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RETIREE HEALTH BENEFITS
ENROLLMENT GUIDE

A UNIQUE APPROACH TO CONTROLLING BENEFITS COST

This Retiree Health Benefits Enrollment
Guide is filled with information about your
plan choices and key changes effective
January 1, 2019.

PEBC overview
The member governments of the PEBC are dedicated
to offering choice, flexibility and value as we strive
to manage costs in an era of rising health care costs.
Through the PEBC, the member governments work
diligently to keep benefits costs affordable. The PEBC
provides many services, including the joint purchase
of employee benefits and a cost-effective, centralized
administration. With current economic conditions and
the rapidly rising cost of health care, benefits of PEBC
membership are even more valuable today.

About the
Enrollment Guide
This guide highlights the main features of many of the
benefit plans sponsored by PEBC. Full details of these
plans are contained in the legal documents governing
the plans. If there is a discrepancy between the plan
documents and the information described here, the
plan documents will govern. In all cases, the plan
documents are the exclusive source for determining
rights and benefits under the plans. Participation
in the plans does not constitute an employment
contract. PEBC reserves the right to modify, amend
or terminate any benefit plan or practice described
in this guide.
This Retiree Health Benefits Enrollment Guide is used
by multiple employers. Please be aware that the
enrollment deadlines for your specific employer apply.
If you have questions about the contents of this guide
or how this information may apply to you, please
contact your Human Resources department. Your
employer reserves the right to change or discontinue
the plans contained in this guide at any time. Issuance
of an ID card is not a guarantee of benefits. In
addition, benefits are subject to plan provisions and
eligibility on the date the service is delivered.

This guide has sections for each type
of retiree. Take note of the headings
on each page to determine if the
information applies to you.

ALL
RETIREES

UNDER 65

RETIREES

OVER 65

RETIREES

The information
applies to all
retirees.
The information
applies to retirees
under age 65 and
covered spouses
of any age.
The information
applies to retirees
over age 65.
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Overview
There are typically changes to some provisions of your benefit plans
each year. The changes listed below are all effective January 1, 2019.
Carefully read this Retiree Health Benefits Enrollment Guide to identify
those items that apply to you. For your convenience, a contact list is
located at the back of this guide.

Plan changes January 1, 2019

Retirees under age 65 — PPO/HDP Medical Plans (covered spouses of any age)
Updated website

pebcinfo.com
You may notice your centralized website has a
new look and feel to it. Please visit the website for
information about your benefits. No password is
required to login on the website.

New dental provider

Cigna will be the new vendor selected to provide
Dental HMO and Dental PPO services effective
January 1, 2019. To view the dentists in Cigna’s
network, please visit their website at myCigna.com.
Please watch your mail for the new dental cards you
will receive to access your dental services in 2019.
If you are currently enrolled in the Dental PPO plan or
Dental HMO plan, you will receive a dental card from
Cigna for the 2019 plan year. If you enroll in the Dental
PPO plan or Dental HMO during annual enrollment,
you will also receive a dental card from Cigna for the
2019 plan year.
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New vision provider

EyeMed will be the new vendor selected to provide
vision services effective January 1, 2019. To view the
vision providers in EyeMed’s network, please visit their
website at eyemedvisioncare.com/PEBC.
Please watch your mail for the vision card you will
receive to access your vision services in 2019.

HSA contributions

The maximum contribution to a HSA for 2019
is $3,500 for individuals and $7,000 for families.
Remember, the IRS also allows you to make an extra
catch-up deposit of $1,000 if you are age 55 or older.
Your deposits are made through payroll deduction.

Required time-sensitive enrollment action
During annual enrollment, an employee who covers
a spouse must sign a Spouse Medical Plan Surcharge
Affidavit attesting to the spouse’s access to employer
medical plan coverage through his/her employer,
regardless if he/she enrolled in that coverage. A copy
of the form will be in the Annual Enrollment Packet
and at pebcinfo.com.

UNDER 65

RETIREES
Spouse surcharge
(PPO/PMD/PSD plan or HDP)

A Spouse Medical Plan Surcharge Affidavit is required
every year. Regardless of the medical plan you select,
if you enroll your spouse in the 2019 medical plan,
your premium cost could be higher. The spouse
surcharge does not apply to dental or vision coverage.
The spouse surcharge will apply if:
1. Your spouse is still employed, his/her employer
offers a medical plan and your spouse did not
enroll in that plan; and
2. You cover your spouse in your PPO/PMD/PSD
medical plan or HDP; then
3. A $200 per month spouse surcharge will apply
to the cost of covering your spouse on your
employer medical plan.
4. The surcharge will also apply if you fail to turn
in the required Spouse Medical Plan Surcharge
Affidavit or you were late turning it in.
For purposes of the spouse surcharge, the spouse’s
employer plan must be an affordable medical plan
with minimum essential coverage (MEC) as defined by
the Affordable Care Act (ACA).
The spouse surcharge will not apply if:
1. Your spouse is enrolled in both his/her employer
medical plan (proof of enrollment required) and
your PPO/PMD/PSD plan or HDP; or
2. Your spouse does not work outside the home and
has no access to employer coverage; or
3. Your spouse’s employer does not offer medical
coverage or your spouse is not eligible for that
coverage; or
4. Your spouse’s other coverage is Medicare,
Medicaid, TRICARE or care received at a VA
facility; and

Required time-sensitive enrollment action
During annual enrollment, any retiree who covers
his/her spouse in the PPO/PMD/PSD plan or HDP
must sign a Spouse Medical Plan Surcharge Affidavit
attesting to your spouse’s access to employer medical
plan coverage through his/her employer, regardless
if he/she enrolled in that coverage. More information
and a copy of the form will be in the Annual
Enrollment Packet and at pebcinfo.com.
Spouse’s employer enrollment period
While many plans are calendar year plans (like yours),
some are not. If your spouse’s employer plan is not
a calendar year plan, and your spouse did not enroll
in his/her employer plan during your spouse’s annual
enrollment, your spouse should check with his/her
employer now to see if it is still possible to enroll. If
the employer’s plan rules do not allow enrollment,
then the spouse surcharge applies until your spouse’s
employer coverage is effective.

Spouse Medical Plan Surcharge
Affidavit due by December 31, 2018

If your spouse is still employed and you enroll
your spouse in the PPO/PMD/PSD plan or HDP,
a spouse surcharge will apply to your retiree
premium, unless your spouse is enrolled in his/
her employer medical plan and you turned in the
Affidavit on time.
Don’t delay. Turn in the Affidavit as soon as
possible and before December 31, 2018.
The surcharge will apply for each month an
affidavit was not turned in (even if the surcharge
does not apply or if it was turned in late) or if you
fail to notify your employer of a change which
would have triggered or stopped the surcharge.

5. You turned in the required Spouse Medical Plan
Surcharge Affidavit on time.

Dallas County retirees only

If you are already enrolled in a retiree medical plan and under age 65, you can choose either the PPO plan or
the HDP for coverage effective January 1, 2019, or later, subject to all other plan and eligibility rules. If you are
eligible for Medicare, you must be enrolled in Part A and Part B for maximum claims reimbursement.
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Enrollment
Enrolling during annual enrollment?

Annual enrollment is the only time during the year
that you can change your benefit selections or
drop dependents covered by the plan without first
experiencing a qualified change in status event. It is
very important that you follow your employer’s annual
enrollment instructions and deadlines so that you can
enroll in your chosen benefits in 2019.
If you are enrolled in either the PEBC group Senior
Supplement or Medicare Advantage Plan, during
annual enrollment you can keep your current plan or
change to the other senior plan.

Moving from active employee
to retiree status?

If you are a new retiree selecting group retiree health
benefits for the first time (not during annual enrollment),
review your enrollment information with careful
attention to deadlines. Enrollment cannot be retroactive
and you are responsible for enrolling on time.
•

Visit your Human Resources Department at least
60 days before you retire to complete your Retiree
Benefit Enrollment forms.

•

Retiree Health Benefit Enrollment forms must be
signed and dated no more than 60 days before
your retiree health benefits become effective.

•

Carefully review the retiree premium payment
information included in this Retiree Enrollment
Guide to understand exactly how and when to pay
your premium.

•

Only those dependents enrolled in your medical,
dental or vision plans on your last day of active
employment can enroll in your retiree medical,
dental or vision plans, subject to validation of
eligibility. If your spouse is still working and
has health benefits at work, read about spouse
enrollment after you retire on page 3 of this guide.
Your last annual enrollment as an active employee
(before your retirement) is very important.

•

As an active employee, if you chose to opt out of
your employer’s medical plan before you retired,
you are not eligible for medical plan coverage as
a retiree. Likewise, if you did not have dental or
vision coverage as an active employee, you cannot
elect dental or vision coverage as a retiree.

•

Don’t forget to review your optional life
insurance. You have 31 days after your active
employee optional life coverage ends to apply
for conversion or portability of your life insurance
benefits. If you miss the deadline, you cannot
continue your life insurance coverage.

Premium payment information
Payment due date

Your monthly payment is due on the first day
of the month and the grace period expires
30 days later. Your coverage is terminated if your
payment is not received or postmarked by the
last day of the grace period. Retiree group health
premiums are not deducted from your Social
Security check. Premiums are deducted from your
retirement benefit only if you are enrolled in the
HELPS program.

Automatic premium payment program

If you already participate in the PayFlex automatic
bank draft program, you do not have to sign
up again. PayFlex will automatically deduct the
correct 2019 premium amount. If you are not
signed up for the automatic premium payment
program, consider enrolling soon. Authorization
forms are available at pebcinfo.com or from your
Human Resources Department. If you want to start
this program with your January 2019 premium,
write that on the form and mail it to PayFlex no
later than December 7, 2018. If you change banks
or your account number, you must contact PayFlex
immediately. Double-check your premium to make
sure it is for the correct 2019 amount.

Where to mail your payment
Retirees cannot add new coverage during annual
enrollment. To illustrate, if you are not enrolled
in the 2018 vision plan, you cannot add it during
annual enrollment for 2019. However, if you are
currently enrolled in a retiree medical plan and
qualify to change to another retiree medical plan,
you can. You can also change your current dental
plan to another dental plan as well.
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PayFlex Systems USA, Inc.
PO Box 953374
St. Louis, MO 63195-3374

Need to contact PayFlex?
Retiree Billing Services Team
1-877-644-5124

Mailing
Address

ALL
RETIREES

Tools to help you choose
Visit pebcinfo.com

The PEBC website is the central benefits information
website with tools to help you choose a health plan,
estimate your out-of-pocket costs and forms and links
to locate important information. Check it often! To
view 2019 plan information, enter the group password
included in your enrollment packet.
The password is also available from your employer’s
intranet, Human Resources Department or Benefits Office.

Can you enroll in coverage you currently
do not have?

You cannot enroll in coverage you do not already have.
If you are already enrolled in a PEBC medical, dental
or vision plan and you want to change that plan during
annual enrollment, check the options available to you.
Once you leave the plan, you cannot return.

Retiree choices
Medical plans — Retirees under age 65
and not enrolled in Medicare
• PPO plan (includes spouses and dependents
enrolled in PMD/PSD)
• High deductible plan (HDP) — you can
contribute to an HSA as long as you are not
enrolled in Medicare.
Dental plans
• PEB — Cigna Dental PPO Dental Plan
• ANT — Cigna HMO Plan
Vision plan
• VIS — EyeMed Choice Plan
Retirees age 65 or older and enrolled in
Medicare A & B
• UnitedHealthcare Senior Supplement Plan F
with or without Medicare Rx for Groups (Part D)
prescription drug coverage
• UnitedHealthcare Group Medicare Advantage
HMO (includes Medicare Rx for Groups (Part D)
prescription drug coverage)
If you are a dependent of a retiree enrolled in
the Senior Supplement or Medicare Advantage
Plans and you are not enrolled in Medicare, you
may be eligible to enroll in the PEBC PPO Plan.
If you choose this option, you are enrolled in the
PSD or PMD plan. A signed Spouse Medical Plan
Surcharge Affidavit is required.

Make an informed choice

As you know, the world of health benefits has changed.
It’s more important than ever to make the most of your
health care dollars. To do that, use all of the resources
available to you to learn more about your plan options.
Consider how your coverage needs will change once
you (and your covered spouse) turn 65, including how
Medicare will change your benefits. Weigh the cost of
each plan against your needs and determine the right
benefits mix for you and your family. Making smart
decisions about your health benefits helps you keep
costs down while getting the coverage you need after
you retire.

