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Benefits Eligibility 
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 Regular employees scheduled to work:  
 Full-time (30 or more hours per week) 
 Part-time (19 – 29.99 hours per week) 
 

 Contract employees may be eligible 
based on the terms of their contract 
 

 Eligible dependents include: 
 Legal spouse (does not include 

domestic partners) 
 Child or young adult up to age 26  
 Disabled child of any age, if disability 

began prior to age 26  
 

Presenter
Presentation Notes
You are eligible for County benefits...

If you are scheduled to work at least 19 hours per week and you are not a temporary employee, you are eligible for benefits.  Regular employees working 19 – 29.99 hours per week will be considered part-time and will have higher premiums for their medical, vision, and dental plans.

Contract employees may be eligible for benefits depending on the terms of their contract. The rules for premiums for contract employees who are eligible for benefits are the same as for regular employees.  The only exception is for contract employees who recently retired from the County, have returned to work and work less than 20 hours per week, as required by the retirement system.  Return to work retirees are charged part-time premiums during the first year of their return to work.

Temporary employees are not eligible for benefits except for the Employee Assistance Program.  All employees are eligible for the EAP.

Your dependents may be eligible to be covered under your County benefits if they are:
Your legal spouse as defined or recognized by Arizona law which does not include same-sex or common-law spouses, domestic partners, or significant others. 

Your child or your young adult up to age 26.  Your child’s marital status, residency, tax dependency, and full-time student status are no longer considered when you enroll a child or young adult under your plan. The term “child” is defined as your natural child, step child, legally adopted child, child placed with you for adoption or child for whom you have been awarded legal guardianship.  

Your disabled child of any age whose disability began prior to age 26.  If your child or young adult is disabled, when you complete your enrollment online through the Benefit Enrollment System, make sure to check the disability box on the dependent screen to YES.





Benefits Eligibility  
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 Social Security Number required for each 

covered member (employees and 
dependents)  
 Vendors will not print Social Security Numbers 

on ID Cards 
 Ensure accuracy of 1095-C forms 
 

 Attestation of Dependent Eligibility 
 Required to attest that dependent(s) enrolled in 

medical, vision and/or dental coverage meet the 
eligibility requirements for coverage  

 
 Dual coverage (for employees and 

dependents) not permitted on any County 
benefit plans 
 



Dependent Verification 
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 Validation required for all newly-added dependents 
upon initial enrollment of the dependent 

  
 
Four Simple Steps 
1. Submit the documentation required 
2. Follow the instructions to fax, mail, or upload to 

the address provided 
3. Use the Cover Sheet provided 
4. Comply by the deadline 
 
 

 Failure to respond to the audit within 60 days from 
the benefit’s effective date will result in dependents 
being dropped from coverage retroactively and you 
being financially responsible for any claims incurred 
during the period of ineligibility 

 

Presenter
Presentation Notes
Any dependents that you add to coverage will be audited to verify that they are eligible for coverage.  Audits are also conducted after a family status change and following Open Enrollment.

The audit process starts with a letter being sent to your home address.  The letter requests specific documentation that relates to the person added.  For example, the addition of a spouse requires two forms of documentation to verify the spousal relationship and that the spouse lives with you. 

Follow the instructions in the letter exactly. A cover sheet is included in the letter and must be returned with your documentation. Please take care to respond by the due date.  

Failure to complete the audit will result in your dependents losing coverage retroactively and you will be liable for any claims expenses incurred during the time they were enrolled. 






Automatic Enrollment in 
30 Days 
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 Make elections within 30 calendar days from 
your hire date or benefits eligibility date 

 Default Enrollment 
 Cigna HMO Medical Plan 
 OptumRx Co-Insurance Prescription Plan 
 Magellan Behavioral Health Plan 
 ReliaStar Basic Life and Basic AD&D 

Insurance 

Waiving Medical Coverage? 
You must still complete the enrollment process in the 

ADP Benefit Enrollment System to waive coverage, 
otherwise you will be automatically  enrolled in 

coverage.  All elections, including default enrollment 
are irrevocable for the duration of the Plan Year. 

Presenter
Presentation Notes
Your have 30 days from your date of hire, or event date of your benefit eligibility,  to enter your benefit elections in the Benefit Enrollment System.  If after 30 days you have not submitted your online elections, you will be automatically enrolled in the Cigna HMO medical plan, the Co-Insurance pharmacy, and Magellan behavioral health plan; plus basic life insurance coverage. This coverage will only be for you and the premiums for these benefits will be deducted from your paychecks.  If you have dependents, they will not be covered for any benefits. You will not be able to change your benefits until the next Open Enrollment or if you experience a Qualifying Event.
  
If you plan to waive medical coverage with the County, you’ll still need to complete the enrollment process so that you are not automatically enrolled in the benefits. Enter the Benefit Enrollment System and indicate that you are waiving medical coverage. Even if you waive your medical insurance coverage, you may still enroll for Vision coverage, Dental coverage, short-term disability coverage, additional life insurance, additional accidental death and dismemberment, flexible spending accounts, and the group legal plan. The County does not offer compensation for waiving medical coverage. 






When Does Coverage Begin? 

6 

 First day of the month following your hire 
date, or date of benefits eligibility 
 Example: Your hire date with the County is 

September 15th.  Benefits begin October 1st. 
 Example: Your hire date with the County is October 

1st.  Benefits begin November 1st. 
 

 Outside your Newly Eligible event you 
may change your benefit elections once 
per year during Open Enrollment  
 Elections made during Open Enrollment take effect 

each year on July 1st 
 

Presenter
Presentation Notes
Your benefit coverage begins the first day of the third pay period following your date of hire, or your event date of benefits eligibility.  To determine your benefits effective date, access the County’s Pay Schedule from the EBC.  Locate the Pay Period that includes your hire date/event date, and count that as the first pay period.  Count down to the 3rd pay period, and the begin date of the 3rd pay period will be when your benefit coverage begins.  Your benefit premium deductions will also begin on the same date.

Should you ever leave the County, your benefits coverage will end on the last day of the pay period in which your employment terminated.

There is an exception for elected officials when it comes to coverage start and end dates, so the Know Your Benefits booklet would be the best resource for details.

Next, review an example of a new employee’s coverage start date.




The Enrollment Process 

7 

 Register online at https://portal.adp.com and access the 
ADP Benefit Enrollment System 
 Contact your HR Liaison or Employee Benefits to obtain the 

registration code 
 Use Worksheet as guide 
 Enroll under “Newly Eligible” Event 
 Follow ‘Top Down’ process to review and/or enroll in 

each benefit option (medical, vision, dental) 
 Add your dependents to each benefit option 

 Click on the “Submit” button 
 Print a copy of your confirmation page or confirmation 

number for your records 
 Enter elections in the ADP Benefit Enrollment System 

within 30 calendar days of hire date! 
 No exceptions for late enrollment! 

 Next opportunity to make changes will be during the next Open 
Enrollment period  

 

Presenter
Presentation Notes
Enter your benefit elections in the Benefit Enrollment System within 30 calendar days of your date of hire.  Your “new hire” event will be available on the Thursday of the week following when your new hire paperwork was processed by the Records department. There are no exceptions for late enrollment! It’s your responsibility to monitor this 30-day period.  If you fail to enroll, you will automatically be enrolled in benefits, as discussed earlier.

You’ll receive an enrollment worksheet in the mail once your employment record has been created and sent to ADP, the Benefit Administrator.  Complete your worksheet, entering your benefit elections.  This will help you quickly enter your choices in the online Benefit Enrollment System.  An example of the benefit enrollment worksheet is available on the Benefits Home page, NEO tab. Use this worksheet or the personalized worksheet mailed to your home address to help mark your benefit elections before you enter them online.  The enrollment system will log you off after 15 minutes of inactivity and completing the worksheet in advance will assure that you won’t run into this problem.  Please do not send your completed worksheet to the Employee Benefits Division. It will be returned to you and you may miss your enrollment date. All enrollment must be completed by you online in the Benefit Enrollment System. 

Your enrollment can be completed wherever you have access to computer internet, or intranet service at work. First, register on the ADP portal by going to https://portal.adp.com or from the EBC if you are at work, click on the tab labeled Portals and then choose PRISM. Select the “Benefits” “Welcome” tab, then select the Benefit Enrollment System.  Detailed instructions are provided on each page.  Add your eligible dependents and beneficiaries. Then enter your benefit elections from your worksheet and enroll eligible dependents by checking the box next to their names.

Make sure to click on the “Submit” button when you are finished making your elections.  The “Submit” button saves your elections.

It’s important that you complete your online enrollment quickly so your benefit coverage can be established and deductions can begin. A delay will result in retroactive deductions being taken from future paychecks for any missed premiums. Remember, your premium deductions, except for flexible spending accounts, become effective on the first day of the 3rd pay period following your hire date. Flexible spending account deductions begin in the pay period in which you completed your enrollment online.


https://portal.adp.com/


Medical Plans  
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Goals 

 Attract and retain quality employees 
 

 Maintain a competitive benefits package as 
part of total compensation 
 

 Offer meaningful choices  
 

 Contain long-term costs 
 
 Simplify plan design and administration 

 
 Communicate benefit options effectively 
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Factors to Consider 
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Consider these factors when making plan 
elections: 
 
 Personal Needs versus Plan Coverage  
 Per Paycheck Premium 
 Deductibles, Co-pays, and Co-insurance 
 Out-of-Pocket Maximum 
 Network of Providers 

 

Presenter
Presentation Notes
As we go through the plan options there are a few factors that you should pay close attention to when making your plan elections…



Cigna HMO 

11 

 
 Default Plan for all eligible active employees 
 
 In-network managed care only (services must be received within 

Maricopa County except for emergencies) 
 
 Requires Primary Care Physician (PCP) selection from a Cigna 

Medical Group (CMG) Health Care Center 
 In most cases you must receive primary care at a Cigna Health Care 

Center 
 20 Health Care Centers throughout Maricopa County 
 Serve as a “One-Stop Shop” and include pharmacy, lab and radiology all 

in one location 
 
 Specialty Care 

 Requires referral by a CMG PCP 
 Some provided at a CMG Health Care Center 
 Specialty care office visit has lower co-pay when provider is Cigna Care 

Designated  (CCD) 
 

 Prescription benefit carved out to OptumRx and behavioral health 
carved out to Magellan Health Services 

 
 
 
 
 
 

 
 

 
 

Presenter
Presentation Notes
The first plan we’ll discuss is the HMO plan that uses the Cigna Medical Group health care centers as their main network. We call this plan Cigna HMO.

