
MEDICAL BENEFITS & ANCILLARY COVERAGES

2025 HEALTH BENEFITS PROGRAM



Premium • This is the amount you pay every month to 
SDRMA to maintain your health insurance coverage.

Co-pay • This is a fixed amount you pay for certain covered 
services, like doctor’s visits. 

Calendar Year Deductible • This is the fixed amount some 
plans require you to pay before the plan begins to pay its 
share for covered benefits.

IMPORTANT TERMS TO KNOW 
You may see and hear some unfamiliar terms as you begin to use your health plan. It’s important that you understand these 
terms so you can get the most out of your coverage.

Coinsurance • Once you have paid your full deductible, this is the 
percentage owed by you to pay for accessed services. This can 
fluctuate based on the cost the provider is charging and/or what 
has been agreed to between the Medical carrier and the Provider. 
Coinsurance is unlike Co-pay which is always a flat dollar amount.

Maximum Medical Out of Pocket • This is the maximum you’ll pay 
per year for medical services before your medical plan begins to pay 
for 100% of services, protecting you and your family from catastrophic 
medical expenses. Most of your co-payments, deductibles and 
coinsurance payments will be counted toward this limit. 

Special District Risk Management Authority is a public agency formed under 
California Government Code Section 6500 et seq. to provide a full-service 
risk management program for California’s local governments including property, 
liability and workers’ compensation coverages. In addition, SDRMA is an administrator 
of the Small Group Health Benefits Program under Public Risk Innovation, Solutions, and 
Management (PRISM).

The Health Benefits Program consists of Medical Benefits and Ancillary Coverages. Medical Benefits 
includes plans by Blue Shield, Anthem-Blue Cross and Kaiser. Most Blue Shield and Anthem-Blue Cross plans 
have prescription drug programs provided by Express Scripts. Ancillary Coverages include Delta Dental, VSP Vision, 
VOYA FINANCIAL Life, Short Term Disability, Long Term Disability and Concern Employee Assistance Program. Public 
agencies can select which programs they would like to join subject to underwriting approval.

We realize selecting a health plan for your agency and your employees is just one of the key decisions you are faced with on 
an on-going basis. This important decision involves not only the cost of various providers and plans, but also access to doctors 
and hospitals, prescription drug services, and other additional programs and services. The combination of medical plans and 
providers that is right for your agency depends on a variety of factors, such as your preference for a Health Maintenance 
Organization (HMO) or Preferred Provider Organization (PPO); your premium and out-of-pocket costs; and the need for access 
to specific doctors and hospitals.

We understand that comparing health plan benefits, features and costs can be complicated. This brochure provides information 
that will help simplify your decision making process. Our enrollment process is easy and only requires a few simple steps.

For more information, please contact us at 800.537.7790. We are ready to serve you!
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3HEALTH BENEFITS PROGRAM ELIGIBILITY REQUIREMENTS

1. Entity must be a public agency formed under California law.

2. Entity must have a minimum of two full-time active 
employees to join. An active full-time employee is an 
employee who is eligible for enrollment in employee 
sponsored benefits paid for by the Entity. Part-time 
employees may be considered active employees only if 
they are currently part of the benefit eligible population 
and work a minimum of twenty hours weekly. 

3. Active Employees:
 Medical Benefits - Entity must contribute a minimum of 

75% of the cost for active employees.
 Ancillary Coverages - Entity must contribute a minimum 

of 75% of the cost for active employees.

4. Dependents:
 Medical Benefits - If the Entity offers coverage to 

dependents, it is recommended the Entity contribute a 
minimum of 50% of the cost for dependents.

 Ancillary Coverages - If the Entity offers coverage to 
dependents, it is recommended the Entity contribute a 
minimum of 50% of the cost for dependents.

 
5. Retirees: 
 Medical Benefits - Entity may offer coverage to retirees. 
 Ancillary Coverages - Entity may offer coverage to 

retirees. Retirees are only eligible for Dental and Vision.

6. Public Officials:
 Entity may offer coverage to public officials (board members, 

etc.) only if they are currently being covered and Entity’s 
enabling act, plans and policies allow it. Entity is required to 
cover 75% of the cost for public officials when covering their 
medical benefits/ancillary coverages. Participation for public 
officials is limited to their term of office.

 
7. Entity must have at least 75% of eligible employees (and 

public officials if they are offered coverage by the Entity) 
enrolled in order to participate. Public Officials, retirees 
and dependents may not be covered unless active 
employees are covered. 

8. Premiums are based on a full month. There are no partial 
months or prorated premiums and participant changes 
will be effective first of the month following the qualifying 
event. The waiting period for medical benefits/ancillary 
coverages is effective 1st of the following the date of hire 
of an employee.

9. The maximum dependent child age is 26. Disabled 
dependent children are not subject to the dependent 
age restrictions; however, a verification form will be 
required certifying the disability. 