Here are some tools to help you:
Retirees under age 65 and not enrolled in Medicare
(PPO or HDP Plan)
• pebcinfo.com — the centralized benefits site with
plan information, forms and links to PEBC vendor
sites. Select Retiree from the top menu.
• myuhc.com — a great place for locating a provider
and estimating costs.
• Cost estimator (myuhc.com) is a great tool to help
you estimate your out-of-pocket costs, compare
treatment options and select a quality provider for
a procedure.
• Visit myClaims Manager to manage your claims and
understand your share of the plan cost. See where
you are in meeting your deductible, your annual
maximum out-of-pocket cost and view your claims
history. You can even pay your out-of-pocket costs
from this site.
• Find in-network providers (including Tier 1 and
Premium Care physicians) by selecting the link “Find
Physician, Laboratory or Facility.”
• Log in to express-scripts.com or download the
Express Scripts app to manage your prescription
drug benefits. Information right at your fingertips!
• To compare plans, check the easy-to-understand
Summary of Benefits and Coverage available at
pebcinfo.com. The Summary helps you compare
certain health plan provisions regardless if coverage
is purchased privately or through your employer.
All Retirees regardless of age
• 2019 Retiree Health Benefits Enrollment Guide — a
quick summary guide which includes features of each
plan available to you, contact information and other
important information about your plan benefits
• 2019 Retiree Benefits Rate Sheet — lists retiree
contribution rates for each plan
• Important Notices — 2019
5
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Change in status events
You should choose your benefits wisely. IRS regulations
provide that, unless you experience a qualified “change in
status” event (described below), you cannot change your
benefit choices until the next annual enrollment period.
If you experience a qualified change in status event, you
may make a new election for coverage as long as the
election is consistent with the qualified change in status
event and the change is prospective (not retroactive).
To be considered consistent, the qualified change in
status event must result in either becoming eligible for
or losing eligibility under the plan. The change must
correspond with the specific eligibility gain or loss. As
long as the qualified change in status event is consistent,
you can change your health benefit elections. Refer to
the plan documents for additional information.
Spouse enrollment after you retire
If your spouse is still working and enrolled in his/her
benefits at work, you can delay your spouse’s enrollment
in your retiree plan if you wish. If your spouse then loses
his/her employer health benefits due to an employmentrelated event, you can add your spouse to your applicable
retiree benefits at that time, provided you meet the timing
rules for a qualifying change in status event.
Examples of a spouse’s employment-related event are
spouse retirement (and spouse’s employer does not offer
retiree benefits), loss of job, or employer cancellation
of benefits. An employment-related event is not a
spouse’s voluntary cancellation of his/her employee or
retiree benefits or termination from this benefit due to
late or non-payment. You cannot add your spouse to your
retiree coverage if your spouse is not on your plan when
you retire and does not experience the loss of spouse
coverage as described above. If you are enrolled in the
PPO/PMD/PSD plan or HDP, the spouse surcharge could
apply. Refer to page 3 of this guide for more information.

Two types of qualified events:
Change in family status
Applies to retiree, retiree’s spouse or retiree’s dependents:
•

Marriage, divorce or annulment

•

Death of your spouse or dependent

•

Child’s birth, adoption or placement for adoption

•

An event causing a dependent to no longer meet
eligibility requirements such as reaching age 26

Change in employment status
Applies to any change in the employment status of
a retiree, spouse or dependent that affects benefit
eligibility under your benefit plan or the employer
benefit plan of your spouse or your dependent:
•

Termination or commencement of employment

•

Strike or lockout

•

Start or return from an unpaid leave of absence

•

USERRA (military) leave

•

Switching from a salaried to an hourly paid job (or
vice-versa) and the change affects benefits eligibility

•

Reduction or increase in hours of employment
such as going from part-time to full-time, and the
change affects benefits eligibility

•

Any other employment-related change that makes
the individual become eligible for or lose eligibility
for a particular plan

Examples of events that do not qualify:
•

Your doctor or provider is not in the network

•

You prefer a different medical plan

•

You were late turning in your paperwork

Important deadlines apply

Timing is very important. According to IRS rules, coverage elections cannot
be retroactive. Except for newborns and adoptions, a qualified change in
status event is effective the first day of the month following the date you
notify your employer, provided you meet the 31-day notification rule.
1. 31-day notification rule — You must notify your Human Resources
Department of the event AND you must complete and turn in required
paperwork (including proof of the change) within 31 days of the event
date. If you do not, you cannot make the change.
2. Effective date — Provided you met the 31-day rule noted in #1 above,
the change is effective the first day of the month following the date you
notified your employer of the qualified change in status event. Effective
date exception: Newborns are effective on the date of birth and adoptions
are effective the date placed for adoption or on the adoption date.

6

To illustrate:

31-day notification: You married on
November 9 and on December 3
you told your Human Resources
Department that you want to add your
spouse to your medical plan. You met
the 31-day notification deadline. Refer
to the information below to determine
effective date.
Effective date: In this case, your
spouse’s coverage is effective January 1.
Your spouse’s coverage could have
been effective on December 1 if you
had notified your Human Resources
Department by November 30.
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Dependent eligibility summary
Who is an eligible dependent?

Dependent verification

Your dependent can be enrolled in a plan only if he/she
is an eligible dependent. If both you and your spouse
work for the same employer, your dependents can be
covered by only one of you. It is important that you
enroll eligible dependents only.
Eligible spouse

Valid proof of dependent eligibility is required before
you can add a new dependent or spouse to the plan.
Important deadlines apply. Check with the Human
Resources Department for more information.

Who is NOT an eligible dependent?

•

Your lawful spouse (you must have a valid
certificate of marriage considered lawful in
the State of Texas or a signed and filed legal
Declaration of Informal Marriage considered lawful
in the State of Texas)

Enrollment of an ineligible dependent can be
considered fraud and can subject you to severe
penalties, including termination of employment,
financial risk and criminal prosecution. Anyone eligible
as an employee is not eligible as a dependent.

•

A surviving spouse of a deceased retiree, if the
spouse was covered at the time of the retiree’s death

Ineligible spouse
•

Your divorced spouse, or a person to whom you
are not lawfully married such as your boyfriend
or girlfriend

•

A surviving spouse who was not covered by the
deceased retiree at the time of the retiree’s death

Eligible child(ren)
•

Your natural child under age 26

•

Your natural, mentally or physically disabled child,
if the child has reached age 26 and is dependent
upon you for more than one-half of his or her
support as defined by the Internal Revenue Code.
To be eligible, the disability must occur before or
within 31 days of the child’s 26 birthday.

•

Your legally adopted child, including a child who is
living with you who has been placed for adoption
or for whom legal adoption proceedings have
been started, or a child for whom you are named
Permanent Managing Conservator

Ineligible child(ren)
•

Your natural age 26 or older child who is not disabled
or whose disability occurred after the 26 birthday

•

A child for whom your parental rights have
been terminated

•

A child living temporarily with you, including a
foster child who is living temporarily with you or
a child placed with you in your home by a social
service agency, or a child whose natural parent
is in a position to exercise or share parental
responsibility or control

•

Your current spouse’s stepchild or stepchild of
a former spouse

•

A surviving child of a deceased retiree who was
not covered as a dependent at the time of the
retiree’s death

•

A brother, sister, other family member or an
individual not specifically listed by the plan as
an eligible dependent

Managing conservator
•

Your stepchild (natural or adopted child of
employee’s current spouse)

•

Your unmarried grandchild (child of your child)
under age 26 who, at the time of enrollment, is
your dependent for federal income tax purposes,
without regard to income limitations

•

A child for whom you are required to provide
coverage by court order

•

A surviving, eligible child of a deceased retiree,
only if the child was covered as a dependent at the
time of the retiree’s death

IMPORTANT: Check both columns. Full details
regarding eligibility are found in the legal documents
governing the plans.

When a child’s coverage ends

You may cover your child (natural child, stepchild, adopted child) in a medical, dental and/or vision plan until
the last day of the month in which the child turns age 26, whether or not the child is a student, working, living
with you and regardless of the child’s marital status. This coverage does not extend to your child’s spouse or
his or her children. The IRS requires that your grandchild is eligible only if the grandchild is unmarried and
your dependent for federal income tax purposes. You must provide your Form 1040 to prove grandchilddependent status.
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More to consider
Thinking about retirement?

If you are flipping through this guide because you are
thinking about retiring, make sure you review your
employer’s retiree health plan policies before you retire.
Your employer offers retiree health benefits, but retiree
health benefits cost more than your active employee
coverage. Make an appointment to discuss your retiree
benefit options with the Human Resources Department
at least 60 days before you retire. If you are planning
to retire during 2019, pay particular attention to the
November 2018 annual enrollment period. Elections
during your last active employee annual enrollment will
affect the retiree benefits for which you may be eligible.
Contact the Social Security Administration at least 90
days before you retire. Carefully review the Retiree
Health Benefits Enrollment Guide, available at
pebcinfo.com or from your employer.

Turning age 65 and still working

If you are actively employed and your 65th birthday
is coming up, this information is for you. Most people
become eligible for Medicare when they turn 65. If you
are still working and covered under your employer’s plan,
you can delay your Medicare enrollment until you retire.

If you are a retired public safety officer and you
enroll in the retiree group health plan, you may
benefit from a tax-savings provision, known as the
HELPS Act.
Federal law permits eligible retired public safety
officers to exclude up to $3,000 of their qualified
health insurance premiums from their gross taxable
income each year, as long as the premiums are
deducted from their retirement benefit. This means
your health premium must be deducted from your
TCDRS monthly retirement benefit to qualify for
the tax savings. If you already participate, you do
not need to fill out another HELPS enrollment form,
and the 2019 cost will be automatically deducted
from your TCDRS monthly retirement benefit.
If you want to enroll in the HELPS program, contact
the Human Resources Department (not TCDRS) for
additional information and the required enrollment
form. Information is also available at pebcinfo.com
(select “employer member group,” then select
“retiree” from the top menu for retiree information
specific to your employer).

If you are actively employed, you may choose to delay
your Medicare enrollment until you retire for several
reasons, including:

Countdown to retirement

•

You (and your spouse — regardless of spouse age)
can continue on the employer health plan;

•

•

You (and your spouse — regardless of spouse age)
can delay payment of Part B premium;

60 to 90 days before you retire — Contact
the Social Security office. If you are age 65 or
older, sign up for Medicare Part A and Part B
(you and your spouse).

•

Contributions can still be made to your HSA as long
as you are not enrolled in Medicare (and you are
enrolled in the HDP); and

•

60 days before you retire — Contact your
Human Resources Department and complete
retirement paperwork. Choose your retiree
health benefits.

•

Your employer health plan is the primary plan for
you and your covered spouse as long as you are
actively employed (subject to spouse surcharge).
Once you retire, Medicare is primary for both you
and your covered spouse.

•

30 days before you retire — Make sure your
retiree health benefits are chosen and your
premium is paid.

•

If you move — Let your Human Resources
Department know as soon as possible.

Caution: If you are preparing to retire, it is critically
important that you contact the Social Security
Administration as soon as possible. If you collect Social
Security benefits, you are automatically enrolled in Part
A, even if you are still working. You must enroll in Part B
once you retire to enroll in your employer’s retiree plan.
This applies to your spouse as well.
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Retired public safety officers only:
The HELPS Act

Did you know?
Medicare becomes effective on the first day of the
month in which you turn 65, regardless if you are
at full retirement age for Social Security benefits.
If your 65th birthday is on the first day of the
month, then Medicare becomes effective the
first day of the prior month. This applies to your
covered spouse as well.

ALL
RETIREES

What is a self-funded health plan?

PEBC employer groups self-fund (or self-insure) the
HDP, the PPO Plan and the PEBC Dental Plan. This
means there is not an insurance company and your
employer funds the cost of health claims. With selffunding, each PEBC employer group’s experience
stands on its own and is not combined with any other
group. Your plan cost is based on your workforce
alone — not on the claims of other member groups —
and your employee cost is based on the experience of
your employer group.
Even with the administrative costs associated with selffunded plans, when compared to fully insured plans
(e.g., an HMO plan), the savings can be significant.
The PEBC consistently administers all PEBC employer
health plans which drives savings even farther. Subject
to benefit differences, to an employee and health care
provider, a self-funded insurance plan may feel no
different than many insurance plans, even without an
insurance company.

Subrogation requirements

Both the HDP and PPO plan have important
subrogation requirements. Subrogation is the right of
a party that has paid medical claims on your behalf
to recover amounts paid if the beneficiary of those
payments recovers funds from another source. For
example, if you are in a car accident that results in
medical claims paid by the HDP or PPO plan, then
the plans have a right to recover amounts paid by the
plan on your behalf if you receive a payment from the
other driver’s insurance company. If you are involved in
an accident, you will receive an Accident Investigation
Form from Optum®, a UnitedHealthcare company.
To avoid claim payment delays, it is very important
that you act quickly. Complete the form and return it as
requested, following the instructions provided to you.