The provider network includes several health care centers located throughout the Valley, after-hours Urgent Care and Care Today walk-in convenience care clinics.

Cigna Medical Group healthcare centers are one-stop shopping centers where you can see your primary care physician, have lab work and radiology completed, see some specialists, and get your short-term prescriptions filled. Some of the centers also offer after-hours urgent care.

Care Today is the name of  walk-in convenience care clinics where no appointment is necessary. These facilities provide service for acute conditions in the event your primary care provider can’t see you for a same day appointment.
The Cigna HMO option provides in-network managed care.

The Cigna HMO plan requires that you select a primary care physician (also called a PCP) who practices in one of the many health care centers. You can self-refer to some specialists who work at these same Cigna facilities. But all other referrals to specialists who practice in their own private practice must come from your Cigna Medical Group PCP.

This plan does not allow you to receive primary care from physicians who practice in a private office outside of the Cigna medical group centers, so if you have a specific primary care physician who practices in his or her private practice office, you will not be able to use that physician and have your claims paid, if you enroll in this plan.

The Cigna HMO plan does not offer what we call out-of-network services either, except in emergency situations. Out-of-network means using a provider who is not contracted with the Cigna medical group network. So, if you have dependents who live outside of Maricopa County, and you enroll in the Cigna HMO  , they will not be able to receive routine services unless they happen to reside in an area where Cigna provides “guesting privileges”. Please contact Cigna directly to ask if the Guesting Program applies to your specific situation.




Additional Benefits 
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 Specialty care office visit has lower co-pay when 
provider is Cigna Care Designated (CCD) 

 Providers identified by the Cigna Care Designated 
symbol 
 Endocrinology, Allergy/Immunology, Ear/Nose/Throat, 

Cardiology, General Surgery, Dermatology, Gastroenterology, 
Hematology/Oncology, OB/GYN, Infectious Disease, Neurology, 
Nephrology, Ophthalmology, Orthopedics/Surgery, Rheumatology, 
Cardio-Thoracic Surgery, Neurosurgery, Urology, Colon and Rectal 
Surgery and Vascular Surgery 

 

 Diabetes Management Program 
 Free diabetes medications and related supplies  

 

 Healthy Pregnancies, Healthy Babies Program 
 $500 incentive if enrolled by the end of the first trimester 
 $250 incentive if enrolled by the end of the second 

trimester 

Presenter
Presentation Notes
Cigna Care Network specialty providers are identified by a CIGNA Care Designation symbol in the online Cigna provider directory. 
Save money when selecting an in-network specialist who carries this Cigna Care Network designation. These high- performing, cost-effective specialists meet Cigna’s standards for quality and efficiency.  Office visit copays are reduced when in-network specialty care is received from a Cigna Care Network specialist. 

The Cigna Care Network includes the following specialists:
Endocrinology, Allergy and Immunology, Ear, Nose and Throat, Cardiology, General Surgery, Dermatology, Gastroenterology, Hematology and Oncology, Obstetrics and Gynecology, Infectious Disease, Neurology, Nephrology, Ophthalmology, Orthopedics and Orthopedic Surgery, Rheumatology, Cardio-Thoracic Surgery, Neurosurgery, Urology, Colon and Rectal Surgery and Vascular Surgery. 

As you can see, this list does not include all specialties. Specialties not included in the network will require the higher non-care network copay. 




Cigna HMO  

13 

Service Amount 

Single/Family Facility Deductible $350 / $700 

Out-of-Pocket Maximum Single/Family * $1,600 / $3,200 

Preventive Care $0 

Convenience Care Clinic $10 

Primary Care (PCP) Office Visit $30 

Specialty Care Office Visit $45 / $70 

Urgent Care $75 

Emergency Room $200 

Inpatient Hospital $250 / admit, after deductible 

Outpatient Surgery $125 / visit, after deductible 

* Out-of-Pocket Maximum includes out-of-pocket expenses (such as 
co-pays) for medical and behavioral health services.  It does not 
include prescription services. 
  

Presenter
Presentation Notes

The Cigna HMO plan offers you lower copays for services, and has a $350 deductible for employee-only coverage, or a $700 family deductible that applies to inpatient and outpatient hospital facility services.  

You’ll notice on all medical plans, preventive care is provided at no cost as long as you are receiving your preventive services with a contracted provider.  Preventive care includes well child and adult exams, routine immunizations, mammograms, prostate specific antigen testing and Pap Smears.  Make sure to review the Preventive Health Benefits Quick Reference Guide on the Employee Benefits home page under the Medical tab for more details.  

You’ll notice that there are two co-pays listed for the specialty care office visit.  This is where the Cigna Care Network comes into play.  The $45 copay applies when you use a specialist without the CCN designation.  The $70 co-pay will apply when you use a contracted specialist without the CCN designation.

Due to the Affordable Care Act, the out-of-pocket costs will include the co-payments you make during the plan year (excluding Pharmacy and Behavioral Health.  This includes your PCP and Specialty office visit co-pays, Inpatient Facility deductible and co-pays, Outpatient Facility deductible and co-pays & Advanced Radiological Imaging co-pays.



Cigna HMO 
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 Deductibles apply to inpatient and outpatient facility-
based services.  Examples of these types of services are 
listed below: 

Inpatient Facility Outpatient Services 

• Hospital 

• Skilled Nursing 

• Rehabilitation 

• Sub-Acute 
Facilities 

• Hospice 

• Outpatient Hospital Surgical 
Center 

• Advanced Radiological Imaging 
at an Outpatient Hospital Facility 
for MRI, MRA, CT and PET Scans 

 Individual and family deductible amounts aggregate.  All 
covered members can contribute toward the family 
deductible amount but one person will not be charged 
more than the individual deductible amount. 

Presenter
Presentation Notes
Before we discuss deductibles, you need to understand that all deductibles on the County medical plans run on a plan year starting July 1st and ending on June 30th.

As you’ve seen on the previous slides, the Cigna HMO plan has a facility deductible that applies to only a few services, namely those received within a hospital-based facility. When you receive services at a hospital-based facility, you will be required to pay your deductible first and then any applicable costs. To avoid this deductible, seek services, when medically appropriate, at a non-hospital facility.  For example, if you need surgery that can be performed at an outpatient surgery center, select a surgery center that is not located inside a hospital.

Deductibles for family coverage for the Cigna HMO plans aggregate. That means that when anyone in the family uses services for which the facility deductible applies, the cost of  those services count toward meeting the family deductible. However, one person will only have to use services up to the individual deductible amount before the copay starts applying for that person. 



UnitedHealthcare PPO 
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 Plan offers in and out-of-network coverage 
 
 Has co-pays, deductible and co-insurance 
 
 Nationwide network of providers using the Choice 

Plus Network 
 
 Primary Care Physician (PCP) not required  

 
 Specialist referral from PCP not required 
 
 Prescription benefit carved out to OptumRx and 

behavioral health carved out to Magellan Health 
Services 

Presenter
Presentation Notes
The second medical plan option is the UnitedHealthcare PPO plan which consists of co-pays, a deductible, and co-insurance for services. 

This plan offers the flexibility to get service from providers both in-network and outside of the network.  From a cost perspective, it is always to your advantage to receive services from in-network providers because you’ll pay less for the service. This is because UHC has a contract with them for a discount off the amount they would normally bill.  With an out-of-network provider, UHC pays the maximum reimbursable charge and the provider will bill you for the difference.  If you use services from a provider who is outside of the UHC network, you’ll find that not all services are available to you, such as preventive care.  

The UHC PPO plan uses a nationwide network of providers called the Choice Plus Network.  For this plan, you do not need to select a PCP,  and you can self-refer to specialists. 

Just as with the HMO plan, there is a similar structure in which specialty providers identified by the UnitedHealth Premium Tier 1 in the UHC provider directory.   
You can save money when selecting an in-network specialist who carries this Tier 1 symbol. These high- performing, cost-effective specialists meet UHC’s standards for quality and cost efficiency.  Office visit copays are reduced when in-network specialty care is received from a UnitedHealth Premium Tier 1 specialist. 
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 Specialty care office visit has lower co-pay when 
provider has the UnitedHealth Premium Tier 1 
designation      
 UnitedHealth Premium® Tier 1 

 

 Diabetes Management Program 
 Free diabetes medications and related supplies  

 

 Healthy Pregnancy Program 
 $500 incentive if enrolled by the end of the first 

trimester 
 $250 incentive if enrolled by the end of the second 

trimester 
 

Presenter
Presentation Notes
The second medical plan option is the UnitedHealthcare PPO plan which consists of co-pays, a deductible, and co-insurance for services. 

This plan offers the flexibility to get service from providers both in-network and outside of the network.  From a cost perspective, it is always to your advantage to receive services from in-network providers because you’ll pay less for the service. This is because UHC has a contract with them for a discount off the amount they would normally bill.  With an out-of-network provider, UHC pays the maximum reimbursable charge and the provider will bill you for the difference.  If you use services from a provider who is outside of the UHC network, you’ll find that not all services are available to you, such as preventive care.  

The UHC PPO plan uses a nationwide network of providers called the Choice Plus Network.  For this plan, you do not need to select a PCP,  and you can self-refer to specialists. 

Just as with the HMO plan, there is a similar structure in which specialty providers identified by the UnitedHealth Premium Tier 1 in the UHC provider directory.   
You can save money when selecting an in-network specialist who carries this Tier 1 symbol. These high- performing, cost-effective specialists meet UHC’s standards for quality and cost efficiency.  Office visit copays are reduced when in-network specialty care is received from a UnitedHealth Premium Tier 1 specialist. 





UnitedHealthcare PPO (In-Network 
Services) 
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In-Network Services Amount  
Single / Family Annual Deductible $750 / $1500 

Out-of-Pocket Maximum Single / 
Family * $3,500 / $7,000 

Preventive Care $0 

Convenience Care Clinic $20 

Primary Care (PCP) Office Visit $40 

Specialty Care Office Visit $55 / $70 

Urgent Care $75 

Emergency Room $200 

Inpatient Hospital 10% after deductible 

Advanced Radiological Imaging at an 
Outpatient Facility (MRI, MRA, CAT & 
PET Scans) 

 
$100 per scan plus 10% after 

deductible 

* Out-of-Pocket Maximum includes out-of-pocket expenses (such as 
co-pays) for medical and behavioral health services.  It does not 
include prescription services. 
 