10. Each prospective new Entity must complete and submit the 
SDRMA Interest Forms including a large claimant disclosure form 
(Medical Benefits only) detailing any knowledge of and information 
pertaining to large and/or ongoing claims. Each Entity is subject to 
underwriting review and may or may not be accepted for coverage. 
The underwriting process may take up to two weeks for completion. 

11. Entity’s governing body must approve a resolution authorizing 
participation in SDRMA’s health benefits program and execute the 
Memorandum of Understanding (MOU).

12. Once an Entity is approved by underwriting they must submit the 
Resolution and MOU to SDRMA 45 days before the requested 
effective date of coverage.

13. Medical Benefits - Not all Plans will be offered and available to 
Entities joining the medical benefits program. The Access+ HMO 
15, HMO 20 and Kaiser Plans are not available in all areas. Please 
check with SDRMA at the time you are submitting your request for 
underwriting approval to see if the HMO plans are available in your 
area. Entities selecting one of the medical benefits program High 
Deductible Health Plans (HDHP) are responsible for adhering to IRS 
rules, regulations and maintenance of the Health Savings Account 
(HSA). SDRMA does not provide HSA services but can provide 
contact information for a financial institution that currently offers this 
type of service.

14. Plan Selections and Combination Guidelines:
 Medical Plan Selection
 Subject to underwriting review and approval:

·    2-100 enrolled lives: 2 plans + 1 Kaiser plan
·    101-200 enrolled lives: 3 plans + 1 Kaiser plan

 Medical Plan Combinations
· Only 1 HMO or HDHP plan may be offered to an employee group
· Future plan changes are subject to review and approval by 

underwriting. An entity cannot offer a Silver PPO plan and a 
Bronze PPO plan at the same time per Underwriting guidelines.

 Ancillary Coverages - Entity will choose the particular dental, vision, 
life, short term disability and/or long term disability option to offer 
its employees.

 Ancillary Plan Selections
 Subject to underwriting review and approval:

· 2-50 enrolled lives: 1 Dental PPO plan and 1 *Dental HMO plan 
may be offered to an employee group. 1 Vision plan may be 
offered to an employee group. 1 Short Term Disability Plan may 
be offered to an employee group. 1 Long Term Disability Plan 
may be offered to an employee group.

· Future plan changes are subject to review and approval by 
underwriting

* Dental HMO is not available in all areas. Please check with SDRMA at the time you 
are submitting your request for underwriting approval to see if the Dental HMO plan 
is available in your area

https://www.sdrma.org


MEDICAL BENEFITS SUMMARY
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MEDICAL BENEFITS SUMMARY 5

DEDUCTIBLES/COINSURANCE Gold PPO Platinum PPO

Calendar Year Deductible(s) (Individual/Family) $500 / $1,000 $300 / $600

Maximum Medical Out of Pocket (Individual/Family) $2,000 / $4,000 $1,300 / $3,600

Medicare Medical Maximum Out of Pocket $1,500 / $3,000 $1,000 / $3,000

Services/Coverages
Participating  

Providers  
(You Pay)

Non-Participating  
Providers  
(You Pay)

Participating  
Providers  
(You Pay)

Non-Participating  
Providers  
(You Pay)

Inpatient Hospital
   Room, Board & Support Services
   (prior authorization required)

20% 50% up to $600  
per day 10% 50% up to $600  

per day

Outpatient Hospital 20% 50% up to $350  
per day 10% 50% up to $350  

per day

Ambulatory Surgery Center 10%;  
Deductible Waived

50% up to $350  
per day 

No Charge;  
Deductible Waived

50% up to $350  
per day

Emergency Room $100 co-pay + 20%  
(co-pay waived if admitted)

$100 co-pay + 10%  
(co-pay waived if admitted)

Urgent Care $20 co-pay 50% $20 co-pay 50%

Physician Benefits (office visits) $20 co-pay 50% $20 co-pay 50%

Preventative Care No Charge Not Covered No Charge Not Covered

Lab/X-ray
$0 ($25 co-pay + 20%  

if services provided  
by Hospital)

50% (up to  
$350/ per day  

within Hospital)

$0 ($25 co-pay + 10%  
if services provided  

by Hospital)

50% (up to  
$350/ per day  

within Hospital)

Complex Imaging (CT, PET, MRI, etc.)
20% ($100 co-pay +  

20% if services  
provided by Hospital)

50% up to  
$800 per day 

10% ($100 co-pay  
+ 10% if services  

provided by Hospital)

50% up to  
$800 per day

Acupuncture (26 visits per calendar year/combined  
with Chiropractic) 20% 10%

Chiropractic Services (26 visits per calendar  
year/combined with Acupuncture)

20% up to $50  
per visit

50% up to $25  
per visit

10% up to $50  
per visit

50% up to $25  
per visit

Prescription Drugs 
Active/Early Retiree Plans Only Express Scripts* Express Scripts*