Life insurance
Continuing your life insurance

When you retire, you can choose to either carry
over (port) or convert selected life insurance when
employment ends, paying your premium directly to
Dearborn National. You cannot add or increase life
insurance if you did not convert or port coverage when
you retired. When your employment terminates, review
your life insurance needs quickly. You must apply and
pay a premium to Dearborn National no later than 31
days after your active employee coverage ends. Visit
pebcinfo.com for more information about portability
and conversion.

Portability

When your active employee coverage terminates,
you can continue life insurance up to the full amount
of your Optional Term Life TLF, SLF and DGL benefit
without Evidence of Insurability (EOI) and at the
same low cost provided to active employees (without
AD&D). Rates increase as you age in five-year
increments. You must be enrolled in life insurance
for at least 12 months to carry over coverage. If your
spouse is enrolled in SLF, the SLF coverage must be in
place for at least 12 months to port SLF coverage.

Conversion

Conversion allows employees and covered dependents
to convert all or part of GLF, TLF/SLF and DGL to an
individual whole life policy. Whole life costs more than
group term life coverage. Contact Dearborn National for
cost information. You do not have to be covered for at
least one year to convert coverage and conversion locks
your rate based on your age at the time of conversion.
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2019 Medical Plans

Retirees under age 65 (covered spouses
of any age)
Regardless of the medical plan you select, certain
things work the same. Both plans have the same
coinsurance levels, annual out-of-pocket maximums
and offer limited out-of-network benefits. In other
ways, the plans work differently, including deductibles
and how they work, and copays.

Pre-certification

As long as your care is provided by an in-network
doctor, hospital or other health care provider, you do
not need pre-certification for services. UnitedHealthcare
uses a Notification Process with its participating doctors,
hospitals and other health care service providers, and
they will handle that for you. If you receive care from an
out-of-network provider, your care must be pre-certified
or penalties apply. It is your responsibility to make sure
your out-of-network care is pre-certified.

Network

The broad, national UnitedHealthcare Choice Plus
network is available to everyone enrolled in the plans.
To locate a doctor, hospital or other provider, visit
myuhc.com. While each plan includes out-of-network
benefits, you will often pay more for care received
from an out-of-network provider.

Out-of-pocket maximum limit (OOP)

Regardless of the medical plan you select, as long as
your medical care is delivered in network, your annual
out-of-pocket maximum (OOP), including in-network
deductible, coinsurance and copays, will not exceed
$3,000/single and $6,000/family. After you meet the
OOP, the plan then pays 100% of your eligible expenses.
PPO plan: If you are enrolled in the PPO plan, in-network
medical and prescription drug copays count toward
your OOP but not to your deductible. If you choose a
brand-name drug when a generic is available, the cost
difference between the brand-name and generic drugs
will not count toward your deductible or OOP. If you fill
your prescription at a non-EAN retail pharmacy, the $10
upcharge does not count toward your OOP.
HDP: If you enroll in the HDP, all eligible in-network
out-of-pocket expenses count toward your OOP. After
you meet your deductible, you pay 20% of eligible
in-network expenses until you reach your OOP. The IRS
requires that the family deductible be met if you enroll
in anything other than single coverage.
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Regardless of plan choice

Regardless of the plan in which you enroll, certain
items do not count toward the OOP, including:
•

Expenses not covered by the plan

•

Charges for services or supplies not
pre-certified or pre-authorized (if required)

•

Services that are not medically necessary

•

Out-of-network costs

•

Expenses exceeding the maximum allowable
(if you use out-of-network providers)

•

The cost difference between the generic and
brand-name drug does not count toward the OOP
if you choose a brand when generic is available

•

The $10 upcharge to fill a prescription at a
non-EAN pharmacy

•

Specialty drugs filled at a pharmacy other
than Accredo, unless a “stat” retail courtesy
fill applies

Regardless of your plan, when you reach the maximum
in-network OOP, you are done. The plan will then pay
100% of eligible in-network costs.

Coinsurance and in-network cost

Certain expenses are covered by the plans based on a
percentage of allowed cost. For those services subject
to coinsurance, after the in-network deductible is met,
each plan pays 80% of in-network costs. Your 20%
portion (coinsurance) applies to your annual maximum
out-of-pocket limit (OOP).

Coinsurance and out-of-network cost

Both the PPO plan and HDP allow limited out-ofnetwork services. If you choose to receive covered
services from an out-of-network doctor, hospital or
other provider, you will pay more of the cost. Not only
is the deductible higher, but the OOP is unlimited. This
means that the plan will never pay 100% of your costs,
even after the deductible is met.
If you receive care from out-of-network providers, you
will pay more of the cost, including the out-of-network
deductible, 40% coinsurance and any billed charges
exceeding the maximum allowed for that service,
referred to as “balance-billing.” The maximum allowed is
less than the amount allowed for an in-network service.
With the number of in-network providers available,
it is rare that you would have to seek services outside
the network. Always check to make sure your doctors,
facilities and other service providers are in network. Visit
myuhc.com or contact NurseLine (1-877-370-2849)
if you need help finding a network provider.
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About copays and out-of-pocket costs
PPO plan
If you are enrolled in the PPO plan, you pay a fixed
copay for many services. In some cases, you pay
coinsurance (after deductible) instead of a copay.
For emergency room services, you will pay both a
copay and coinsurance. While copays count toward
in-network, out-of-pocket costs, copays do not count
toward your deductible. Standard medical copays are
listed below. Check the prescription drug section for
2019 copays. Refer to the PPO plan Quick Reference
Guide found later in this Guide, or visit pebcinfo.com
for more information.
PPO copays (in network)
• Office visit: $25 PCP/$25 Tier 1 specialist/
$35 non-Tier 1 specialist
•

Urgent care: $35

•

Virtual Visit: $0

•

Mental health (MHN): $25 office visit
(example: therapists)

•

Emergency room: $300 plus 20% coinsurance on
the remaining amount (after deductible); copay
waived if admitted

HDP out-of-pocket costs (in network)
The HDP does not use copays. You pay 100% of
the allowable cost until the applicable in-network
deductible is met. This means you pay all of the
cost for office visits, urgent care, prescription drugs,
emergency room and other covered expenses. You
can even use an in-network Virtual Visit at a cost of
$50 per visit. Eligible medical, pharmacy and mental
health expenses all count toward the deductible.
Once the deductible is met, coinsurance applies. The
allowed in-network cost is the network “discounted”
cost, not “retail” cost.

A special note about mental health
and substance abuse services

When you enroll in either the PPO plan or
HDP, mental health and substance abuse services
are provided by MHN, not UnitedHealthcare.
The UnitedHealthcare networks do not extend
to your mental health and substance abuse
benefits. To receive mental health plan benefits,
you must pre-certify care before you receive it.
To pre-certify care, call MHN at 1-888-779-2225.

About deductibles

The deductible is the amount you must pay each
year before the plan begins paying benefits for
expenses. The deductibles for the PPO plan and the
HDP work differently.

In-network deductibles

PPO plan (copays do not count toward deductible)
$ 500 		 individual (single) deductible
$ 1,000 family deductible*
*If you cover family members, the in-network family
deductible is met when the combined eligible innetwork expenses for you and/or your covered family
members reach $1,000. If one of the family members
reaches $500 but the combined family deductible of
$1,000 has not been met, the member who met the
$500 deductible can move to coinsurance until one
more family member reaches the deductible. If no
family member reaches the $500 deductible, but the
combined family deductible is met, all family members
move to coinsurance.
HDP (an important difference)
$ 1,500 individual (single) deductible
$ 3,000 family deductible**
The HDP in-network deductible works similar to the
PPO plan, but there is an important distinction.
**If you cover any family member, the entire innetwork family deductible must be met before any
family member can move to coinsurance. This is
different than the PPO plan.
The HDP in-network family deductible is met when
the combined eligible expenses for you and/or any
covered family members reach $3,000. Even if one
family member reaches the $1,500 deductible, that
member cannot move to coinsurance until the full
$3,000 family deductible is met. It doesn’t matter if
one or more family members incur the expenses that
meet the total family deductible. The IRS requires that
the full family deductible be met before any family
member moves to coinsurance.

Out-of-network deductibles

PPO plan — $1,000 individual
HDP plan — $3,000 individual/$6,000 family

Regardless of plan, the individual out-ofnetwork deductible:
• Applies to each enrolled family member
• Does not have a family deductible limit
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About the health savings account (HSA)

You must be enrolled in the HDP to contribute to an HSA. Contributions cannot be
made to an HSA if you are enrolled in Medicare.
What is an HSA?

Think of an HSA as a savings account for health care
you’ll need today, tomorrow and into the future.
Unlike a flexible spending account (FSA), your savings
grow from year to year. The HSA works differently
than a flexible spending account. A big difference is
that the HSA has triple-tax benefits.
•

Deposits are income tax-free

•

Savings grow tax-free

•

Withdrawals made for qualified expenses are also
income tax-free

Why would a retiree consider an HSA?

If you want to set aside money on a pretax basis
before you enroll in Medicare, you may want to
consider enrolling in the HDP with HSA. Once you
enroll in Medicare you can no longer contribute to
the HSA, but you can still use the money tax-free as
long as funds are used to pay for qualified medical
expenses. To have an HSA, the IRS requires you be
enrolled in a qualified high-deductible health plan, like
this High-Deductible Plan (HDP). Before enrolling in
the HDP, you will want to compare the advantages of
12

the plan with your specific situation. Consult your tax
or financial advisor, or contact your HSA bank if you
have questions about the HSA. Your employer cannot
give you tax advice.

Medicare and the HSA

As long as you are not enrolled in Medicare (even if
you have reached age 65), you can still contribute to
an HSA until the month you enroll in Medicare. You
can even continue to make catch-up contributions
prior to your Medicare effective date. Once you are
enrolled in Medicare, you cannot contribute to an
HSA, but the money is still yours to save, spend or
leave to your heirs.

Medicare and out-of-pocket expenses

While you cannot contribute to an HSA if you are
enrolled in Medicare, you can use funds in your HSA
to pay for out-of-pocket qualified medical expenses
— even if you are enrolled in Medicare. To illustrate, if
you are enrolled in the Medicare Advantage Plan, you
can use HSA funds to pay an office visit copay.
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Paying for insurance premiums
with HSA funds

Typically, you cannot use HSA funds to pay medical
insurance premiums, but there are some exceptions
that may apply to you. Here are a few examples of how
HSA funds can (or cannot) be used to pay premiums.

The HSA bank account

If you enroll in the HDP, you can keep your HSA at
Optum Bank®, or you can open an HSA at a qualified
HSA bank or trustee of your choice. You will fund
the HSA with money you deposit in the account. As
a reminder, the funds you contributed to your HSA
before you enrolled in Medicare are yours to keep.
Once you enroll in Medicare, you cannot contribute to
an HSA.

•

Senior Supplement Plan — You cannot use HSA
funds to pay Senior Supplement (or Medigap)
premium

•

Medicare Advantage Plan — If you are age 65 or
older, you can use HSA funds to pay premiums
(known as Part C coverage)

Important information if you enroll
in the HDP with HSA

•

Medicare Part B — If you are age 65 or older, you
can use HSA funds to reimburse yourself for the
cost of Part B coverage

•

Medicare Part D — If you are age 65 or older, you
can use HSA funds to reimburse yourself for the
cost of Part D coverage

•

If you are age 65 or older and still working, you
can use HSA funds to pay your employer group
premium (you cannot pay for these premiums
before age 65)

•

If you are age 65 or older and not working,
you can use HSA funds to pay your employersponsored retiree group premium

You must file IRS Form 8889 with your annual tax
return to report contributions to and distributions
from your HSA. HSA contributions, investment
earnings (if any) and withdrawals (if made for
qualified medical expenses) are generally not
taxable for federal (and, in most cases, state and
local) income tax purposes. However, under certain
circumstances, your HSA may be subject to taxes
and/or penalties. And, if your HSA contributions
for any year exceed the annual limit, you are
responsible for contacting your HSA bank to
request a refund of the excess.

Enrolling in Medicare

Before you enroll in the HDP with HSA, double-check
your Medicare status. Generally, you have to contact
the Social Security Administration (SSA) to enroll
in Medicare (Part A/Part B). You are automatically
enrolled in Medicare if you are already collecting Social
Security benefits. If you are enrolled in Medicare,
you cannot contribute to an HSA. In that case, you
probably should not enroll in the HDP Plan.

Qualified medical expenses

The IRS determines which expenses can be paid with
an HSA. Check IRS Publication 969 for more HSA
information. If you are under age 65 and use funds for
something other than a qualified medical expense, you
are subject to a 20% penalty and the funds become
taxable as income. If you are age 65 or older, while
a distribution may be considered income, the 20%
penalty does not apply to you. You can use the funds
as you wish.