Presenter
Presentation Notes
The UnitedHealthcare PPO medical plan offers both in- and out-of-network coverage.  You do not need to elect a primary care physician and no referrals needed on this plan.

This is a sample of the in-network services only.

The PPO plan has a combination of copays and deductible and co-insurance for services.  This plan has a $350 deductible for employee only coverage or a $700 family deductible when an in-network provider is used. The deductible applies to services other than those received in a physician’s office, convenience care clinic, urgent care, or in an emergency room.

For out-of-network services, there is a $700 deductible for employee only coverage or a $1,400 family deductible, and once the deductible is met there is 50% co-insurance. The out-of-network Out-of-Pocket maximum will also have higher maximums then in-network.  The OON OOP maximums are $6000 for individual and $12000 fir family.   Additionally, when you use out-of-network benefits, you are required to obtain your own prior authorizations before receiving services. 

Due to the Affordable Care Act, the out-of-pocket costs will include the co-payments you make during the plan year (excluding Pharmacy and Behavioral Health.  This includes your PCP and Specialty office visit co-pays, Inpatient Facility deductible and co-pays, Outpatient Facility deductible and co-pays & Advanced Radiological Imaging co-pays.

Please review the plan summary for additional details available on the Benefits Home page under the New Employee or Medical tab.






UnitedHealthcare PPO 
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 Deductible and co-insurance apply to all 
services listed below: 

Inpatient Facility Outpatient Services 

• Hospital 

• Skilled Nursing 

• Rehabilitation 

• Sub-Acute 
Facilities 

• Physician Consults 
and Visits 

• Hospice 

• Outpatient Hospital 
Surgical Center 

• Home Health Care 
Services 

• Durable Medical 
Equipment 

• External Prosthetic 
Appliances 

• Hearing Aids 

• Consumable Supplies 

Presenter
Presentation Notes
As you’ve seen on previous slides, the PPO plan has an annual deductible instead of a facility-based deductible as with the HMO plan. The UnitedHealthcare PPO plan also has a 15 percent co-insurance for the same services that applies to the annual deductible. In fact, all services except those received in a physician’s office, a convenience care clinic, urgent care, or in an emergency room require that the annual deductible be met before services are covered, and the 15 percent co-insurance would be applicable.

Deductibles for family coverage for the PPO plans aggregate which means that anyone in the family who uses services for which the annual deductible applies, the cost of  those services combine or aggregate together to count towards meeting the family deductible. One person is not allowed to meet more than the individual deductible amount. 






UnitedHealthcare HDHP with H.S.A. 
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HDHP (High Deductible Health Plan) 
 
 In- and out-of-network coverage 
 
 Primary Care Physician (PCP) not required 

 
 Specialist referral from PCP not required  
 
 Deductible must be met before the plan pays 

 In-network preventive services are free 
 

 After annual deductible is met 
 15% co-insurance for in-network services 
 50% co-insurance for out-of-network services 

 
 Offers a Health Savings Account 

 
 Prescription and behavioral health included in plan 

Presenter
Presentation Notes
The last medical plan offered by the County is the UnitedHealthcare HDHP with H.S.A..  The medical plan is a high deductible health plan that offers a health savings account which can be used to pay for eligible health care expenses. The savings account is administered through Optum Bank and funds put in the account can be used to pay for qualified medical expenses per Internal Revenue Service guidelines.  Mutual funds are available so that you can invest the money in your account once you have at least a $2,000 balance. 

With a high-deductible health plan, you take a more active role in your health care by understanding your choices and making informed decisions as you learn to seek quality, cost-effective medical care. 
 
With the UnitedHealthcare HDHP with H.S.A., you are not required to select a PCP and you can self-refer to specialists within the Choice Plus Network which has providers nationwide. Most services, except those that are preventive in nature, are covered in- and out-of-network, although coverage is greater when you receive care within the network. For example, in-network preventive care is free.  

If you go out-of-network for services, you are required to contact UHC and obtain authorization for certain services, such as hospitalization and certain diagnostic tests, before the service is received.

The UnitedHealthcare HDHP with H.S.A. has the highest deductible of all the medical plans we have been reviewing. Once the deductible is met, you pay a 10% co-insurance for in-network services, and 30% co-insurance for out-of-network services, until you meet the out-of-pocket maximum. The County contributes money to your Health Savings Account to help you offset the high deductible. You’ll hear more about Health Savings Accounts in a few moments.





UnitedHealthcare HDHP with H.S.A. 
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In-Network Services Deductible/Co-Insurance 

Deductible Individual/Family $1,500 / $3,000 

Out-of-Pocket Maximum * $3,275 / $6,550 

Primary Care Office Visit 15% after deductible 

Specialty Care Office Visit 15% after deductible 

Preventive Care $0 

Urgent Care 15% after deductible 

Emergency Room 15% after deductible 

Inpatient Hospital 15% after deductible 

Outpatient Surgery 15% after deductible 

* Out-of-Pocket Maximum includes out-of-pocket expenses 
(such as deductible and co-insurance) for in-network medical, 
prescription, and behavioral health services. 

Presenter
Presentation Notes
As mentioned earlier, the United Healthcare HDHP with H.S.A. is a high-deductible health plan. You’ll notice that there is a $1,250 individual or a $2,500 family deductible for in-network service. The deductible must be met before the plan begins to pay for any services, including your pharmacy services and behavioral health care. The exception to this rule is that preventive care, like an annual well woman exam, and preventive medications can be received before the deductible is met.

If you decide to go outside the network, you will be responsible for a $2500 individual deductible, and a $5000 family deductible. 

After the deductible is met, in-network services are covered at 90% while out-of-network services are covered at 70%. Therefore, your cost will be 10% or 30%.

 






UnitedHealthcare HDHP with H.S.A. 
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Deductible and Out-of-Pocket Maximums 
 Apply to most services (including medical, prescription 

and behavioral health) 
 Except in-network preventive care 
 Except preventive medication as identified in the 

Prescription Drug List 
 Set at the Individual level if you elect Individual 

coverage or Family level if you elect Family coverage 
 Family amounts are collective  

 All members contribute to the deductible and out-
of-pocket maximum  

 One person could meet the entire family deductible 
and out-of-pocket maximum 

 In-Network and Out-of-Network Cross-Accumulate 

Presenter
Presentation Notes
Deductibles for the UnitedHealthcare HDHP with H.S.A.  work differently than deductibles for the other two plans. The deductible applies to most services except for preventive medical care and preventive drugs. The deductible is set at either the individual level or the family level depending on if you are enrolling only yourself or yourself and others. For family coverage, the deductible is collective which means that all people enrolled in your plan contribute towards meeting the family deductible.  One person could have all of the expenses and meet the entire family deductible amount.  This is different from the other plans that we’ve reviewed where the deductible is aggregated and one person in a family does not pay more than the individual deductible amount.  

Out-of-pocket maximums are controls that are in place to cap the amount that you will pay out-of-pocket for covered medical expenses.  Each of the benefit plans have out-of-pocket maximums however they work differently than the UnithedHealthcare HDHP with H.S.A.  out-of-pocket maximum.  The out-of-pocket maximum includes the amount of money you spend for your deductible including the pharmacy and behavioral health. The UnithedHealthcare’s HDHP with H.S.A. out-of-pocket maximums on the HMO and PPO medical plans do not count the money you spend on prescriptions or behavioral health expenses. 



UnitedHealthcare HDHP with H.S.A. 
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OptumRx HDHP Prescription Plan 
 Preventive medications 
 Tier 1 – No cost (deductible does not apply) 
 Tier 2 – No cost (deductible does not apply) 
 Tier 3 - 50% co-insurance (deductible does not apply) 

 Cost of prescription drugs (in-network 
pharmacies only) 
 Tier 1 - 30% after deductible 
 Tier 2 - 40% after deductible 
 Tier 3 - 50% after deductible 

 
United Behavioral Health 
 15% after deductible in-network / 50% out-of-

network 
 (except intensive outpatient programs which cost 

50% after deductible) 

Presenter
Presentation Notes
The UnitedHealthcare HDHP with H.S.A. automatically incudes your pharmacy and behavioral health.  Costs for pharmacy and behavioral health services factor in to your deductible and out-of-pocket maximum.

The pharmacy plan is through UnitedHealthcare’s OptumRx.  OptumRx uses ?????? drug list and covers medication on a co-insurance basis, after the deductible is met. The exception is: all preventive medications can be received before the deductible is met. Additionally, generic and preferred-brand preventive drugs are provided at no cost while non-preferred preventive drugs have a 50% co-insurance. 

Non-preventive generics are covered at 30%, non-preventive preferred-brand name drugs are covered at 40% and all non-preferred brand name drugs are covered at 50%. The drug list is available on www.myuhc.com.  Some drugs are excluded from coverage, and some drugs require prior authorization. This plan uses the ?????? pharmacy network which includes almost all pharmacies in the valley. 

The United Behavioral Health plan is also automatically included with the UnitedHealthcare HDHP with H.S.A.  This differs from the Cigna HMO and UHC PPO plans where behavioral health coverage is provided by Magellan. Services provided on all plans are similar.  Most in-network services are available for a 10% co-insurance after the deductible is met. Additionally, this plan uses the ???????  network of providers. 




Health Savings Accounts (H.S.A.) 
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 A Health Savings Account (H.S.A.) is a bank 
account you own and can deposit money into 

 
 Contributions are tax free; your savings grows 

tax free; and you do not pay taxes when using 
the funds on qualified health care expenses  

 
 The money is there when you need it and is 

yours to keep 
 
 Savings can grow from year to year (there is no 

“use it or lose it” rule); it can be invested; and 
it can be used into retirement  



Health Savings Accounts (H.S.A.) 
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Who is Eligible to Open a Health Savings 
Account? 
 

 You must be covered under an eligible High 
Deductible Health Plan (HDHP) 

 
 You cannot be enrolled in any other health 

insurance unless it is permissible coverage (like 
vision or dental) 
 

 You cannot be enrolled in Medicare 
 
 You cannot be actively using benefits through 

Veterans Affairs (VA) 
 
 You cannot be claimed as a dependent on 

someone else’s tax return 
 

Presenter
Presentation Notes
The IRS has specific rules regarding who can open a Health Savings account, who can contribute to your Health Savings Account, when contributions to your Health Savings Account can be made, and reasons money in your Health Savings account can be used. Please read IRS Publications 969 and 502 before enrolling in this plan. 




