailable at all 
locations for purchase as Covered Expenses, or may be subject 
to additional out-of-pocket expenses. Members may obtain details 
regarding frame brand availability from their treating provider or by 
calling VSP’s Customer Care Division at (800) 877-7195. 

Please refer to the Certifi cate of Insurance for a complete list of 
covered procedures. Covered expenses will not include and no 
benefi ts will be payable for:

•  Vision examinations, lenses and frames more than the frequency 
as indicated on the plan summary page.

•  Services and/or materials not specifi cally included in the 
Schedule as covered Plan Benefi ts.

•  Plano lenses (lenses with refractive correction of less than plus 
or minus .50 diopter) except as specifi cally allowed in the frames 
benefi t section of the Plan Benefi ts.

•  Services or materials that are cosmetic, including plano 
contact lenses to change eye color and artistically painted 
contact lenses.

• Two pairs of glasses in lieu of bifocals.

•  Replacement of spectacle lenses, frames, and/or contact lenses 
furnished under this plan that are lost or damaged, except at the 
normal intervals when services are otherwise available.

•  Orthoptics or vision training and any associated 
supplemental testing.

• Medical or surgical treatment of the eyes.

• Contact lens modifi cation, polishing or cleaning.

•  The refi tting of contact lenses after the initial 90-day fi ling period.

• Contact lens insurance policies or service contracts.

•  Additional offi ce visits associated with contact lens pathology.

•  Local, state and/or federal taxes, except where law requires us 
to pay.

•  Membership fees for any retail center in which an Affi liate or 
Open Access provider offi ce may be located. Covered persons 
may be required to purchase a membership at certain retail 
locations before accessing plan benefi ts.

When you visit a VSP network provider 
you'll save:

20% off remaining frame balance

20-25% off on-covered lens options 
such as UV coating & polycarbonate

20% off non-covered complete 
prescription glasses

15% off LASIK and PRK laser 
surgery retail price or

5% off promotion price

Based on applicable laws, reduced costs may vary by doctor location.



To find a network dentist or verify coverage call toll free: 
1.800.Cigna24 or 1.800.244.6224  
Cigna Dental 
P.O. Box 188037 
Chattanooga, TN 37422-8037 

Participant Name: 
Participant Number:    Use Cigna ID 

Plan ID: 
 
3341844 

Cigna Health and Life Insurance Company 
 

 

Warren County R-III School District 

Insured 
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