Be sure to save receipts for all withdrawals from
your HSA. You are responsible for verifying eligible
medical expenses under the IRS tax code. Some of
your responsibilities include:
•

Determining your eligibility to contribute
to an HSA

•

Keeping receipts to show you used your
HSA for qualified medical expenses

•

Tracking contribution limits and withdrawing
any excess contributions

•

Making sure funds are transferred to a
qualified HSA, and

•

Identifying tax implications and reporting
distributions to the IRS.

Contact your HSA bank for detailed information
about eligible expenses and your responsibilities
regarding contributions and record keeping.
Since this is your personal account and you are
responsible for compliance with the tax rules, it is
recommended that you consult with your personal
tax advisor about your personal situation. Your
employer cannot provide you tax advice.
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PPO plan quick-reference guide
Retirees under age 65 (covered spouses of any age)
Refer to plan documents for limitations and additional information.

Feature

PPO Medical Plan

Your In-Network Cost

Your Out-of-Network Cost PLUS You
Pay Charges Exceeding Plan Payment

$500 individual/$1,000 family

$1,000 each person

20% after deductible

40% after deductible

$2,500 individual/$5,000 family

No limit

$3,000 individual/$6,000 family
Plan pays 100% after annual OOP

No limit

$25 PCP/$25 Tier 1 Specialist
$35 non-Tier 1 Specialist
$0
20% after deductible

40% after deductible

$35 copay

40% after deductible

Preventive Care*
Well-Child Care (Birth to age 17)
Well-Woman Exam
Routine Screening Mammography (Age 35+)
Adult Health Assessments (Age 18+)
Immunizations
Routine Eye Exam
Screening Colonoscopy

Covered at 100%
Covered at 100%
Covered at 100%
Covered at 100%
Covered at 100%
Refer to EyeMed Choice Plan
Covered at 100%

40% after deductible
40% after deductible
40% after deductible
40% after deductible
40% after deductible
Refer to EyeMed Choice Plan
40% after deductible

Eyewear, Frames, Contacts

Refer to EyeMed Choice Plan

Refer to EyeMed Choice Plan

Maternity Services
Routine Prenatal Care
Delivery in Hospital
Newborn Care in Hospital (Routine)

Covered at 100%
20% after deductible
20% after deductible

40% after deductible
40% after deductible
40% after deductible

Inpatient Hospital

20% after deductible

40% after deductible

Outpatient Surgery

20% after deductible

40% after deductible

Covered at 100% in physician office
or in-network lab or radiological provider

40% after deductible

$300 copay + 20% after deductible
copay waived if admitted

$300 copay + 20% after deductible
copay waived if admitted

Skilled Nursing Facility

20% after deductible
up to 60 days annually

40% after deductible
up to 60 days annually

Home Health Care

20% after deductible
up to 120 visits annually

40% after deductible
up to 120 visits annually

$25 PCP/$25 Tier 1 Specialist
$35 non-Tier 1 Specialist

40% after deductible

$35 copay per visit
maximum 20 visits per year

40% after deductible
maximum 20 visits per year

20% after deductible
(excludes in vitro and drug coverage)

40% after deductible
(excludes in vitro and drug coverage)

20% after deductible

40% after deductible

$25 visit: maximum 20 visits per year
20% after deductible; limits apply to
number of days annually
Treated like any other illness
Limited — 3 lifetime episodes of care

50% after deductible; maximum 20 visits per year
40% after deductible; limits apply to
number of days annually
Treated like any other illness
Limited — 3 lifetime episodes of care

Annual Deductible
Coinsurance (After the annual deductible is met)
Annual Coinsurance Maximum
Annual Out-of-Pocket Maximum Limit (OOP)
Physician Services
Office Visits
Virtual Visits
Hospital Visits
Urgent Care Visit

Lab & X-ray Outpatient (Minor)
Hospital Emergency Care Services
(Treated as in network)

Allergy Care Services
Chiropractic
Infertility Services
Five (5) Artificial Insemination Visits (Lifetime)
Medical Supply & Equipment (DME)
Mental Health Services
Outpatient Visits
Inpatient
Serious Mental Illness
Substance Abuse
*Subject to Affordable Care Act requirements.
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PPO Medical plan

40% after deductible
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HDP quick-reference guide

Retirees under age 65 (covered spouses of any age)
Refer to plan documents for limitations and additional information.

Feature

HDP — Medical Plan

HDP — Medical Plan

Your In-Network Cost

Your Out-of-Network Cost PLUS You
Pay Charges Exceeding Plan Payment

$1,500 individual/$3,000 family

$3,000 individual/$6,000 family

20% after deductible

40% after deductible

Annual Coinsurance Maximum

$1,500 individual/$3,000 family

No limit

Annual Out-of-Pocket Maximum Limit (OOP)

$3,000 individual/$6,000 family

No limit

Physician Services
Office Visits
Virtual Visits
Hospital Visits

20% after deductible
20% after deductible
20% after deductible

40% after deductible
40% after deductible
40% after deductible

Urgent Care Visit

20% after deductible

40% after deductible

Preventive Care*
Well-Child Care (Birth to age 17)
Well-Woman Exam
Routine Screening Mammography (Age 35+)
Adult Health Assessments (Age 18+)
Immunizations
Routine Eye Exam
Screening Colonoscopy

Covered at 100%
Covered at 100%
Covered at 100%
Covered at 100%
Covered at 100%
Refer to EyeMed Choice Plan
Covered at 100%

40% after deductible
40% after deductible
40% after deductible
40% after deductible
40% after deductible
Refer to EyeMed Choice Plan
40% after deductible

Eyewear, Frames, Contacts

Refer to EyeMed Choice Plan

Refer to EyeMed Choice Plan

Maternity Services
Routine Prenatal Care
Delivery in Hospital
Newborn Care in Hospital (Routine)

Covered at 100%
20% after deductible
20% after deductible

40% after deductible
40% after deductible
40% after deductible

Inpatient Hospital

20% after deductible

40% after deductible

Outpatient Surgery

20% after deductible

40% after deductible

Lab & X-ray Outpatient (Minor)

20% after deductible

40% after deductible

Hospital Emergency Care Services
(Treated as in network)

20% after deductible

20% after deductible

Skilled Nursing Facility

20% after deductible
up to 60 days annually

40% after deductible
up to 60 days annually

Home Health Care

20% after deductible
up to 120 visits annually

40% after deductible
up to 120 visits annually

20% after deductible

40% after deductible

20% after deductible
maximum 20 visits per year

40% after deductible
maximum 20 visits per year

20% after deductible
(excludes in vitro and drug coverage)

40% after deductible
(excludes in vitro and drug coverage)

20% after deductible

40% after deductible

20% after deductible; maximum 20 visits per year
20% after deductible; limits apply to number
of days annually
Treated like any other illness
Limited — 3 lifetime episodes of care

50% after deductible; maximum 20 visits per year
40% after deductible; limits apply to number
of days annually
Treated like any other illness
Limited — 3 lifetime episodes of care

Annual Deductible (The entire family
deductible must be met before benefits
pay — unless you selected employee only)
Coinsurance (After the annual deductible is met)

Allergy Care Services
Chiropractic
Infertility Services
Five (5) Artificial Insemination Visits (Lifetime)
Medical Supply & Equipment (DME)
Mental Health Services
Outpatient Visits
Inpatient
Serious Mental Illness
Substance Abuse
*Subject to Affordable Care Act requirements.
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Prescription drug benefits — PPO plan or HDP
Retirees under age 65 (covered spouses of any age)
Your outpatient prescription drug benefits are
administered by Express Scripts. Express Scripts
ensures that you have access to high-quality, costeffective medications through a network of retail
pharmacies and by offering convenient home
delivery of your maintenance medications from the
Express Scripts Pharmacy.

Out-of-pocket cost

Express Advantage Network (EAN)

If you fill your prescription at a retail pharmacy, you will
save by filling the prescription at an EAN pharmacy.
EAN pharmacies include many national grocery and
big-box chains such as Kroger, Albertsons, Costco,
Sam’s Club, Tom Thumb and Walmart. You can still fill
a prescription at a non-EAN pharmacy, but you will
pay an additional $10 per prescription, referred to as
an “upcharge.” Unless you are eligible for a “stat”
emergency fill, you pay 100% of the cost of specialty
medications filled at a pharmacy other than Accredo

Pharmacy Access Options
Refills Allowed as Prescribed
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Specialty Pharmacy. If you currently use a non-EAN
pharmacy and you want to avoid the upcharge,
call an EAN pharmacy to transfer your prescription.
Don’t wait until the last minute to make the change.
To find an EAN pharmacy, call Express Scripts or
visit pebcinfo.com.

Whether you are enrolled in the PPO plan or HDP,
your eligible pharmacy cost counts toward your OOP.
This means copays and out-of-pocket costs will help
limit the amount of total cost you pay each plan year.
There are certain prescription drug expenses that do
not count toward the OOP, such as items not covered
or excluded by the plans, the cost difference if you
choose a brand-name drug instead of a generic or
the $10 upcharge if you fill your prescription at a
non-EAN pharmacy.

PPO Plan

EAN Retail Pharmacy (in-network) up to a
30-day supply.

$15 Generic
$30 Preferred Brand
$60 Non-Preferred Brand

Home Delivery Pharmacy up to a 90-day
supply. 90-day Maintenance Meds filled at
certain EAN pharmacies.

$30 Generic
$60 Preferred Brand
$120 Non-Preferred Brand

Accredo Specialty Pharmacy up to a
30-day supply.

$10 Generic
$20 Preferred Brand
$40 Non-Preferred Brand

Non-EAN Pharmacy upcharge applies to all
prescriptions filled at a non-EAN pharmacy.

$10 upcharge per prescription
(does not count toward OOP)

HDP
Regardless if retail or home delivery pharmacy,
you pay 100% of Express Scripts /Accredo cost until
you meet your deductible.
After deductible, you pay 20% of the cost until the
in-network OOP is met.
After in-network OOP, plan pays 100%.

$10 upcharge per prescription (does not count
toward deductible or OOP)

UNDER 65

RETIREES
Generics first

If you choose a brand-name drug when a generic is
available, your cost will dramatically increase. The
pharmacist may alert you if a generic is available. Your
doctor can help you determine if the generic is best
for you.

PPO plan members: If you choose the brand-name
drug and you are enrolled in the PPO plan, you’ll pay
the applicable copay plus the cost difference between
the generic and brand-name drug. The generic copay
only will count toward your OOP.
HDP members: If you choose the brand-name drug
when a generic is available, only the generic cost will
apply to your OOP.
For prior authorization or coverage review, you or
your doctor can call Express Scripts at 1-800-753-2851.

Specialty medications

Specialty medications are typically expensive and
used to treat complex, chronic conditions, such as
hepatitis C, immune deficiency, multiple sclerosis,
rheumatoid arthritis and cancer. Some of these
medications need to be administered by injection
and require special handling or refrigeration, while
others are oral or inhaled medications. Specialty
medications require an enhanced level of service. Your
current prescription may be classified as a specialty
drug because it requires unique services or advanced
clinical care that comes from a specialty pharmacy.
Accredo Specialty Pharmacy
Accredo, an Express Scripts Specialty Pharmacy, is
the plan’s exclusive specialty pharmacy. Accredo has
a specific team of pharmacists, nurses, patient care
advocates, social workers and others — all to make
sure you have the best possible outcomes from your
specialty drug therapy.
What’s changing with specialty pharmacy?
Unless your drug is needed on a “stat” or
“emergency” basis, all specialty drugs must be filled
through Accredo, the plan’s specialty pharmacy,
or you pay 100% of the cost without credit to your
annual out-of-pocket limit.
Many specialty drugs have a copay assistance
program that reduces your copay or out-of-pocket
cost. Many programs are not income based. Accredo
will make you aware if a copay assistance program
applies, and your actual lower cost will apply to your
deductible and/or out-of-pocket limit. The lower cost
is also the only cost that should be claimed for FSA or
HSA reimbursement.

How to get started with Accredo
Start using Accredo as soon as you can. Just call
Accredo at 1-877-895-9697 to register and explain your
prescription needs. Accredo will contact your doctor
and start the arrangements to move your specialty
prescriptions to Accredo. They will call you back to
make arrangements to fill and deliver your prescription
on a day that is convenient for you. Most supplies, like
syringes, needles and sharp containers, will be provided
with your medication at no additional cost.
Out-of-pocket cost
Because specialty medications filled through Accredo
are shipped to you in a 30-day supply (not 90 day),
the PPO copay is one-third the cost of a 90-day mailorder copay until the PPO out-of-pocket limit is met.
If you are enrolled in the HDP, you pay actual cost
until your deductible is met. After your deductible is
met, you pay 20% of actual cost until you meet the
plan’s out-of-pocket limit. Once you reach the outof-pocket limit, your plan pays 100% of the cost of
specialty drugs filled at Accredo.