Health Savings Accounts (H.S.A.) 
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Opening a Health Savings Account allows individuals 
enrolled in a High Deductible Health Plan to set aside 
pre-tax money to pay for eligible out-of-pocket 
healthcare costs.  
 

To Open an H.S.A. 
 

1. Employee must provide consent during the 
enrollment process for County to open an 
account on their behalf - Affirmation 
Statement 
                                    OR 

2. Go to www.optumbank.com.  Click on “Open 
an HSA” and complete the application 
process.  Enter 901632 for the group number 

 

Presenter
Presentation Notes
While in the Benefit Enrollment System, you will be able to elect the HDHP with the H.S.A., then decide on you your annual contribution amount.  To have the H.S.A. opened, you need to read and accept the Affirmation Statement which allows Maricopa County to act as your agent to open the H.S.A. at Optum Bank.  This consent will automatically expire as soon as the H.S.A. account is opened or by your written request to Employee Benefits Division

If you do not want to consent to allow the County to open the H.S.A. on your behalf, you will need to go to www.potumbank.com and complete the application process.

http://www.optumbank.com/


Health Savings Account (H.S.A.) 
Contributions 
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 What Happens if Employees Don’t 
Open a Bank Account? 
 County contribution can’t be deposited 
 Employee contributions can’t be 

deposited 
 

 County Contributes to Your H.S.A.  
 $500 for individual coverage*  
 $1,000 for family coverage* 

  
* Pro-rated by the number of days remaining 

in the plan year if a new hire or newly 
benefits-eligible 

Presenter
Presentation Notes
You must open the H.S.A. through Optum bank to receive County contributions, or contribute through payroll.  

The County contributes $500 for individual coverage or $1,000 for family coverage, if you are enrolled for the full plan year.  If you are enrolled less than a full plan year, the County contribution is pro-rated by the number of days remaining in the plan year at the time of your enrollment. 


 



Health Savings Accounts (H.S.A.) 
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 Can contribute: 
 Up to $3,350 for individual coverage*   
 Up to $6,750 for family coverage* 
 Plus $1,000 catch-up if age 55 or older 

* Minus County contribution to your account 
 

 Annual minimum employee contribution to H.S.A. is 
$240 

 
 Investment allocations available with $2,000 account 

balance  
 

 Fully portable if you are no longer employed with the 
County 
 

 Unused funds remain in your account indefinitely  
 

Presenter
Presentation Notes
You can contribute money into your health savings account either by pre-taxed payroll deductions or on your own, on an as-needed basis. Your contribution for the year can be up to $3,300 (minus the amount of the County contribution), if you are enrolled in individual coverage. If you enrolled in family coverage, you can contribute up to $6,550 (minus the County contribution). And if you are 55 or older, you can contribute an additional $1,000 for the year. Please note that the calendar year is the tax year which is different than the Maricopa County fiscal benefit plan year, so please monitor your contributions so that you don’t over-contribute during the tax year.

Health savings accounts are NOT like flexible spending accounts in that you can change your contribution during the plan year as needed as long as you don’t exceed the contribution limit for the calendar year. 

If you leave employment with Maricopa County, your account and remaining funds go with you. Different from a flexible spending account, any funds remaining in your account at the end of the plan year stay in your account until you choose to use them. 






Prescription Plans  
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OptumRx Co-Insurance 
Prescription Plan 
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Prescription Plan Administered by OptumRx 
for the HMO and PPO Medical Plans 

 Co-insurance based, multi-tier prescription plan 
 Uses a preferred medication list called the 

Premium Formulary 
 Certain preventive medications offered at zero 

cost  
 Prior Authorizations may be required  

 Short-Term and Long-Term needs 
 Up to a 30-day supply from participating 

pharmacies 
 90-day supply required for all maintenance 

medication after two 30-day fills 

 

Presenter
Presentation Notes
Employees who enroll in the Cigna HMO or UnitedHealthcare PPO medical plans will automatically receive the benefit of the Co-Insurance pharmacy plan administered by Catamaran. The Co-Insurance Pharmacy plan charges you a percentage of the cost of the medication.  It uses a preferred medication list containing generic and preferred brand-name medication. Non-preferred medication is also covered, however, it will cost more than the preferred medication. Some medication is excluded from coverage such as oral non-sedating antihistamines, non-steroidal anti-inflammatory drugs, medication to treat infertility or erectile dysfunction, proton pump inhibitors for the treatment of Reflux, and medication that is cosmetic in nature.  
 
There are exclusions for certain drugs, and other medications require prior authorization or step-care therapy. As part of your pharmacy benefit, the medication therapy management program is available to help you receive a higher quality of care. Your pharmacist will work with you and your doctor to prevent potentially dangerous situations from occurring. Through this interactive exchange, your medication may be changed or adjusted.


Formulary Advantage Program: designed to move members to preferred alternatives in a therapeutic drug class (Similar to the Step care program)
Quantity Limits based on FDA and manufacturer dosing recommendations; limits the amount of medication that will be covered at one time.



Home Delivery Option 
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 Long-term prescription needs include 
mail order option through OptumRx 
Home Delivery 
 Convenient and cost-effective way 

to order up to a 90-day supply of 
maintenance or extended use 
medication 
 Delivered to your home, office, or 

location of your choosing 
 Minimize trips to the pharmacy and 

save money on your prescriptions 
 

Presenter
Presentation Notes
Employees who enroll in the Cigna HMO or UnitedHealthcare PPO medical plans will automatically receive the benefit of the Co-Insurance pharmacy plan administered by Catamaran. The Co-Insurance Pharmacy plan charges you a percentage of the cost of the medication.  It uses a preferred medication list containing generic and preferred brand-name medication. Non-preferred medication is also covered, however, it will cost more than the preferred medication. Some medication is excluded from coverage such as oral non-sedating antihistamines, non-steroidal anti-inflammatory drugs, medication to treat infertility or erectile dysfunction, proton pump inhibitors for the treatment of Reflux, and medication that is cosmetic in nature.  
 
There are exclusions for certain drugs, and other medications require prior authorization or step-care therapy. As part of your pharmacy benefit, the medication therapy management program is available to help you receive a higher quality of care. Your pharmacist will work with you and your doctor to prevent potentially dangerous situations from occurring. Through this interactive exchange, your medication may be changed or adjusted.


Formulary Advantage Program: designed to move members to preferred alternatives in a therapeutic drug class (Similar to the Step care program)
Quantity Limits based on FDA and manufacturer dosing recommendations; limits the amount of medication that will be covered at one time.



OptumRx Co-Insurance 
Prescription Plan 
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Annual Out-of-Pocket Maximum 
$1,500 Single / $3,000 Family 

Type of Medication Co-Insurance 
% 

$ 
Maximum 
Retail 30 

$ 
Maximum 
Retail 90  

$ 
Maximum 
Mail Order 

90 

Generic Retail  25% $18 $54 $42 

Preferred Brand 25% $80 $240 $160 

Non-Preferred Brand 
with No Generic 
Equivalent 

50% $120 $360 $300 

Non-Preferred Brand 
with Generic 
Equivalent 

50% + 
difference 

between brand 
& generic cost 

$120 $360 $300 

Type of Medication Co-Insurance $ Maximum 

Preferred Specialty Mail Order 30 25% $125 

Non-Preferred Specialty Mail Order 30 50% $300 

Presenter
Presentation Notes
The Co-insurance plan has an annual out-of-pocket maximum of $1,500 for an individual or $3,000 for a family that helps to protect individuals and families who have high drug costs as once the maximum is met, covered medication is provided at no cost for the remainder of the plan year.  Any individual within a family reaching the $1,500 individual out-of-pocket maximum will also receive covered medication at no cost through the end of the plan year.

The Co-insurance pharmacy benefit is a multi-tiered plan where co-insurance is charged for each prescription. Your copay is determined by which tier the medication falls into. If your medication is Generic, your cost is 25%, with a minimum copay of $5 or a maximum copay of $12. For example: if the cost of the medication is $20, your copay would be $5, which is 25% of the cost.  If the cost of the medication is $50, your copay would be $12, instead of $12.50 since there is a $12 maximum. And if the cost of the medication is $7, your copay would be $5, instead of $1.75 since there is a minimum limit on the copay.

If your medication is a Preferred Brand, your cost is 30%, with a minimum copay of $10 and a maximum copay of $40. A Preferred Brand is any brand name medication that is listed on the Preferred Medication List and is not excluded. For example: if the cost of the medication is $100, your copay would be $30, which is 30% of the cost. If the cost of the medication is $200, your copay would be $40, instead of $60, since there is a $40 maximum. And if the cost of the medication is $15, your copay would be $10, instead of $4.50, since there is a minimum limit on the copay.

A Non-Preferred Brand medication is any brand medication that is not listed on the Preferred Medication List and is not excluded.  The co-insurance for this tier is 50%. There is a minimum of $50, with no maximum.  If the Non-Preferred Brand medication has a generic equivalent, you will also pay the difference between the cost of the brand and generic.

Certain medications used for treating chronic or complex health conditions are considered to be “specialty” drugs.  These medications often require patient education and monitoring.  Most specialty medications are on the Preferred Medication list, so your copay for these medication will likely be $40 since specialty medication is very expensive. For Non-Preferred Brand Specialty drugs, there is a $100 copay.





Opportunities to Save  
Premium Formulary 
 Maximize your benefit while minimizing overall prescription costs 

for you and Maricopa County 
 Excludes coverage for certain Brand-name drugs that offer no clear 

clinical advantage over less costly Brand or Generic Drugs 
 

Quantity and Age Limitations 
 Age limits set on certain medications; amount of medication that 

can be dispensed at one time set on certain medications 
 Based on FDA and manufacturer dosing recommendations 
 Ensures safety and appropriate use of medications 
 Prior Authorization required if age restrictions or quantities in 

excess of the established limits prescribed 
 Employee pays 100% of cost without prior approval 

 

ePrescribing 
 Physician access to your medication history 
 Physician access to your formulary  
 Physician can send prescription directly to your pharmacy 

32 



Maricopa County Onsite 
Walgreens Pharmacy 
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Walgreens Pharmacy  
 Convenient  Prescription Fills 
 Prescription Transfers,  

90-day Supplies, Auto Refills 
 Pharmacist Consultations 
 Over the Counter (OTC) 

Items 
 Immunizations (Flu, 

Pneumonia, Shingles, 
Tetanus, Whooping Cough, 
etc.) 

 Health Testing (Blood 
Pressure, Blood Glucose, etc.) 

 Prescription Drop-Off Box 

 
Location & Phone  
301 W. Jefferson St.  

(2nd floor) 
602.283.9925 

 
Hours of Operation: 

Mon – Fri:   
7:30 AM – 4:00  PM 

Closed for Lunch:  
1:00 – 1:30 PM 

 
Covered dependents 

welcome! 

Quality Care.  Priority Access.  Privacy Guaranteed. 

Open to Maricopa County and State of Arizona Employees 

Presenter
Presentation Notes
 If you are located in close proximity to the County Administration building at 301 W Jefferson St., there is a full-service Walgreens pharmacy and Take Care clinic available for use by benefit-eligible employees and their dependents. 

Take advantage of the onsite Walgreens Pharmacy, located in the County Administration building. The pharmacist and staff are trained on the Maricopa County benefit plans and may suggest ways to lower the amount you spend on pharmacy costs.  Just ask the pharmacist to review your medication profile. The pharmacist will likely schedule an appointment with you and discuss medication options with you in their private consultation room. When using the Onsite pharmacy, you may qualify for incentives. For example, the onsite pharmacy offers you mail-order pricing for a 90-day prescription fill, if you are enrolled in the Co-Insurance pharmacy plan. 

As part of your pharmacy benefit, the medication therapy management program is available to help you receive a higher quality of care. Your pharmacist will work with you and your doctor to prevent potentially dangerous situations from occurring. Through this interactive exchange, your medication may be changed or adjusted.


The onsite Take Care clinic in the County Administration building is open Monday through Friday,  except County holidays. The Take Care clinics located throughout the valley are open 7 days a week for extended hours. Convenience care clinics provide services on a first come, first served basis.  No appointments are taken. 

Convenience care clinics like the Take Care clinic are staffed by nurse practitioners or physician assistants. The clinics are located throughout the valley inside many Walgreens retail pharmacies and provide treatment for acute, non-urgent and non-work-related injuries such as minor cuts, allergies, ear infections, sinusitis, strep throat, conjunctivitis, and urinary tract infections. Immunizations are also available such as flu, tetanus, diphtheria & pertussis (also called Tdap), pneumonia, shingles, meningitis, mumps, measles and rubella, chicken pox, hepatitis A and B, and Gardasil. 

Cigna also operates Care Today convenience care clinics that offer the same types of services. The closest location to the County Administration building is located on the corner of Adams and Central. 

As an incentive, if you receive service at a Take Care or Cigna Care Today convenience care clinic, you’ll receive a $10 discount off your primary care copay for the Cigna HMO and United Healthcare PPO medical plans.  Enrollees in the UHC HDHP with H.S.A. plan can be seen at a Take Care or Care Today clinic, however they will pay 10% after meeting their annual deductible.





Premise Health Onsite Health Center 
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Health Center Services 
 Acute Medical Care 

 Lab Services 

 Minor Surgical 
Procedures 

 Immunizations and 
Vaccines 

 Urgent “Walk-In” Care 

 Blood Draws 

 Gastrointestinal Care 

 Urinary 

 Respiratory 

 Eye Care 

Health Center Supervisor & 
Nurse Practitioner 

Ruth Stedwell, MS, RN, FNP-C 
 

Location & Phone  
301 W. Jefferson St . (2nd floor) 

480.347.4791 
 

Hours of Operation: 
Mon – Fri:  7:30 AM – 4:00  PM 
Closed for lunch: 1:00 – 1:30 PM 
Last morning appt. at 12:30 PM 
Last afternoon appt. at 3:00 PM 

(Appointments encouraged) 

Quality Care.  Priority Access.  Privacy Guaranteed. 

Open to Maricopa County and State of Arizona Employees 

Presenter
Presentation Notes
The onsite Take Care Health Center in the County Administration building is open Monday through Friday, except County holidays. Appointments are encouraged by calling the clinic. Walk-ins are also available on a first-come first service basis (Note: priority is given to scheduled appointments). The Take Care clinics located throughout the valley are open 7 days a week for extended hours. Convenience care clinics provide services on a first come, first served basis.

Convenience care clinics like the Take Care clinic are staffed by nurse practitioners or physician assistants. The clinics are located throughout the valley inside many Walgreens retail pharmacies and provide treatment for acute, non-urgent and non-work-related injuries such as minor cuts, allergies, ear infections, sinusitis, strep throat, conjunctivitis, and urinary tract infections. Immunizations are also available such as flu, tetanus, diphtheria & pertussis (also called Tdap), pneumonia, shingles, meningitis, mumps, measles and rubella, chicken pox, hepatitis A and B, and Gardasil. 

Cigna also operates Care Today convenience care clinics that offer the same types of services. The closest location to the County Administration building is located on the corner of Adams and Central. 

As an incentive, if you receive service at a Take Care or Cigna Care Today convenience care clinic, you’ll receive a $10 discount off your primary care copay for the Cigna HMO and UHC PPO medical plans.  Enrollees in the UHC HDHP with H.S.A. plan can be seen at a Take Care or Care Today clinic, however they will pay 10% after meeting their annual deductible.





Behavioral 
Health Plans 
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Employee Assistance Program (EAP) 
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 Provided by Magellan Health Services 
 

 Free Short-Term Confidential Counseling 
 For you and your dependents 
 Available regardless if benefits-eligible 
 Up to 8 sessions/person/problem/year 
 In-person or over the phone 
 Requires pre-authorization 

  
 Free Legal Consultation and Financial 

Counseling 

 
 
 

 

Presenter
Presentation Notes
Maricopa County pays the total cost for all employees and their dependents living in their household for the “Employee Assistance Program” (or EAP) administered by Magellan Health Services. It doesn’t matter whether you waive your medical coverage or if you are eligible for benefits… you’re still covered!

The EAP provides confidential counseling services either in-person with a counselor or over the phone. 

You and your dependents can receive up to 8 free individual counseling sessions per person, per problem, per year for short-term, non-complex issues. However, long-term, complex issues are covered under the behavioral health benefit at a $25 office visit copay.

Prior Authorization is required before receiving EAP services and can be obtained by calling Magellan at 1-888-213-5125.

In addition to free behavioral counseling services, the EAP benefit also includes other free services such as legal consultation and financial counseling. You can call Magellan and be referred to an attorney for a prepaid initial in-person consultation or for an immediate telephonic consultation on issues such as estate planning, family and divorce law, civil and criminal matters and more. 





Behavioral Health and 
Substance Abuse Services 
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 Magellan Health Services 
 Vendor for Cigna HMO and UnitedHealthcare 

PPO medical plans 
 

 United Behavioral Health 
 Vendor for UnitedHealthcare HDHP with H.S.A. 

 
 Both Vendors Provide: 

 Confidential counseling and therapy for Mental  
Health and Substance Abuse needs 

 In-Network and Out-of-Network services 
 Prior authorization required for some services 

Presenter
Presentation Notes
When you enroll in a medical plan, you are automatically enrolled in a behavioral health and substance abuse plan. Behavioral Health and Substance Abuse services are provided by Magellan Health Services for most employees. Cigna Behavioral Health provides these benefits for those enrolled in the Choice Fund Medical Plan.

This benefit includes confidential counseling for emotional issues and drug or alcohol dependency treatment. There are in-network and out-of-network services available for you and your dependents.
 
 



Magellan for HMO and PPO 
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Level of Care  In-Network Benefit  Out-of-Network Benefit  
Outpatient Therapy  
(individual, family, and 
medication evaluation)  

$25 co-pay per visit Plan pays $25 per visit, all other 
costs after plan payment are 
member’s responsibility 

Outpatient Group  
Therapy  

$15 co-pay per visit  Plan pays $15 per visit, all other 
costs after plan payment are 
member’s responsibility  

Ongoing Medication 
Management  

$10 co-pay per visit  Plan pays $25 per visit, all other 
costs after plan payment are 
member’s responsibility  

Inpatient  
Hospitalization  

$20 co-pay per day; 
30 partial 
hospitalization days 
per year   
  

$250 deductible; 
Plan pays $125 per day after  
Deductible, all other costs after 
plan payment are member’s 
responsibility; 
30 partial hospitalization days per 
year   

Intensive  
Outpatient (IOP)  

$100 co-pay per 
program; 
45 IOP visits per year  

Plan pays $40 per visit, all other 
costs after plan payment are 
member’s responsibility; 
45 IOP visits per year 

Presenter
Presentation Notes
Let’s discuss Magellan’s in-network benefits first.  All of Magellan’s in-network services require prior authorization. 

When using an in-network counselor, there is a $25 copay per visit.  When group therapy is used, there is a $15 copay per visit. Office visits for medication checks require a  $10 copay.

Up to 30 days per plan year are covered for inpatient hospital care with a copay of $25 per day. If these services are received both in-network and out-of-network, the 30-day annual limit is combined.

Intensive Outpatient Programs are included as a covered benefit.  There is a $100 copay per program.

Magellan also covers services out-of-network which generally will cost you more and requires you to manage the prior authorization process.

Some out-of-network behavioral health services require prior authorization, such as Inpatient hospitalization, Intensive Outpatient programs and partial hospitalization, but others like individual or group counseling do not.  

For individual counseling or medication checks, the benefit pays $25 per visit. You pay the balance of any charges above $25. Please note that the $25 is not a co-pay  - it’s an allowance towards the cost of services.

The outpatient group therapy benefit pays $15 per visit and you pay the balance of the charges. 

The limit on the number of days spent in an in-network  and out-of-network inpatient hospital are combined.  This means you may not receive more than 30 days of inpatient hospitalization during a plan year regardless if the services are received in- and/or out-of-network.
	






United Behavioral Health for 
HDHP with H.S.A. 
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Level of Care  In-Network Benefit  Out-of-Network Benefit  

Outpatient Therapy  
(individual, family, and 
medication evaluation)  

15% after deductible 50% after deductible 
 

Outpatient Group  
Therapy  

15% after deductible 
 

50% after deductible 
 

Ongoing Medication 
Management  

15% after deductible 
 

50% after deductible 
 

Inpatient  
Hospitalization  

15% after deductible; 
60 hospitalization days 
per year 

50% after deductible; 
60 hospitalization days per 
year 

Intensive  
Outpatient (IOP) 

50% after deductible 50% after deductible 

Presenter
Presentation Notes
Let’s discuss Magellan’s in-network benefits first.  All of Magellan’s in-network services require prior authorization. 