Register at express-scripts.com

Take advantage of the convenient way to manage your
prescriptions through the many online tools available
at express-scripts.com. To help you plan, budget
and save, check Price a Medication, Save with My Rx
Choices, and View Rx History and Balances. Did you
know you can download your Rx history for a specific
date range? The Rx history is acceptable as FLEX
claim substantiation.

Express Scripts national
preferred formulary

The formulary is the list of safe and effective
medications available for you. Not all medications
on the formulary are covered by your plan and some
medications are excluded entirely. A national panel
of doctors and pharmacists reviews and compares
prescription drugs to ensure the formulary includes
proven medications to treat every condition. Some
drugs may no longer be included when other safe and
effective alternatives are available, and the formulary
changes every year.
Your enrollment packet includes the 2019
Express Scripts Preferred Drug List (most commonly
prescribed) with a list of the excluded medications
and covered preferred alternatives. Talk to your
doctor about an alternative that can work for you. Call
Express Scripts Customer Service (877-613-1227) if
you have any questions.
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Prescription drug benefits Continued
No-cost contraceptives
(prescription required)

The outpatient pharmacy benefit plan covers certain
contraceptives at no cost to you, which can be filled
through home delivery or at the retail pharmacy.
Generic contraceptives are available with zero cost to
the member. In certain situations, if your prescriber
indicates a brand product must be dispensed, after
prior authorization review, the brand product may also
be available at zero copay. Not all drugs are covered.
Check the formulary for more information. If you have
questions, contact Express Scripts.
The outpatient pharmacy benefit covers the
following methods:
•

Hormonal methods, like birth control pills, patches,
vaginal rings and injections

•

Barrier methods, like diaphragms and cervical caps

•

 ver-the-counter barrier methods (female
O
condoms, spermicides and sponges)

•

Intrauterine contraceptives (Mirena)

•

Implantable medications (Implanon)

•

Emergency contraceptives (Plan B, Ella)

90-day prescriptions

Get up to a 90-day supply of your medicine for the
prescriptions you take regularly. Remember, you can
fill maintenance medications at select EAN retail
pharmacies. If you are enrolled in the PPO plan, the
copay will mirror the home delivery copay. Home
delivery allows you to get a three-month supply
for the price of two copays. Specialty drugs are
shipped in a 30-day supply. You will pay one-third
the three-month supply copay for specialty drugs
through Accredo. Home delivery includes free
standard shipping.
To get started with home delivery, get a 90-day
prescription from your doctor, plus refills for up to one
year (if applicable). Complete a home delivery order
form (available at express-scripts.com; click on “Print
& Request Forms & Cards“ under ”Health & Benefits
Information“). Mail the form and prescription to
Express Scripts at the address on the form. You can also
ask your doctor to ePrescribe or fax your prescription.
Join the thousands of PEBC members who already
enjoy the safety and convenience of home delivery
pharmacy services from Express Scripts to your door. If
you have questions about home delivery, call Express
Scripts at 1-877-613-1227.
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Preventive statin drugs

Certain low/moderate-dose generic statin drugs are
considered preventive and will be available at no cost
to PPO plan and HDP members who meet certain
criteria and do not have a history of cardiovascular
disease. This list is subject to change.
The list includes:
Atorvastatin: 10–20 mg
Fluvastatin IR 20-40mg
Fluvastatin XL–80mg
Lovastatin: 10–40 mg
Pravastatin: 10–80 mg
Simvastatin: 5–40 mg
Rosuvastatin: 5–10 mg
High-intensity statin doses are not included and are
not available at zero cost share.
Atorvastatin: 40–80 mg
Lovastatin: 60–mg
Rosuvastatin: 20–40 mg
Simvastatin: 80 mg

Excluded drugs

Check the list of drugs excluded from the Express
Scripts formulary. In many cases, the generic equivalent
for the brand-name excluded drug is covered and will
cost you less. In other cases, there is an alternative to
the excluded medication. You pay 100% of the cost for
any excluded drug, and that cost is not applied to the
deductible or OOP. View the 2019 Excluded Drug list
at pebcinfo.com

Shop smart

Many retailers offer $4-generic programs (30-day
supply) and some offer $10-generic programs
(90-day supply). If you are enrolled in the PPO plan,
you will always pay the lesser of the retail cost
or the generic copay. HDP members can also
save with these programs.
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RETIREES

Flu shots and vaccines
There are many convenient options to get your flu
shot or other vaccine. Whether you visit your doctor,
stop at the retail pharmacy, get immunized at work or
at your local health department, the flu shot and many
other vaccines are available to you at no cost. Ageappropriate immunizations are available at many retail
pharmacy locations.
Always ask the pharmacist to check your plan
coverage before the immunization is administered
to make sure the immunization is covered. Talk
with your doctor about specific age and gender
requirements. Due to drug storage requirements,
the vaccine may not always be readily available. Call
ahead to check availability.

Express Scripts retail pharmacy vaccines

Your outpatient pharmacy benefits (Express Scripts) will
cover many vaccines under the 100% preventive benefit
when administered at a participating retail pharmacy.
While flu shots do not require a prescriptions, other
vaccines may require a prescription.

UnitedHealthcare retail pharmacy vaccines
Select vaccines can be administered at certain retail
pharmacies using your UnitedHealthcare ID card.
North Texas retail pharmacies include those listed
below. Visit myuhc.com if you need more information.

Save even more by using an EAN retail pharmacy. For
non-EAN locations, you will pay an additional $10 per
immunization.

•
•
•
•

Here are a few of the many North Texas EAN
retail pharmacies. Contact Express Scripts or visit
pebcinfo.com for more EAN options (Express
Scripts ID card required).

Convenience care clinics

•
•
•
•
•

Albertsons
Brookshire
Costco
HEB
Kroger

•
•
•
•

Minyard
Rite Care
Tom Thumb
Walmart/Sam’s Club

Covered vaccines include:
• Flu
Plus
• Zoster (shingles)
• Childhood diseases
• Tdap (whooping cough)
(MMR, etc.)
• Tetanus booster
• Rabies*
• Meningitis
• Travel vaccines*
• Pneumonia
• Hepatitis B
*Additional cost may apply

Albertsons
CVS
HEB
Kroger

• Safeway/Tom Thumb
• Walgreens
• Walmart/Sam’s Club

Convenience care clinics are typically located in retail
stores and don’t require appointments. They provide
a limited range of simple care services for the cost of
a primary care physician (PCP) copay. Services and
treatments are offered to patients 18 months of age
and older.
Visit a convenience care clinic for minor illness and
injuries such as sore throats, earaches, coughs/
congestion, minor cuts/rashes and urinary tract
infections. You can also receive your flu shot or
pneumonia vaccine at a convenience care clinic,
but if you receive additional services, a copay or
out-of-pocket expense may apply. DFW-area
locations include MinuteClinic® located at certain
CVS Pharmacy locations and Baylor Scott & White
Convenient Care Clinics located at certain Tom
Thumb stores.
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Tier 1 and Premium Care program
Choosing a doctor is one of the most
important health decisions you’ll make.
UnitedHealthcare can help you ﬁnd doctors who
are right for you and your family.

Find quality, cost-efficient care.

Studies show that people who actively engage in their
health care decisions have fewer hospitalizations, fewer
emergency visits, higher utilization of preventive care
and overall lower medical costs.
Take an active part in your health by seeking out and
choosing providers, with the help of two indicators that
appear when you search for a provider.

Look for blue hearts.

The UnitedHealth Premium® program makes it easy
for you to ﬁnd doctors who meet benchmarks based
on national standards for quality and local market
cost efficiency. The program evaluates physicians in
various specialties using evidence-based medicine and
national standardized measures to help you locate
quality and cost-efficient providers.

Premium Care Physician

The physician meets the criteria for
providing quality and cost-efficient care.

Pay less by using

Tier 1 providers.

Your UnitedHealthcare plan is designed so you will pay
less when you see doctors and specialists. We update
our Tier 1 providers annually. If you are enrolling
during October — December, please look for the two
blue hearts to conﬁrm that your doctor will have Tier
1 status when your beneﬁts start for the new year.
Beginning in January, look for the Tier 1 icon when
searching for providers.

Premium Care Physician

The physician meets the criteria for providing quality
and cost-efficient care.
If a doctor does not have a Premium designation, it
does not mean he or she provides a lower standard of
care. It could mean that the data available to us was
not sufficient to include the doctor in the program or
that the doctor practices in a specialty not evaluated
as a part of the Premium designation program. All
doctors who are part of the UnitedHealthcare network
must meet our credentialing requirements (separate
from the Premium program).

Here’s how
it looks on
myuhc.com.

Transition benefits
Are you new to the HDP or PPO plan? Transition
of care is a service that enables new enrollees
to receive time-limited care for specific medical
conditions from an out-of-network doctor but at the
in-network benefit level. Transition of care benefits
must be approved by UnitedHealthcare. Complete
Sections 1 and 2 of the Application for Transition of
Care form (available at pebcinfo.com or from your
Human Resources department). Ask your doctor to
complete Section 3 and forward to UnitedHealthcare

no later than 30 days after your benefits become
effective. Applications may be reviewed even before
your benefits become effective. Transition benefits
may apply if you are in your second or third trimester
of pregnancy, a high-risk pregnancy, in nonsurgical
treatment (radiation, chemotherapy) for cancer,
treatment for symptomatic AIDS, treatment for
severe or end-stage kidney disease, or if you are
on the waiting list for or recently underwent a bone
marrow or organ transplant.

The UnitedHealth Premium® designation program is a resource for informational purposes only. Designations are displayed in UnitedHealthcare online physician
directories at myuhc.com®. You should always visit myuhc.com for the most current information.
Premium designations are a guide to choosing a physician and may be used as one of many factors you consider when choosing a physician. If you already have
a physician, you may also wish to confer with him or her for advice on selecting other physicians. Physician evaluations have a risk of error and should not be the
sole basis for selecting a physician. Please visit myuhc.com for detailed program information and methodologies.
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Care when you need it

Retirees under age 65 (covered spouse of any age)
About emergency room care

The hospital emergency room (ER) is for lifethreatening or very serious conditions that require
immediate care. There are other lower-cost
alternatives if you do not have a life-threatening or
critical condition.
Virtual Visits — lets you see a doctor via your
smartphone, tablet or computer for non-emergency
medical conditions. PPO members pay zero copay.
Others pay a $50 service cost.
Doctor’s Office — Your primary doctor knows you
and your health history and can provide routine and
preventive care and treatment for a current health
issue or refer you to a specialist. PPO members pay a
$25 copay.
Convenience Care Clinic — such as MinuteClinic or
Baylor Scott & White Convenient Care Clinics located
inside certain Tom Thumb stores. If you can’t get to
the doctor’s office and the condition is not urgent or
an emergency, you may find this a great alternative
for minor health conditions. PPO members pay a
$25 copay.
Urgent Care Center — such as PrimaCare. Urgent
care centers offer treatment for non-life-threatening
injuries or illnesses, including sprains, minor infections
and minor burns. PPO members pay a $35 copay.

Emergency Room — typically the highest-cost
option. If you need immediate treatment of a lifethreatening or critical condition, go to the nearest
emergency room (in-network benefits apply). Do not
ignore an emergency and call 911 if the situation is
life threatening. PPO members pay a $300 ER copay
(copay waived if admitted) plus 20% coinsurance (after
deductible). HDP members pay 20% coinsurance (after
deductible) for ER services.

Freestanding ERs

Freestanding ERs are showing up everywhere.
A freestanding ER can easily be confused with an
urgent care center or convenience clinic. Visiting a
freestanding ER can result in higher out-of-pocket
costs for you including balance-billing charges
especially if you are out of network.
If you receive care at a freestanding ER, you may
be charged hospital ER rates for any or all of
your services and you can end up paying much
more out-of-pocket cost.
There are other lower-cost alternatives available.
For a non-life-threatening or critical situation,
consider one of the other options listed here.
NurseLine can help you determine which one is
best. Call NurseLine at 1-877-370-2849 or use the
UnitedHealthcare Health4Me® app to locate the
nearest urgent care or convenience care location.

Foreign travel
Neither the PPO plan nor the HDP covers foreign
claims, or claims for any health services provided
outside the United States, unless services are provided
in connection with a life-threatening emergency.
If a covered member traveling outside the United
States experiences a life-threatening emergency, the
member should go to the nearest emergency room and
contact UnitedHealthcare’s Personal Health Support
within 24 hours. To reach Personal Health Support, the
member should call the Customer Service telephone
number on the back of the health plan ID card,
selecting the prompt for “Personal Health Support.”
The nurses will be in touch with the facility and provide
limited assistance to the member in identifying those
emergency services covered by the plan.

When traveling outside the country, you are strongly
encouraged to obtain medical travel insurance while
outside the U.S. There are many reputable firms and
coverage is typically inexpensive. If someone
is traveling as a result of a sponsoring organization
(such as an educational institution, church group,
etc.), they generally also have coverage information
available. Visit the U.S. State Department website
(travel.state.gov), which provides information about
emergency medical coverage for U.S. citizens traveling
outside the U.S. and includes a list of U.S.-owned
insurance companies that offer coverage.
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Vision benefits
Lucky you! PEBC employees get vision benefits
through EyeMed Vision Care®. Employees can go to
any Target Optical or Sears Optical and select any
frame, any brand, at any price point with no out
of pocket cost. You can also choose from thousands
of independent providers, top optical retailers and
online options. So you’re free to see your best, be
your best and look your best — when and where
it’s right for you. EyeMed makes it easy, too, with
tools that help you find an eye doctor, schedule
an appointment and manage your benefits. Plus,
members enjoy extra perks, like everyday savings
on additional complete pairs or glasses from
participating in-network providers.
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In-network benefits

Eye exam with dilation as necessary — $10 copay
(Once every 12 months)
A simple eye exam can help keep your vision sharp.
It can also detect signs of some health problems,
like diabetic retinopathy, high blood pressure or high
cholesterol, since a clear view of your eyes’ blood
vessels gives your eye doctor a front row seat to your
health. Vision is a gift. So there’s no time like the
present. Schedule an eye exam today.
Prescription lenses
•

 ingle vision, bifocal, trifocal or lenticular
S
lenses — $20 copay

•

 olycarbonate lenses for dependent children
P
under age 19 — $0

•

Standard progressive lenses — $75 copay

•

 avings on lens options, including UV treatment,
S
scratch coating and polycarbonate from
in-network providers
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Out-of-network benefits

While EyeMed’s network gives you plenty of options,
there may still be times when you choose to go outof-network. Before you go, you’ll want to check your
out-of-network reimbursement. After your service, log in
to eyemedvisioncare.com/PEBC (if you haven’t already
created an account) to check your claim status.
Out-of-network reimbursement

Frames — $0 copay
•

$150 allowance

•

20% off balance over $150

Contact lenses — $0 copay
(Contact lens allowance includes material only)
•

 onventional — $0 copay, $200 allowance,
C
15% balance over $200

•

 isposable — $0 copay, $200 allowance,
D
plus balance over $200

•

Medically necessary — $0 copay, paid-in-full

•

Eye exam: Up to $43

•

Single vision lenses: Up to $30

•

Bifocal lenses: Up to $45

•

Trifocal lenses: Up to $62

•

Lenticular lenses: Up to $100

•

Standard progressive lenses: Up to $45

•

Frames: Up to $40

•

Conventional or disposable contacts: Up to $185

•

Medically necessary contact lenses: Up to $210

Create an account on eyemedvisioncare.com/PEBC to
learn more about your vision benefits, find special offers
24/7 and find an eye doctor near you. While you’re
there, check out the Know Before You Go out-of-pocket
cost estimator to understand what you might pay before
you even visit your eye doctor.

Laser vision correction
•

 iscounts on LASIK from or PRK from U.S.
D
Laser Network

•

 5% off the retail price or 5% off the
1
promotional price

Plan exclusions

Benefits are not provided from services or materials arising from: Orthopic or vision training, subnormal vision aids and any associated supplemental testing;
Aniseikonic lenses, medical and/or surgical treatment of the eye, eyes or supporting structures; Any Vision Examination, or any corrective eyewear required by a
Policyholder as a condition of employment; safety eyewear; Services provided as a result of any workers’ compensation law, or similar legislation, or required by any
governmental agency or program whether federal, state or subdivisions thereof; Plano (non-prescription) lenses; Non-prescription sunglasses; Two pair of glasses in
lieu of bifocals; Services or materials provided by any other group benefit plan providing vision care; Services rendered after the date an insured person ceases to
be covered under the Policy, except when Vision Materials ordered before coverage ended are delivered, and the services rendered to the insured Person are within
31 days from the date of such order. Lost or broken lenses, frames, glasses or contact lenses will not be replaced except in the next Benefit Frequency when Vision
Materials would next become available. Benefits may not be combined with any discount, promotional offering, or other group benefit plans. Standard/Premium
Progressive lens not covered — fund as a Bifocal lens. Standard Progressive lens covered — fund Premium Progressive as a Standard. Benefit allowance provides no
remaining balance for future use within the same benefits year. Fees charged for a non-insured benefit must be paid in full to the Provider. Such fees or materials are
not covered. Underwritten by Combined Insurance Company of America, 5050 Broadway, Chicago, IL 60640, except in New York. This is a snapshot of your benefits.
The Certificate of Insurance is on file with your employer. Premium progressives and premium anti-reflective designations are subject to annual review by EyeMed’s
Medical Director and are subject to change based on market conditions. Fixed pricing is reflective of brands at the listed product level. All providers are not required
to carry all brands at all levels. Not available in all states. Some provisions, benefits, exclusions or limitations listed herein may vary.
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Dental benefits
2019 Dental HMO and Dental PPO Benefits Provided
by Cigna

Which network is right for me?
Go to Cigna.com and follow the
directions below:
•

Go to Cigna.com and click on “Find a Doctor”
at the top of the screen.

•

Then choose a network directory by selecting
“Plans through your employer or school” option.

•

For DHMO — select “Cigna Dental Care Access”

•

For DPPO — select “Cigna DPPO
Advantage/Cigna DPPO”

•

Next, click on “Find a Dentist”

Dental HMO Plan (Cigna)

The DHMO Plan offers a wide range of dental benefits
through a network of participating dentists. Your Cigna
Dental Care plan is a copayment plan. With your Cigna
DHMO plan, some preventive services are covered at
100%. Your plan also covers many other dental services
at a set copayment. There are no annual maximums
and no deductibles!
Here are some of the services in this plan, all of which
will help you lower your dental care costs.
Remember — When you enroll in Cigna DHMO
1. After January 1, 2019, you will want to select
your DHMO dentist
2. Log in to mycigna.com
3. Select Cigna Dental Care Access Network
4. Choose your DHMO dentist
5. A new ID card with your dentist selection
will be mailed to you
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Procedure

Copayment

Office Visit

$0 per visit — Office visit fee — (per patient, per office visit in addition
to any other applicable patient charges)

Preventive Services

$0 exams
$7 sealants (per tooth)
$0 x-rays

Crowns

$220 — Titanium

Orthodontics

$1,464 — Children
$2,160 — Adults

Root Canals

$90 — $310

Extractions

$55 — $175

General Anesthesia &
Nitrous Oxide

$15 — $80
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Dental PPO Plan (Cigna)

The Dental PPO Plan offers access to both in-network
and out-of-network benefits. Cigna’s DPPO Network
provides access to a large network of participating
dentists, which translates into more cost savings for you.
Under the DPPO dental plan you have the freedom to
visit any licensed dentist or specialist without a referral.

The DPPO dental plan will cover eligible dental
expenses after you meet any applicable waiting
periods and meet any deductibles. The plan is based
on coinsurance levels that determine the percentage
of costs covered by the plan for different types of
services. A new ID card will be mailed to you for the
2019 plan year.

Procedure

In-Network

Out-of-Network

Deductible (per person)

$50 (maximum of $150)

$50 (maximum of $150)

Annual Maximum Benefit (per person)

$2,000

$2,000

Preventive
• Two Cleanings in 12 months
• Two Exams per calendar year
• Two Fluoride Treatments per calendar year for dependent children
up to 16th birthday
• Full Mouth X-rays: One per 36 months
• Bitewing X-rays: One set per calendar year for adults; one per
calendar year for children

100% no deductible

100% no deductible

Basic Restorative
• Fillings: No Limit
• Extractions
• Oral Surgery
• Periodontal Treatment
• Root Canal
• Crown Repair
• General Anesthesia: When dentally necessary in connection with oral
surgery, extractions or other covered dental services

80% after deductible

80% after deductible

Major Restorative
• Benefits begin after 6 months of coverage
• Crown Installation
• Denture and Bridges
• Endodontics

50% after deductible

50% after deductible

Orthodontia
• Benefits begin after 12 months of coverage
Orthodontia Lifetime Maximum (per person)

50% after deductible

50% after deductible

$1,750

$1,750
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Virtual Visits – access to care anytime
A Virtual Visit lets you see and talk to a doctor
from your smartphone, tablet or computer. You can
make an appointment or you can choose to chat with
the next available doctor. Most visits take about
10 to 15 minutes.

Use Virtual Visits when:
•

Your doctor is not available

•

You become ill while traveling

•

You are considering a hospital emergency room
visit for a non-emergency health condition

Virtual Visits in-network

Doctor on Demand and Amwell are the in-network
Virtual Visit providers. You can set up an account or
download the app. You do not have to be enrolled in a
medical plan to use Doctor on Demand or Amwell, but
if you are enrolled in the PPO Plan or HDP, your visit
will coordinate with your insurance.

Not good for:
•

Anything requiring an exam or test

•

Complex or chronic conditions

•

Injuries requiring bandaging or sprains/
broken bones

Conditions commonly treated include:
Cost — new!

•

Cold/flu/sore throat

•

Diarrhea

•

Sinus/allergies

•

Migraine/headaches

•

Fever

•

Pink eye

•

Bladder infection/
urinary tract infection

•

Stomachache

•

Rash

•

Bronchitis

Prescriptions

If a prescription is written, it is electronically
transmitted to your selected retail pharmacy where you
can pick it up and pay your out-of-pocket prescription
cost. Remember, you save more if you use an EAN
pharmacy. The Virtual Visit cannot be used for certain
prescription drugs including controlled substances,
narcotics, opioids, certain sedatives and muscle
relaxants, or medications that require close monitoring
or administration by a health care professional.

PPO plan/HDP: After registering and requesting a
visit, your credit/debit card is authorized and charged
the service cost (if applicable) at the end of the visit.
For those enrolled in the PPO plan, you will not pay
a copay for in-network Virtual Visits. If not enrolled in
the PPO plan, a $50 service cost applies.
Medicare Advantage/Senior Supplement:
No copay for Virtual Visits! Registration and visit
request required.

NurseLine
NurseLine connects you with registered nurses 24/7 and at no
additional cost. To connect with NurseLine, call 1-877-370-2849.
You can also chat with a registered nurse live at myuhc.com. The
nurses can assist you with choosing appropriate medical care,
whether that is an ER, doctor visit or self-care. They can help you
understand your treatment options and answer questions about
your medications. Feel free to call NurseLine to help locate an
in-network provider, a Tier 1 specialist or hospital. They can also
answer questions about whether a Virtual Visit might be a good
option for you.
Virtual Visits are not an insurance product, health care provider or a health plan. Unless otherwise required, benefits are available only when services are delivered through a Designated
Virtual Network Provider. Virtual Visits are not intended to address emergency or life-threatening medical conditions and should not be used in those circumstances. Services may not
be available at all times or in all locations. Payment for Virtual Visit services does not cover pharmacy charges; members must pay for prescriptions (if any) separately.
For informational purposes only. Nurses cannot diagnose problems or recommend specific treatment and are not a substitute for your doctor’s care.
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Managing your claims – PPO plan and HDP
Medical claims

Get started by logging in to myuhc.com. You can
understand your benefits and claims, find a doctor,
estimate future treatment costs and much more — all
with practical, personalized information. If you are
a mobile device user, the Heath4Me app provides
access to the claims management features as well.

Claims section

Navigate to the claims section to view your most
recent claims highlighted by family member, health
care provider, date, amount billed, amount you may
owe and other key details. There are features to
help you track and manage your claims. You can
also view more details for a specific claim including
plan discounts, what was paid by your plan and how
much you owe. You can view a breakdown showing
how much was applied to the deductible and
out-of-pocket maximums.

Payment resources

If you do owe your provider, you may be able to
send payment from the site. Payment processing is
managed by InstaMed®. You can save your desired
card or bank account information securely, making it
easy to make payments in the future. After a payment
is made, your claim on myuhc.com will be updated.
With My Claim Payments, you can review a history of
payments you’ve made on the InstaMed site, sort by
payment date and family member, or export data to
Microsoft Excel.

Account balances

The Account Balances page shows current values and
visuals of your progress toward meeting deductible
and out-of-pocket maximums. If you are enrolled in
the HDP and have a health savings account, your
balance is also shown here.

Prescription drug claims

Manage your prescription drug claims at
express-scripts.com. You can order prescriptions
and check the status of your order. If you select “Rx
History Claims and Balances,” you can view and print
a prescription drug claims history by date range.
The information and cost (by date range) is excellent
documentation of your HSA spending. Search
medication information, locate a pharmacy and review
your cost options. Visit express-scripts.com/pebc to

check specific costs for those drugs covered by your
plan. You can see Accredo specialty drug information
here as well.