When using an in-network counselor, there is a $25 copay per visit.  When group therapy is used, there is a $15 copay per visit. Office visits for medication checks require a  $10 copay.

Up to 30 days per plan year are covered for inpatient hospital care with a copay of $25 per day. If these services are received both in-network and out-of-network, the 30-day annual limit is combined.

Intensive Outpatient Programs are included as a covered benefit.  There is a $100 copay per program.

Magellan also covers services out-of-network which generally will cost you more and requires you to manage the prior authorization process.

Some out-of-network behavioral health services require prior authorization, such as Inpatient hospitalization, Intensive Outpatient programs and partial hospitalization, but others like individual or group counseling do not.  

For individual counseling or medication checks, the benefit pays $25 per visit. You pay the balance of any charges above $25. Please note that the $25 is not a co-pay  - it’s an allowance towards the cost of services.

The outpatient group therapy benefit pays $15 per visit and you pay the balance of the charges. 

The limit on the number of days spent in an in-network  and out-of-network inpatient hospital are combined.  This means you may not receive more than 30 days of inpatient hospitalization during a plan year regardless if the services are received in- and/or out-of-network.
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EyeMed Vision Plan 
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 In- and Out-of-Network Coverage 
 

 Provides annual eye exam with dilation as necessary 
 

 Annual benefit for glasses or contacts 
 

 Coverage does not require enrollment in a medical 
plan 

 
 Treatment of eye injuries and medical conditions 

such as glaucoma or diabetes (except refraction) 
must be received through your medical plan benefit 
and medical provider 

 
 
 

Presenter
Presentation Notes
The vision benefit is provided through Avesis Vision Plan and provides both in- and out-of-network coverage.

For treatment or diagnosis of chronic medical conditions of the eye like glaucoma or diabetes, your medical plan provides coverage through Cigna’s network of ophthalmologists. However, the medical plan does not cover the annual refraction which must be received through the vision benefit.




EyeMed Vision Plan 
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Eye Exam  
 $10 co-pay 

 
Glasses 
 $10 co-pay Standard lenses 
 
 Retail frame allowance is 

$130   
 

 Additional co-pays for  
Standard Progressive, UV 
Coating, Tints, Scratch 
Resistance, Polycarbonate, 
Anti-Reflective Coating, etc. 

Contacts 
 Up to $40 co-pay Fitting 

and Exam for Standard 
Contact lenses 

 Elective Contact Lens 
benefit is $130 
allowance 
 

 
LASIK Surgery 
 Lifetime allowance of 

$150 per eye  

 Refer to Vision tab on the Benefits Home Page at 
www.maricopa.gov/benefits for details on Out-of-Network 
coverage 

Presenter
Presentation Notes
The Avesis Vision Plan provides an annual benefit to purchase glasses and, when using your in-network benefits, includes a vision exam (refraction and dilation, if medically necessary) for a $10 copay and frames and lenses. Your frames are free, if you choose those within the $130 retail plan allowance. Standard lenses which include single vision, bifocal, trifocal and lenticular are available for a $10 copay. Polycarbonate lenses are available at no additional cost. Standard progressive lenses are available for an additional $75 copay. Tints, ultraviolet and scratch resistant coatings have a $15 copay for each. Anti-reflective coating is available for an additional $45. 

You can receive a discount of up to 20% on the retail price for other lens options. 

Elective Contact Lens Benefit is $130 allowance. Fitting and exam covered for Standard Contact Lenses up to $40. Fitting and exam covered for Premium Contact Lenses with a 10% off retail charges. Wal-Mart does not offer discounts due to their everyday low prices.

Lasik surgery is a one-time benefit per eye. It provides at least 80% of preferred provider charge less lifetime allowance of $150 per eye.



http://www.maricopa.gov/benefits
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Cigna Pre-Paid Dental Plan 
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 No annual per person maximum 
 

 No deductible 
 

 You and your family select a Primary Care 
Dentist from the Cigna Dental Care Network 
(DHMO); each member can have their own 
dentist 
 

 Co-pay amounts are described in the Patient 
Charge Schedule 
 

 Low or no co-pays for preventive services 
 

 Specialty care provided at a discount 
 

 Orthodontic treatment is paid as described in 
the Patient Charge Schedule 

Presenter
Presentation Notes
With the Cigna Prepaid dental benefit there is no annual per person maximum, no deductible, and no progressive/regressive feature. You select one dentist for the entire family from the Cigna network. Your     co-pay amounts are determined by the type of service received. You pay low or no copays for diagnostic services. Specialty care, for example to see an endodontist or a pediatric dentist, and orthodontic services are not covered under this plan however, these services are provided at a discounted rate.

Procedures NOT listed on the Patient Charge Schedule are NOT covered and are the patient’s responsibility at the dentist’s usual fees.




Cigna PPO Dental Plan 
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 $2,000 
max/person/year 

 
 Deductible  

 $50 individual 
 $100 family 
 

 In-network coverage 
(DPPO Advantage) 
 100% for 

preventive care  
 80% for basic 

restorative services 
 50% for major 

restorative services 

 DPPO In-Network and 
Out-of-Network coverage * 
 80% for preventive 

care  
 60% for basic 

restorative services 
 50% for major 

restorative services 
* Out-of-Network based on 

reasonable and 
customary charges 
 

 Orthodontic services 
 $3,000 lifetime limit  
 50% coverage 
 No age limit 

 Seeing a DPPO Advantage dentist provides a better 
benefit level with greater savings 

Presenter
Presentation Notes
The first dental plan offered is through Cigna Dental, with in- and out-of-network coverage. This plan has a maximum benefit of $2,000 per person per year with deductibles of $50 for individuals or $100 for families. The deductible does not apply to diagnostic or orthodontic services.

When you use an in-network dentist, the plan covers 100% for diagnostic services, 80% for restorative services and 50% for major services.

The co-insurance percentage you pay is higher when you see an out-of-network dentist for preventive care and restorative services.  Out-of-network dentists are reimbursed using the reasonable and customary rate so you may have to pay an amount in excess of the reasonable and customary charge, in addition to your co-insurance, if your dentist charges more than the reasonable and customary charge.

Orthodontic services are available for adults and children through both in- and out-of-network providers. You pay 50 percent for the services performed up to a lifetime maximum of $3,000.

Cigna’s dental plan offers wellness features for enrollees if they are enrolled in both a Cigna medical and dental plan. The “Dental Oral Health Integration Program” provides additional services to participants who are pregnant or who have diabetes or cardiovascular disease. Please refer to the “Know Your Benefits Wellness Initiatives and Incentives” section for more details.



Progressive/Regressive 
Feature 
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Year 1 -  Base Plan                                DPPO Advantage 
In-Network 

DPPO In-Network 
and Out-of Network 

        Plan Employee Plan  Employee 

Preventive & Diagnostic 
Care 

 100% 0% 80% 20% 

Basic Restorative Care 80% 20% 60% 40% 

Major Restorative Care 50% 50% 50% 50% 

Orthodontia 50% 50% 50% 50% 

Year 2 -  Base Plan   

Preventive & Diagnostic 
Care 

100% 0% 80% 20% 

Basic Restorative Care 85% 15% 65% 35% 

Major Restorative Care 55% 45% 55% 45% 

Orthodontia 50% 50% 50% 50% 

Year 3 -  Base Plan   

Preventive & Diagnostic 
Care 

 100% 0% 80% 20% 

Basic Restorative Care 90% 10% 70% 30% 

Major Restorative Care 60% 40% 60% 40% 

Orthodontia 50% 50% 50% 50% 

Presenter
Presentation Notes
The Cigna Dental plan includes a progressive/regressive wellness incentive that applies to dental services provided in-network and out-of-network. Preventive care services received in one plan year are rewarded with higher benefit coverage percentages the next plan year. Preventive care services mean an oral examination and cleaning. When preventive care is not received, the benefit percentage decreases in the following year; however, the benefit percentages will never fall below the base plan design which is described in the top section of the table. 

The plan is designed to encourage good dental care for you and your dependents. Therefore, the increase or decrease in benefit is tracked by individual and the increase only applies to those family members that receive preventive care services.

The progressive/regressive feature provides incentives for you and each of your family members to receive preventive care.  If you or a covered dependent receive preventive care services of an oral exam and cleaning during the plan year, your or the dependent’s benefit level will increase 5% the following year until it reaches the maximum increase of 10%.

When Preventive Care Services are not received by you or a covered dependent during a plan year, the benefit percentages decrease for each person the following year. Regression decrements are 5% and will not fall below the Base Plan Year as I described in the previous slide.
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Delta PPO Dental Plan 
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 $2,000 
max/person/year 
 

 Deductible  
 $50 individual 
 $100 family 

 
 In-network coverage: 

 100% for 
preventive care  

 80% for basic 
restorative services 

 50% for major 
restorative services 

 Out-of-network coverage * 
 Claims paid at same 

percentage as in-
network  

* Based on reasonable and 
customary charges 

 
 Orthodontic services 

 $3,000 lifetime limit  
 50% coverage 
 Must be age 8 or older 

Presenter
Presentation Notes
The second dental plan, offered through Delta Dental, is very similar to the Cigna Dental plan; with in- and out-of-network coverage, along with the progressive/regressive feature. It has a maximum benefit of $2,000 per person per year with deductibles of $50 for individuals or $100 for your family. The deductible does not apply to diagnostic or orthodontic services.

While there is in- and out-of-network coverage, the co-insurance percentages are the same. In other words, you are not penalized by a reduced co-insurance percentage when you go out-of-network. However, out-of-network dentists are reimbursed using the reasonable and customary rate so you may pay more than your co-insurance – if your dentist charges more than the reasonable and customary rate. 

Orthodontic services are also available for adults and children age 8 and above through both in- and out-of-network providers. You pay 50 percent for the services performed up to a lifetime maximum of $3,000.