Coordination of benefits
non-duplicating plan

If you and your enrolled dependents are not enrolled
in Medicare, and if you or your enrolled dependents
are covered by more than one plan (such as your
spouse’s group plan), the plans coordinate benefits
with the benefits you receive from other group health
plans. This ensures that benefits are coordinated to
avoid duplication of payment. This also ensures that
your total benefit amount is no larger than the amount
you would have received from the PEBC plan.
To coordinate benefits, one plan must be “primary”
and pay benefits first. If you and your family are
covered by only one plan, that plan is primary. Your
employer plan (the HDP, PPO plan or PEBC Dental
plan) is primary for you if you are an active employee,
regardless of your age or your Medicare eligibility.
(See Medicare rules for certain exceptions such
as end stage renal disease.) You can update your
Coordination of Benefits information at any time
at myuhc.com.
If your spouse has coverage through your plan AND
his or her employer’s plan, your plan is primary for you
and secondary for your spouse. Whenever the plan is
secondary, the plan pays the difference between what
the primary plan paid and what your plan would have
paid if the other plan didn’t exist, except that you will
never be reimbursed more for the same expenses
under both this plan and the primary plan than this
plan would have paid alone. This means if the primary
plan allowable amount for each service is greater than
this plan, this plan will pay nothing.
For a child covered under both parents’ plans (each
parent covered under his or her own employer plan),
the plan that covers the parent whose birthday comes
first in the calendar year is primary. In a divorce
situation, the plan of the parent with custody usually
pays benefits first, unless a court order places financial
responsibility on the non-custodial parent.
Refer to the Medicare & You handbook for more
information about which plan pays first after you retire
and have Medicare.
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Medical plans

Retirees age 65 and older
UnitedHealthcare Group Medicare
Advantage (HMO)
How it works:
Here are some highlights about this plan. Refer to
the plan documents for additional details. This plan is
a Medicare Advantage Plan (HMO). You must select
a PCP to coordinate your care. Prescription drug
coverage (Part D) is included and you pay copays for
some services. Out-of-pocket costs are generally lower
than in the original Medicare plan but vary by the
services you use. You must see network providers in
order to receive covered services and plan benefits are
for Medicare-approved services/visits only.

Urgent Care Center
$20 copay (worldwide)
HouseCalls — Medicare Advantage Enrollees
$0 copay home health and wellness visit by health care
practitioner once annually. Does not replace your regular
doctor visits or exams.
If you’re already a member, schedule a HouseCalls visit
today by calling 1-866-447-7868, TTY 711, 8 a.m. to 8:30
p.m. ET, Monday through Friday.
If you’ll be a member soon and you have questions, call
1-877-596-3258, TTY 711, 8 a.m. to 8 p.m. local time,
Monday through Friday.
Hospitalization (per admission)
$250 inpatient copay/$125 outpatient copay

Are you eligible?
• You must be enrolled in Medicare Part A and Part B

Home Health Care
Medicare pays all approved amounts

•

Retail Pharmacy: UnitedHealthcare Network Pharmacy
30-day supply: $10 generic; $20 preferred brand;
$40 non-preferred brand/specialty

•

•

You must reside in one of these Texas counties:
Angelina, Atascosa, Bee, Bexar, Collin, Comal,
Cooke, Dallas, Denton, Ellis, Grayson, Gregg,
Guadalupe, Henderson, Hood, Houston, Jim
Wells, Johnson, Kaufman, Kendall, Kleberg,
Nacogdoches, Navarro, Nueces, Panola, Polk,
Rockwall, Rusk, San Augustine, San Jacinto, San
Patricio, Shelby, Smith, Tarrant, Trinity, Tyler, Van
Zandt, Walker, Wilson and Wise.
You must not currently have ESRD or receive
routine kidney dialysis. If you develop ESRD after
you enroll in this plan, you may be eligible to
continue your coverage
If you are enrolling for the first time, you must
complete a UnitedHealthcare Group Medicare
Advantage Enrollment Request form (included in your
enrollment packet) prior to your coverage becoming
effective. If you are already enrolled in this group
plan, you do not need to complete another Group
Medicare Advantage Enrollment Request form

Network
You must see a participating UnitedHealthcare Group
Medicare Advantage (HMO) provider.
Office Visit Copays
$20 PCP/$40 specialist
Annual Out-of-Pocket Maximum
$6,700
Emergency Room
$50 copay for each Medicare-covered
ER visit — waived if admitted within 24 hours
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Virtual Visits
$0 copay (Doctor on Demand or AmWell)

Mail Order Pharmacy: OptumRx® Mail Service Pharmacy
90-day supply; for cost of two retail copays
Vision
$50 copay for routine vision eye exam every 12 months
Hearing Aids
The plan allows up to $500 toward the purchase of
hearing aids once every 36 months (per ear).

PEBC PPO Plan

Available only to non-Medicare dependents of
retirees enrolled in either the UnitedHealthcare
Senior Supplement Plan F or the UnitedHealthcare
Medicare Advantage Plan (HMO)
If your spouse and/or dependents are not eligible
for Medicare and therefore not enrolled in
Medicare, don’t let that stop you from enrolling in
one of the PEBC group senior plans. Your nonMedicare spouse and/or dependents can enroll
in the PEBC PPO Plan. Members must see innetwork providers for the highest level of benefits.
To enroll, select the PSD Plan (Senior Supplement
with non-Medicare dependents) or the PMD Plan
(UnitedHealthcare Group Medicare Advantage
(HMO) with non-Medicare dependents).
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UnitedHealthcare Senior Supplement
Plan F

Office Visit Copays
After Medicare pays, the plan pays 100% of
Medicare-eligible expenses

How it works:
Here are some highlights about this plan. Refer to
the plan documents for additional details. In most
cases, the plan pays Medicare-eligible expenses only.
In general, the UnitedHealthcare Senior Supplement
Plan F pays certain costs not covered by Medicare,
including Medicare Part A hospital deductibles, your
Medicare Part B deductible and 20% coinsurance
amount. The plan also covers certain medical expenses
not covered by Medicare while you are outside
the U.S. The foreign travel benefit pays 80% (after
$250 annual deductible) up to a lifetime benefit of
$50,000 for medically necessary emergency care due
to an accidental injury or sudden and unexpected
illness beginning during the first six months of each
trip outside the U.S. You can select this plan with or
without the Prescription Drug Plan (PDP).

Out-of-Pocket Maximum
Does not apply

Are you eligible?
Retirees and eligible spouses ages 65 or older only and
enrolled in Medicare Part A and Part B
Network
You can see any provider who accepts Medicare. If the
provider accepts Medicare assignment, you will reduce
your up-front out-of-pocket costs.

Emergency Room
See Inpatient/Outpatient Hospitalization
Virtual Visits
$0 copay (Doctor on Demand or AmWell)
Urgent Care Center
See Office Visit Copays
Inpatient Hospitalization
(subject to Medicare lifetime reserve day rules)
After Medicare pays, the plan pays 100% of
Medicare-eligible expenses
Home Health Care
Medicare pays all approved amounts
Outpatient Hospitalization
After Medicare pays, the plan pays 100% of
Medicare-eligible expenses
Retail Pharmacy: UnitedHealthcare
Network Pharmacy
30-day supply; $10 preferred generic; $20 preferred
brand (includes some generic); $35 non-preferred
brand/specialty drugs
Mail-order Pharmacy: OptumRx Mail Service Pharmacy
90-day supply; for cost of two retail copays
Vision
This plan covers Medicare-covered eye exams
and Medicare-covered eyewear following cataract
surgery only — at no cost to you. Refer to the
UnitedHealthcare Senior Supplement Plan F
information in your enrollment packet.
Hearing Aids
UnitedHealthcare provides you access to
hi HealthInnovations, a program with audiology and
discount hearing aid options. Call 1-855-523-9355 for
more information. The Senior Supplement Plan does
not cover hearing aids.
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Prescription drug benefits
Retirees age 65 and older

PEBC group senior plan prescription drug benefits
are provided by UnitedHealthcare. During annual
enrollment, if you are changing from the PPO plan
or HDP to one of the PEBC group senior plans and
you use mail order pharmacy, make sure you have a
supply of medication on hand to carry you through
the month of January. If you use home delivery, mail a
new prescription to OptumRx — even if your current
Express Scripts prescription is not expired.

UnitedHealthcare Group HMO

When you enroll in this plan, you are automatically
enrolled in the Medicare Advantage Prescription Drug
(MAPD) plan, a Medicare-approved Part D prescription
drug benefit offered through UnitedHealthcare.

UnitedHealthcare Senior Supplement
Plan F

When you select the Senior Supplement Plan, you are
enrolled in UnitedHealthcare MedicareRx for Groups
Prescription Drug Plan (PDP). You can opt out of the
prescription drug portion of this plan by checking the
appropriate box on your employer’s Retiree Benefits
Enrollment form. Your monthly premium is reduced
if you choose to opt out of this Part D benefit. You can
have prescription drug coverage under one Part D plan
only. If you enroll in another Medicare Part D plan or
a medical plan that includes Part D prescription drug
coverage, you will be disenrolled from this plan.

the PPO plan or HDP use the Express Scripts National
Preferred Formulary.

PEBC group retiree pharmacy coverage
No coverage gap or deductible. The PEBC group
senior plans include Part D coverage, but it may not be
the same Part D plan offered elsewhere. PEBC senior
plan prescription drug benefits do not work like many
other Part D plans. You do not pay more during the
coverage gap. If you enroll in one of the PEBC group
senior medical plans, your prescription drug benefits
are not subject to the coverage gap or deductible. In
2019, your standard copay remains in place until you pay
$5,100 in total drug costs. After that, your copay reduces
to $3.35 for generic and $8.35 for other drugs. These
amounts are subject to change based on federal Part D
requirements. Check for the $4 generic drug program at
your retail pharmacy.

About diabetic test strips

Only the preferred test strips and meters manufactured
by OneTouch and ACCU-CHEK (listed below) are
covered by the plan. If you use a different product,
watch your mail for more information or contact
Customer Service (number is on the back of your ID
card). You may also want to discuss with your doctor.
•

OneTouch Ultra 2

•

ACCU-CHEK Aviva

•

OneTouch Verio

•

•

OnceTouch UltraMini

ACCU-CHEK
SmartView

PEBC PPO Plan (non-Medicare spouse
and dependents only)

Pharmacy Saver program

Some retail pharmacies participate in the Pharmacy
Saver program. You can pay as little as $1.50 for
certain medications included in the program.
Visit UnitedPharmacySaver.com for a list of low-cost
drugs at a pharmacy near you (enter your ZIP code).

As long as a retiree enrolls in either the
UnitedHealthcare Medicare Advantage Plan or the
UnitedHealthcare Senior Supplement Plan F, the nonMedicare spouse and/or dependent(s) can enroll in the
PEBC PPO Plan. Spouses and dependents enrolled in
Prescription Drug Benefits from UnitedHealthcare
MedicareRx for Groups
Retail network pharmacy (30-day supply)
Mail order (90-day supply)

MA You pay $10/$20/$40*
SS You pay $10/$20/$35*
MA You pay $20/$40/$80*
SS You pay $20/$40/$70*

Quantity limits (selected drugs) and/or prior authorization

Yes

Non-network retail pharmacy copay/cost (file claim with
receipt for reimbursement)

MA Medicare Advantage — NOT COVERED
SS Senior Supplement — 80% after copay
MA — UnitedHealthcare Medicare Advantage Formulary
SS — UnitedHealthcare MedicareRx for Groups Formulary
optumrx.com
Fill at a network pharmacy, OptumRx Mail Order or contracted
national DME provider

Preferred drug list (Formulary)
Online refills, preferred drug lists
Diabetic supplies
*$ Preferred generic/$ Preferred brand/$ Non-preferred brand and specialty drugs
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Medicare and coordination of benefits (COB)
If you are under age 65, retired and covered by the
PPO plan or HDP, carefully read this information.
It may help you as you consider your plan choices,
especially as you turn 65 and qualify for and enroll in
Medicare. If your dependents are enrolled in the plans,
the rules below may apply to them depending on their
age. Refer to the 2019 Medicare & You handbook for
more information about how your insurance works
with Medicare.
If Medicare is primary — Your medical bills must
be submitted to Medicare first. After Medicare pays
benefits, you and your medical provider receive a
Medicare Summary Notice (MSN). The claim is also
submitted to your secondary plan. In many cases, your
doctor or provider handles this for you.
If Medicare is secondary — The bill is submitted to
your primary medical plan first. Once your medical plan
processes the claim, it is submitted to Medicare. In many
cases, your doctor or provider will handle this for you.
Which plan pays first? — If you are under age 65,
retired and enrolled in your employer group medical
plan and not eligible for Medicare, benefits will
be coordinated and paid just as they are for active
employees.
If you are under age 65, retired and enrolled in
Medicare — You likely became eligible for Medicare
after 24 consecutive months of entitlement to Social
Security disability-income benefits. The PPO plan
or HDP is primary only during the 24-month waiting
period for entitlement to Social Security. If you are
retired, once Medicare is effective, Medicare is
primary. Disability is determined by the Social Security
Administration. (Special rules apply if you have ESRD
or another condition Medicare covers differently. Refer
to the plan documents for additional details.)