Delta Dental offers a third dental cleaning during the plan year at no cost to employees and their dependents who are pregnant or have diabetes. Please refer to the “Know Your Benefits Wellness Initiatives and Incentives” section for more details.
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Year 1 -  Base Plan  (In-Network & Out-of-Network) 

Plan Employee 

Preventive & Diagnostic Care  100% 0% 

Basic Restorative Care 80% 20% 

Major Restorative Care 50% 50% 

Orthodontia 50% 50% 

Year 2 -  Base Plan  (In-Network & Out-of-Network) 

Preventive & Diagnostic Care  100% 0% 

Basic Restorative Care 85% 15% 

Major Restorative Care 55% 45% 

Orthodontia 50% 50% 

Year 3 -  Base Plan  (In-Network & Out-of-Network) 

Preventive & Diagnostic Care  100% 0% 

Basic Restorative Care 90% 10% 

Major Restorative Care 60% 40% 

Orthodontia 50% 50% 

Presenter
Presentation Notes
The Delta Dental plan includes a progressive/regressive wellness incentive that applies to dental services provided in-network and out-of-network similar to the feature for Cigna dental. 
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Life Insurance 
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 Provided by ReliaStar Life 
Insurance Company, a 
member of the Voya family of 
companies 
 

 Basic Life and Basic Accidental 
Death & Dismemberment 
(AD&D) Insurance  
 1 x Annual Base Salary 
 Paid 100% by Maricopa 

County 
 

 Additional Term Life  
 Lower rates for non-

tobacco users 
 Up to 5 times Annual 

Base Salary or $750,000 
maximum without 
Evidence of Insurability 
(EOI) if you enroll as a 
new hire 

 AD&D Insurance  
 Employee Only or 

Employee plus Family 
 Up to 5 times Annual 

Base Salary  
 

 Dependent Spouse and 
Child Life Insurance 
 $100,000 for Spouse 

Life 
 Available without 

EOI up to 
guaranteed limit if 
you enroll as a 
new hire 

 $20,000 for Child Life  

Presenter
Presentation Notes
You are covered for “basic” term life insurance in the amount of 1 times your annual base salary. Your benefit is increased if you die from an accident or if you lose a limb. This coverage is provided at no cost to you by Maricopa County. 

You may choose to purchase “additional” term life up to 5 times your annual salary (up to a maximum of $750,000) without providing evidence of insurability when you initially enroll as a new hire or when you first become eligible for benefits. If you wait until after your new hire enrollment or want more than $750,000, you’ll need to prove you are in good health by completing an evidence of insurability application. However, during Open Enrollment, you can increase your coverage by one times your annual base salary without evidence of insurability up to the $750,000 maximum.  

As an incentive for employees who are non-tobacco users, their rates for additional life are lower. This discount applies to spouses also, if they are non-tobacco users.
 
“Dependent” life coverage for your spouse and dependent children is available for your purchase as well. You may elect up to the guarantee issue of $100,000 for spouse life and $20,000 for child life without evidence of insurability when you are first eligible. If you do not elect when first eligible, or if you want to increase your initial election, regardless of the amount initially elected, evidence of insurability will be required. The maximum amount of spouse life insurance is the lesser of $100,000 or the total amount of your basic and additional life insurance amounts combined. The maximum amount of child life insurance is the lesser of $20,000 or the total amount of your life insurance coverage.

“Additional Accidental Death and Dismemberment” insurance may be purchased for either employee only or for employee and family coverage, up to 5 times your annual base salary. AD&D insurance does not require evidence of insurability.



Short-Term Disability Plan 
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 Administered By Sedgwick 
 Select  40%, 50%, or 60% Salary Replacement 

Options 
 $2,000 benefit maximum per week 
 Premium calculated based on your Annual Base 

Salary 
 

 Waiting Period 
 2-week waiting period 
 Or first day of hospitalization 

 
 Policy Has A Pre-Existing Condition Exclusion  

 Treatment or diagnosis 90 days before coverage 
effective date 

 Benefits are not payable for that condition until 
treatment-free for 3 months or covered by the plan 
for 12 months  
 

 Enrollment Is Locked In For The Plan Year  
 Can only be changed at Open Enrollment 
 Cannot be added or dropped with a Qualifying 

Event 

Presenter
Presentation Notes
Maricopa County offers you a Short Term Disability plan with 3 different salary replacement options  - 40, 50, or 60% of your base salary. 

There is a $2,000 benefit maximum per week so if you are highly compensated, be sure not to elect a benefit coverage level that is higher than the benefit you will receive.  Use the convenient premium calculator on the Benefits home page under the Disability tab to help you decide which coverage level is right for you.

You become eligible for Short Term Disability benefits after 14 consecutive calendar days from the onset of your disability, or the 1st day of hospitalization, whichever comes first. There is also a pre-existing exclusion with this plan. If you have a pre-existing condition that has been diagnosed or treated within the 90 days before coverage begins, benefits are not payable for that condition until you are treatment free for three months or you are covered by the plan for 12 months.

Once you enroll in the short-term disability benefit, you may not drop your coverage until the next Open Enrollment even if you experience a qualified status change.

For complete plan information, review the short-term disability plan description on the Employee Benefits home page, under the Disability tab.



Flexible Spending Accounts 
(FSA) 
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Health Care FSA 
 Medical 
 Prescription 
 Over-the-counter medication with 

a prescription 
 Dental 
 Vision  
 $240 Plan Year minimum 
 $2,550 Plan Year maximum 

 

Dependent Care FSA 
 For child care expenses for child 

up to age 13 
 For certain adult care expenses 
 Follow IRS guidelines 
 $240 Plan Year minimum 
 $5,000 Plan Year maximum 

 Flexible Spending Accounts offer employees the opportunity to 
set aside pre-tax dollars to use for reimbursement of qualified 
expenses. 

Limited Scope FSA 
 If enrolled in the 

UnitedHealthcare HDHP 
with H.S.A. 

 Only for dental or vision 
expenses 

 $240 Plan Year minimum 
 $2,550 Plan Year maximum 

Presenter
Presentation Notes
Flexible spending accounts offer a way for you to set aside money, without paying taxes on it, to use for health care expenses incurred during the plan year that are not covered by insurance, or for dependent care expenses that allow you to be employed. 

Unlike your other benefits, the flexible spending accounts becomes effective on the date your enrollment is processed. This is an exception to your benefit coverage date.

All employees enrolled in a health care flexible spending account receive a debit card that can be used to pay for many of their claims or you can also file a paper claim to obtain your reimbursement. Just remember to file your claim no later than November 30th following the end of the plan year.

The health care flexible spending account can be used for medical, pharmacy, dental, and vision expenses not covered by your insurance. Copays or co-insurance amounts can also be reimbursed from your account. Some over-the-counter medication, such as aspirin and cold medication can be reimbursed as long as they are prescribed by your physician.  You may remember when previously discussing the Catamaran pharmacy benefit, maintenance medication is required to be purchased in 90-day quantities.  Your entire annual plan year contribution is available immediately before you have made your full annual contribution to the health care flexible spending account. This would allow you to use your debit card to pay for qualified expenses. 

If you enroll in the Choice Fund Medical Plan, you won’t be able to enroll in the general purpose health care flexible spending account but you can enroll in the Limited Use Spending Account and be reimbursed for dental and vision care expenses. The dates to incur and file claims for reimbursement are the same as for the general purpose health care flexible spending account.

You can allocate up to $2,500 to your health care spending account to be used for expenses incurred from your date of enrollment in the flexible spending account through September 15 of the following plan year. When you enroll, you’ll enter the total annual amount you want to have withheld from your paycheck through the end of the fiscal year in the Benefit Enrollment System. This is called your annual contribution amount. The enrollment system will divide your annual amount by the number of remaining pay periods in the plan year at the time your enrollment information is processed. 

A dependent care spending account is another choice. This account is used to cover child care and adult care expenses so that you or your spouse can work or go to school. Please note that if you use a dependent care flexible spending account, you cannot take the dependent care tax credit when filing your federal income taxes. 

You can put up to $5,000 in your dependent care account per calendar year per Internal Revenue Service guidelines. Since our benefits run on a fiscal year, be sure to take this fact into account when you determine your annual contribution amount. The Benefit Enrollment system will limit the amount of the deduction for the plan year so that you won’t be able to elect more than the $5,000 limit, but you will need to monitor your contributions for the calendar year.

It is very important that you estimate your annual contribution amount conservatively, incur claims by the due date and file claims for reimbursement no later than the filing deadline.  Any money left in the account after the claim filing deadline will be FORFEITED and CANNOT be carried over to the next plan year or refunded to you. 



Flexible Spending Accounts 
(FSA) 
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 Make your annual election for the amount you want 
withheld for the remainder of the Plan Year which ends 
June 30.  Any money not used will be forfeited. 
 

 Grace period and claims run out period for FSAs: 
 
 
 

 
 

 

Health Care FSA/Limited Scope FSA 

  Incur Claims by Submit Claims for 
Reimbursement by 

Active Employees September 15 November 30 
Terminated 
Employees 

Benefits 
Termination Date 

60 Days From Benefits 
Termination Date 

Dependent Care FSA 

  Incur Claims by Submit Claims for 
Reimbursement by  

Active Employees June 30 August 31 
Terminated 
Employees 

Benefits 
Termination Date 

60 Days From Benefits 
Termination Date 

Presenter
Presentation Notes
Flexible spending accounts offer a way for you to set aside money, without paying taxes on it, to use for health care expenses incurred during the plan year that are not covered by insurance, or for dependent care expenses that allow you to be employed. 

Unlike your other benefits, the flexible spending accounts becomes effective on the date your enrollment is processed. This is an exception to your benefit coverage date.

All employees enrolled in a health care flexible spending account receive a debit card that can be used to pay for many of their claims or you can also file a paper claim to obtain your reimbursement. Just remember to file your claim no later than November 30th following the end of the plan year.

The health care flexible spending account can be used for medical, pharmacy, dental, and vision expenses not covered by your insurance. Copays or co-insurance amounts can also be reimbursed from your account. Some over-the-counter medication, such as aspirin and cold medication can be reimbursed as long as they are prescribed by your physician.  You may remember when previously discussing the Catamaran pharmacy benefit, maintenance medication is required to be purchased in 90-day quantities.  Your entire annual plan year contribution is available immediately before you have made your full annual contribution to the health care flexible spending account. This would allow you to use your debit card to pay for qualified expenses. 

If you enroll in the Choice Fund Medical Plan, you won’t be able to enroll in the general purpose health care flexible spending account but you can enroll in the Limited Use Spending Account and be reimbursed for dental and vision care expenses. The dates to incur and file claims for reimbursement are the same as for the general purpose health care flexible spending account.