TRICARE for Life. You must have Medicare Part A and
Part B to get TFL benefits. TRICARE never pays first
for services that are covered by Medicare. Medicare
pays first for Medicare-covered services. If Medicare
doesn’t pay all of the bill, TRICARE may pay some
of the costs as the secondary payer. TRICARE will
also pay the Medicare deductible and coinsurance
amounts, and for any services not covered by
Medicare that TRICARE covers. You may be
eligible for pharmacy benefits. For more information,
call TRICARE at 1-866-773-0404.
Important information about your other coverage
and Medicare — If you have other insurance, tell
your doctor, hospital and pharmacy so your bills are
paid correctly. If you have questions about who pays
first, or you need to update your other insurance
information, call Medicare’s Coordination of Benefits
contractor at 1-800-999-1118. If you have other
coverage that pays first and you retire or lose this
coverage, call 1-800-MEDICARE (800-633-4227) so
Medicare can change your records and your bills can
be paid correctly.

2019 Medicare & You

The 2019 Medicare & You handbook is now
available. If you have not yet received yours in the
mail, visit medicare.gov to view it online.
You can even sign up to get your copy
electronically at medicare.gov/gopaperless. If you
have an EReader (iPad®, NOOK®, Kindle, etc.), you
can download a digital version at the Medicare
website. The Medicare website is a valuable
resource and easy to navigate. Register at
mymedicare.gov to view your specific claims
information, view your Medicare enrollment and
get Medicare information electronically.

If you are age 65 or older, retired and enrolled in
Medicare — Medicare is the primary plan (it pays
claims first). If you are an under age 65 retiree whose
spouse is age 65 or older, Medicare is primary for your
spouse. If you are still actively working and age 65 or
older, your employer plan is primary and Medicare is
secondary for both you and your covered spouse.

Questions?
Medicare

Military retiree benefits — TRICARE is a health care
program for active duty and retired uniformed services
members and their families. It includes TRICARE
Prime, TRICARE Extra, TRICARE Standard and
TRICARE for Life (TFL). Medicare-eligible uniformed
services retirees age 65 or older, their eligible family
members and survivors and certain former spouses
have access to expanded medical coverage known as

Social Security

1-800-633-4227 (1-800-MEDICARE)
1-855-798-2627 (Benefits Coordination &
Recovery Center)
medicare.gov
1-800-772-1213
socialsecurity.gov

Department of Defense

1-866-773-0404 (TRICARE for Life)
1-877-363-1303 (Pharmacy)
tricare.mil/mybenefit
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Preventive care can help you stay healthy
Understanding preventive care

Preventive care may help you and those you
love discover a health issue before it becomes a
serious problem. Taking steps like following the
recommended guidelines and listening to your doctor
may help you and your family stay healthy.
Your medical plan covers certain preventive care
services at 100% whether you are enrolled in the PPO
plan or HDP and as long as services are performed by
an in-network provider. For more information about
preventive care services that might be right for you,
visit uhcpreventivecare.com.

Preventive services at no cost to you

Covered, no-cost, preventive services are based
on the recommendations of the United States
Preventive Services Task Force (USPSTF), the U.S.
Department of Health and Human Services, the
Advisory Committee on Immunization Practices
(ACIP) of the CDC and the HRSA Guidelines for
women and children, including the American
Academy of Pediatrics Bright Futures periodicity
guidelines. The plan also covers, at no cost to the
member, at least one form of contraception in
each of the 18 methods identified and approved
by the FDA, including necessary clinical services,
patient education and counseling. Certain prenatal
and breastfeeding supplies and services are also
covered at no cost to you. Visit pebcinfo.com to
view a summary of no-cost preventive services.
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What is preventive care?

Preventive care focuses on evaluating your current
health status when you are symptom-free. Preventive
care allows you to obtain early diagnosis and treatment
to avoid more serious health problems. Preventive
care services may include physical examinations,
immunizations, laboratory tests and other types of
screening tests. During a preventive visit, your doctor
will determine what tests or health screenings are
right for you based on many factors such as your age,
gender, overall health status, personal health history
and your current health condition.

What health services are NOT
considered preventive care?

Medical treatment for specific health issues or
conditions, ongoing care, laboratory tests or other
health screenings necessary to diagnose, manage
or treat an already-identified medical issue or
health condition are considered diagnostic care, not
preventive care.
During a preventive care visit, if you discuss any
other health concerns such as abnormal symptoms or
treatment of a health concern, your visit will no longer
be considered a preventive visit, and the visit may no
longer be covered at 100%. You may be charged a
copay, coinsurance or deductible, even if the service is
provided at the same time a preventive care service
is performed.

OVER 65
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Healthways SilverSneakers fitness program
SilverSneakers is a fun, energizing fitness program
that helps you take greater control of your health.
As a member of a UnitedHealthcare Retiree Plan,
you can have SilverSneakers right where you are
and at no additional cost. Check all the ways to use
SilverSneakers.

Participating locations

SilverSneakers members receive a basic fitness
membership and access to more than 14,000
fitness locations.
Visit silversneakers.com to find your closest
location. Present your SilverSneakers ID card at the
front desk.
No SilverSneakers ID card? Just call SilverSneakers
Customer Service at 1-888-423-4632 (TTY:711).
Your membership may include access to features such as:

Step it up wherever you are
SilverSneakers Steps is a
personalized fitness program
for workouts at home or on the
go. Once you enroll in Steps,
you can select one of four kits
that best fits your lifestyle and
fitness level — general fitness,
strength, walking or yoga.

Go outside with FLEX
•

Tai chi, yoga, walking groups and more

•

At places you may already go

•

Online sign-up

Connect online

Be part of a secure online community at
silversneakers.com/member. This easy-to-use
wellness resource gives you access to:

•

Weights, treadmills and a pool

•

Optional group SilverSneakers classes led by
certified instructors

•

Tools to check your health and track your activity

•

Support from other SilverSneakers members

Health education seminars and fun social events

•

Fitness advice plus meal plans and healthy recipes

•

Solutions for Caregivers

Caring for someone is rewarding and challenging. Solutions for Caregivers can help you coordinate care for
someone living close by or far away, including these services:
•

In-person assessment. An assessment of your
loved one’s situation by a registered nurse, with
concerns and recommendations.

•

Coordination of services. The case
manager can help get services started and
monitor effectiveness.

•

Individualized consultation. Telephonic
consultations with a case manager who can
assist you in finding services and programs.

•

Care resource center. Toll-free access to caregiver
coaches and a list of local services such as meal
delivery, transportation and housekeeping.

Call Solutions for Caregivers at 1-866-896-1895,
TTY 711, 24 hours a day, 7 days a week, to learn
more about the support available to you.

•

Personalized care plan. The case manager can
identify helpful services and provide information
on service providers such as home care
agencies, meal providers and transportation.

•

Caregiver coaching. The case manager can act
as an advocate for you and your loved one in
dealing with service and medical providers and
insurance companies.

Go online to access educational resources,
discounted products and services anytime at
UHCforCaregivers.com/welcome/uhcretiree.
Please use code uhcretiree when creating an
account. Explore myCommunity, a helpful task and
calendar tool to manage support and care.
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ID card information
Will I get a new ID card?

If you do not receive your ID card by late January,
print a temporary ID card or call the plan’s
Customer Service Department. Your eligibility is
not interrupted as a result of an ID card delay.

ID card information is listed below. In most cases, you
can log in to the applicable plan website and print
a temporary ID card if needed. Check the Contacts
section of this guide for website information.

Providers can confirm eligibility by contacting the
appropriate plan. As long as you are enrolled in
a plan, a provider can electronically confirm your
eligibility and that of your covered dependents
with the information from your ID card. You should
present the correct ID card whenever you access
service at the doctor’s office, hospital, pharmacy or
other health care provider.

When will my ID card arrive?

If you changed medical plans during annual enrollment
and if the plan issues ID cards, you should receive your
new ID card in early January 2019. If you do not receive
your card by January 25, 2019 print a temporary ID card
and notify your Human Resources or Benefits office. If
you failed to notify your employer that you moved, your
ID card will be delayed. As long as you are correctly
enrolled in a plan, providers can confirm your eligibility
and that of your covered dependents.

Dental plans
•

Cigna DHMO — You will not receive a new ID card
following annual enrollment unless you are new to
the plan.

Each medical plan uses two ID cards — one for
UnitedHealthcare and one for Express Scripts (ESI).
The medical ID card has information about accessing
MHN mental health services.

•

Cigna Dental — You will not receive a new ID card
unless you are new to the plan.

•

UnitedHealthcare Plans — You will not receive a
new 2019 PPO or HDP ID card unless you are new
to the plan or changed dependents.

•

•

Express Scripts — You will not receive a 2019
Express Scripts ID card unless you are new to the
plan or you changed dependents. Your current ID
card will work.

Medical plans — under age 65
(covered spouse of any age)

Medical plans — age 65 and older
•

UnitedHealthcare Group Medicare Advantage
All members will receive a new 2019 ID card, even
if you are currently enrolled.

•

UnitedHealthcare Senior Supplement Plan F
You will not receive new 2019 ID cards following
annual enrollment unless you are new to the plan.
Both your current medical and prescription drug
ID cards will work in 2019.

Resources at your fingertips

Vision plan

EyeMed — You will receive an ID card. When you
visit an in-network provider, they will confirm your
eligibility electronically.

Did you move?

If you move, be sure to provide your Human
Resources Department/Benefits Office your new
address as soon as possible. This is the best way to
ensure that you avoid delays in receiving your ID
cards, EOB forms and other valuable information.

Depending on your medical plan, we encourage you to register for online access as soon as possible. If you
are enrolled in the PPO plan or HDP, register at myuhc.com. If you are enrolled in the Medicare Advantage
or Senior Supplement, register at UHCRetiree.com. Once you register, you will have access to personalized
tools, information and answers for managing your health care.
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Contacts
Medical Plans

Medical Plans

UnitedHealthcare Customer Care (PPO/HDP plans)
1-877-370-2849
myuhc.com
App: Health4Me

Always start with the phone number on the back of
your ID card. If your ID card is not available, try one of
the numbers below.

Under age 65/spouse of any age

Retirees age 65 and older

HSAs

UnitedHealthcare Group Medicare Advantage
(HMO)

Express Scripts/Accredo Specialty Pharmacy

Medicare Advantage Prescription Drug Plan (MAPD)
OptumRx
1-877-664-0241
OptumRx.com

1-877-558-4749

Optum Bank
1-800-791-9361
myuhc.com or optumbank.com
1-877-613-1227
express-scripts.com
Download app: Express Scripts Mobile App
For Specialty Pharmacy, contact Accredo
at 1-800-501-7210 or click on Accredo from the
Express Scripts site.

MHN (mental health care/substance abuse)
PPO Plan/HDP
1-888-779-2225 (all care must be pre-certified)
mhn.com

Virtual Visits

UnitedHealthcare Senior Supplement Plan F
1-800-851-3802
UnitedHealthcare MedicareRx for Groups (PDP)
OptumRx
1-877-664-0241
OptumRx.com

Hearing Aids

hi HealthInnovations
1-855-523-9355
hihealthinnovations.com

Solutions for Caregivers

doctorondemand.com
Amwell.com
Apps at the App Store or Google Play

1-866-896-1895
uhcforcaregivers.com

Healthways SilverSneakers

Retiree Premium Payment
PayFlex Systems USA, Inc.
PO Box 953374
St. Louis, MO 63195-3374
1-877-644-5124

Mailing
Address

Dental Plans

Cigna DHMO Series 189 Plan
1-800-244-6224
pebcinfo.com
PEBC Dental Plan
Cigna Dental PPO/Premier
1-800-244-6224
cigna.com – After January 1, 2019, you can
visit mycigna.com

1-888-423-4632
silversneakers.com/member

NurseLine

1-877-365-7949

Vision Plan

EyeMed Choice Plan
1-866-804-0982
eyemed.com – After January 1, 2019, you can visit
eyemedvisioncare.com/PEBC

PEBC website — pebcinfo.com
Select “Retiree” from top menu.

Easy-to-navigate benefits information with
plan details, forms, links to network sites and
more. The group password is included in your
enrollment packet.
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Summaries of Benefits and Coverage
The government-required Summaries of Benefits and Coverage (SBC), which summarize important information
about your PEBC medical plan options, are available online at Pebcinfo.com.

Administrative services provided by United HealthCare Services, Inc. or their affiliates.
©2018 United HealthCare Services, Inc. (ES 18-1104b)