You can allocate up to $2,500 to your health care spending account to be used for expenses incurred from your date of enrollment in the flexible spending account through September 15 of the following plan year. When you enroll, you’ll enter the total annual amount you want to have withheld from your paycheck through the end of the fiscal year in the Benefit Enrollment System. This is called your annual contribution amount. The enrollment system will divide your annual amount by the number of remaining pay periods in the plan year at the time your enrollment information is processed. 

A dependent care spending account is another choice. This account is used to cover child care and adult care expenses so that you or your spouse can work or go to school. Please note that if you use a dependent care flexible spending account, you cannot take the dependent care tax credit when filing your federal income taxes. 

You can put up to $5,000 in your dependent care account per calendar year per Internal Revenue Service guidelines. Since our benefits run on a fiscal year, be sure to take this fact into account when you determine your annual contribution amount. The Benefit Enrollment system will limit the amount of the deduction for the plan year so that you won’t be able to elect more than the $5,000 limit, but you will need to monitor your contributions for the calendar year.

It is very important that you estimate your annual contribution amount conservatively, incur claims by the due date and file claims for reimbursement no later than the filing deadline.  Any money left in the account after the claim filing deadline will be FORFEITED and CANNOT be carried over to the next plan year or refunded to you. 
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Hyatt Legal Services 
 A plan that provides legal representation and 

services for a wide range of personal legal 
matters through plan attorneys 

 Estate Planning 
 Money Matters 
 Real Estate Matters 
 Elder Law Matters 
 Family Law 
 Document 

Preparation 
 Immigration 

Assistance 

 Traffic Offenses 
 Defense of Traffic 

Tickets (excludes DUI) 
 Driving Privileges 

Restoration 

 Juvenile Matters 
 Consumer Protection 
 Defense of Civil 

Lawsuits 
 Personal Property 

Protection 
 

 

Presenter
Presentation Notes
A unique benefit that is offered to you is group legal services provided by Hyatt Legal.  This benefit option provides legal representation and services for a wide range of personal legal matters that includes:

Helping you protect your rights by providing civil litigation defense, consumer protection, restoration of your driver’s license, traffic ticket defense (except for DUI), juvenile court defense, administrative hearings and incompetency defense.

Providing you with legal advice before you sign on the dotted line for documents such as mortgages, deeds, notes, demand letters, affidavits, personal legal documents and immigration assistance.

Helping you work with creditors and helping enforce your rights including identity theft defense, repayment schedules, negotiation with creditors, pre-bankruptcy planning, filing of a personal bankruptcy petition, and tax audits.

Helping you set forth your decision about how and to whom your property will be divided including the preparation of wills, codicils, living wills, power of attorney, and living trusts. 

Helping you address issues that may be important to you and your family such as premarital agreements, protection from domestic violence, uncontested adoption, uncontested guardianship and name changes.

Helping you avoid potential problems and costly surprises associated with your real estate including sale, purchase or refinancing of your primary residence, eviction and tenant problems (where you are the tenant), zoning applications, boundary or title disputes, property tax assessment and home equity loans. 




Retirement 

 Arizona State Retirement System – (602) 240-2000 
 

 
 
 
 
 
 
 Public Safety Personnel Retirement System –  

(602) 255-5575 
 The Public Safety Personnel Retirement System is 

a special retirement system for certain full-time 
certified peace officers, correction officers and 
elected officials  

 
 

Current ASRS Defined Benefit Plan Rates 

  Pension & Health Insurance Long-Term Disability TOTAL 

Employee 11.34% 0.14% 11.48% 

Employer 11.34% 0.14% 11.48% 
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Presenter
Presentation Notes
The Arizona State Retirement System is one of the Arizona State Public Employee Pension Plans available to you as a County employee. Your membership in the ASRS will provide you with a pension benefit upon retirement. However, the benefit provided is not intended to fully meet your income needs after retirement. 

Membership in the ASRS retirement system is required if you meet the 20, 20 test, which means you work at least 20 hours a week for 20 weeks in a fiscal year. Some employees, such as Sheriff’s Office deputies, belong to other retirement systems. Check with your HR Liaison or the Payroll division if you have enrollment questions regarding your retirement system. You contribute a percentage of your pay to the retirement system, which includes long-term disability benefits. Maricopa County also contributes, on your behalf, to the retirement systems. 

The Corrections Officer and Elected Officials Retirement Plans are administered by the Public Safety Personnel Retirement system.
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Monthly Medical Plan Rates 2016-17 
Bundled w ith Prescription & Behavioral Health            
Full-Time Active Employees 

 Plan  Tier 
 Monthly 
Employee 
Premium  

Cigna HMO 
 

Employee           80.78  

Employee + Spouse         155.48  

Employee + Child(ren)         123.70  

Employee + Family         212.82  

UnitedHealthcare PPO 

Employee         103.58  

Employee + Spouse         225.60  

Employee + Child(ren)         187.02  

Employee + Family         313.28  

UnitedHealthcare HDHP 
with H.S.A. 

Employee           65.58  

Employee + Spouse           86.20  

Employee + Child(ren)           76.98  

Employee + Family         114.64  
58 

Presenter
Presentation Notes
This is just an over-view of the rates, you can find these on-line if you want to spend time reviewing the details.
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Monthly Vision Plan Rates 2016-17 
Full-Time Active Employees  

 Plan   Tier  
  Monthly 
Employee 
Premium  

EyeMed  
  

Employee             1.32  

Employee + Spouse             2.90  

Employee + Child(ren)             2.18  

Employee + Family             3.90  

Presenter
Presentation Notes
The rates for vision are minimal, but the change in provider to Avesis increases the size of the network and includes Wal-Mart as a provider. 
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Monthly Dental Plan Rates 2016-17 
Full-Time Active Employees 

 Plan   Tier   Monthly Employee 
Premium 

Cigna Prepaid DHMO  

Employee             4.56  

Employee + Spouse             8.58  

Employee + Child(ren)           11.18  

Employee + Family           12.88  

Cigna PPO 

Employee           14.94  

Employee + Spouse           32.86  

Employee + Child(ren)           35.60  

Employee + Family           45.78  

Delta PPO 

Employee           23.90  

Employee + Spouse           52.66  

Employee + Child(ren)           57.02  

Employee + Family           73.46  



Important Things  
You Need to Know 
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What Employees Must Do 
 Review Benefits Material 
 
 Access ADP Portal during New Hire Window and 

complete elections within 30 calendar days 
 Contact your HR Liaison or Employee Benefits to obtain the 

registration code 
 Changes can be made as many times as necessary within 30 day 

window; last change on record will be final 
 
 Print a copy of your Confirmation Page with your 

confirmation number 
 
 Verify correct premium deductions are being taken on 

your paycheck 
 

 Submit Evidence of Insurability (EOI) for life insurance 
if applicable 

 
 Respond to the Dependent Verification Audit 
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Qualifying Events 

63 

Event Examples 
 Marriage 
 Birth 
 Adoption 
 Legal 

Guardianship 
 Divorce 
 Death 
 Gain/Loss of 

Other Coverage 

 Can add or drop dependents 
if consistent with the change 

 Cannot change plan 
elections  

 You must report a 
Qualifying Event within 30 
calendar days of the 
effective date of the change 

 Record Qualifying Events via the 
ADP Benefit Enrollment System  

 Dependent Verification Service 
Center will mail letter requesting 
required documentation 

Presenter
Presentation Notes
If you have a qualified status change after your initial enrollment, you are responsible for notifying the Employee Benefits Division within 30 days of the change by going online to the Benefit Enrollment System and completing the Family Status Change information. Examples of a qualified status change include getting married, the birth or adoption of a child, divorce, the death of a dependent, or a change in employment status where a person loses or gains eligibility for benefits.

If a dependent loses eligibility, it is your responsibility to report the change to the Employee Benefits Division within 30 days of the event through the online Benefit Enrollment System and completing a Family Status Change.  Failure to do so within 60 days will result in your dependent losing his or her COBRA rights to continue coverage. You will also be liable for the cost of any claims incurred by the dependent during the period of ineligibility.

If a status change is reported after 30 calendar days, additions to a plan will not be allowed. You’ll have to wait until the next Open Enrollment period to make the change. Ineligible dependents will be dropped on a retrospective basis, but as noted above, you become liable for any claims incurred that were paid by the plan.
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Benefits via Work or 
Home 
 ebc.maricopa.gov/ 

benefits/ (Intranet only 
available via the 
Maricopa County 
network) 

 www.maricopa.gov/ 
benefits 

Benefits Website  
Includes: 
 Enrollment Instructions 
 Medical Plan Summaries and 

SPDs 
 New Employee Tab 
 Medical Plan Comparison Chart 
 How to Search For A Provider 
 Information about the 

UnitedHealthcare HDHP with 
H.S.A. Plan  

 Formularies for Prescription 
Plans 

 Dental Plan Comparison Chart  
 Short Term Disability 

Calculator 
 Premium Reduction 

Information (Biometric 
Screening, Health Assessment 
& Non-Tobacco User) 

Employee Benefits 
Division                

M-F  8am - 5pm  
602-506-1010 

BenefitsService@ 
mail.maricopa.gov 

OET Customer Service 
Center  

602-506-HELP (4357) 

Presenter
Presentation Notes
Ready and prepared to make your benefit elections? Go directly to the ADP portal and access the Benefit Enrollment System.
Need to do a little more research on the details of your benefit options? 

Go to the Employee Benefits home page at ebc.maricopa.gov/benefits/ or www.maricopa.gov/benefits and review the benefits information.
 
You are able to find comparison charts. This is also where you can find the Summary Plan Descriptions for full details of the medical plans.

Frequently Asked Questions and answers about the UHS HDHP and Health Savings Account, Biometric Screening or Saliva Testing can also be found on the Employee Benefits home page.

For specific benefit coverage questions, contact the benefit vendor. Contact information is available in the What’s New? and Know Your Benefits booklets.  For general questions you may have on your benefit elections, contact the Employee Benefits Division, Monday through Friday 8am to 5pm, at 602-506-1010.  For system related questions call OET Customer Care Center at 602-506- HELP.

This concludes the Employee Benefits presentation.  Best wishes as you begin your career with Maricopa County!


http://www.maricopa.gov/benefits
http://www.maricopa.gov/benefits
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