Prescription Maximum Out of Pocket $4,600 / $9,200 $5,300 / $9,600

(At Participating Pharmacies only) Generic / Brand / Non-Formulary / Specialty Generic / Brand / Non-Formulary / Specialty

Retail - 30 day supply $5 / $30 / $45 / 30% (max co-pay $150) $5 / $30 / $45 / 30% (max co-pay $150)

Mail Order - 90 day supply $10 / $75 / $112.50 / 30% (max co-pay $300) $10 / $75 / $112.50 / 30% (max co-pay $300)

Brand / Non-Formulary / Specialty Deductible  
(Individual / Family) None None

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION 
OF COVERAGE BENEFITS AND LIMITATIONS. NON-PARTICIPATING PROVIDER MEMBER COST MAY NOT APPLY TO MAXIMUM OUT OF POCKET COSTS.
*See Rx benefits for Medicare on page 13 under the “EGWP” pharmacy co-pay structure.

PLAN SUMMARY – BLUE SHIELD  
*See page 3, note 14 for Plan Selections and Combination Guidelines

https://www.sdrma.org
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MEDICAL BENEFITS SUMMARY6

DEDUCTIBLES/COINSURANCE

Calendar Year Deductible(s) (Individual/Family)

Maximum Medical Out of Pocket (Individual/Family)

Medicare Medical Maximum Out of Pocket

Services/Coverages

Inpatient Hospital
   Room, Board & Support Services
   (prior authorization required)

Outpatient Hospital

Ambulatory Surgery Center

Emergency Room 

Urgent Care

Physician Benefits (office visits)

Preventative Care

Lab/X-ray

Complex Imaging (CT, PET, MRI, etc.)

Acupuncture (26 visits per calendar year/combined  
with Chiropractic)

Chiropractic Services (26 visits per calendar  
year/combined with Acupuncture)

Prescription Drugs 
Active/Early Retiree Plans Only

Prescription Maximum Out of Pocket

(At Participating Pharmacies only)

Retail - 30 day supply

Mail Order - 90 day supply

Brand / Non-Formulary / Specialty Deductible  
(Individual / Family)

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF 
COVERAGE BENEFITS AND LIMITATIONS. NON-PARTICIPATING PROVIDER MEMBER COST MAY NOT APPLY TO MAXIMUM OUT OF POCKET COSTS.
*See Rx benefits for Medicare on page 13 under the “EGWP” pharmacy co-pay structure.

PLAN SUMMARY – BLUE SHIELD  
*See page 3, note 14 for Plan Selections and Combination Guidelines

Silver PPO Bronze PPO

$2,000 / $4,000 $5,000 / $10,000 $5,000 / $10,000

$5,000 / $10,000 $7,000 / $14,000 No Limit Single/ 
No Limit Family

$3,000 / $6,000 $7,000 / $14,000 No Limit Single/ 
No Limit Family

Participating  
Providers  
(You Pay)

Non-Participating  
Providers  
(You Pay)

Participating  
Providers  
(You Pay)

Non-Participating  
Providers  
(You Pay)

20% 50% up to $600 
per day 30% 50% up to $600  

per day 

20% 50% up to $350 
per day 30% 50% up to $350  

per day 

10%;  
Deductible Waived

50% up to $350 
per day

20%;  
Deductible Waived

50% up to $350  
per day 

$100 co-pay + 20%  
(co-pay waived if admitted)

$250 co-pay + 30%  
(co-pay waived if admitted)

$30 co-pay 50% 30%; Deductible Waived 50%

$30 co-pay 50% 30%; Deductible Waived 50%

No Charge Not Covered No Charge Not Covered

$0 ($25 co-pay + 20%  
if services provided  

by Hospital)

50% (up to  
$350/ per day  

within Hospital)

30% ($25 co-pay + 30%  
if services provided  

by Hospital)

50% (up to  
$350/ per day  

within Hospital)

20% ($100 co-pay +  
20% if services  

provided by Hospital)

50% up to  
$800 per day 

30% ($100 co-pay  
+ 30% if services  

provided by Hospital)

50% up to  
$800 per day 

20% 30% 50%

20% up to $50 
per visit

50% up to $25 
per visit

30% up to $50  
per visit

50% up to $25 
per visit

Express Scripts* Express Scripts*

$1,600 / $3,200 $1,500 / $3,000

Generic / Brand / Non-Formulary / Specialty Generic / Brand / Non-Formulary / Specialty

$10 / $20 / $45 / 30% (max co-pay $150) $15 / $50 / $50 / 30% (max co-pay $150)

$20 / $40 / $90 / 30% (max co-pay $300) $30 / $100 / $100 / 30% (max co-pay $300)

$200 / $500 None

https://www.sdrma.org
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MEDICAL BENEFITS SUMMARY 7

PLAN SUMMARY – BLUE SHIELD  
*See page 3, note 14 for Plan Selections and Combination Guidelines

EPO HDHP 10 (HSA) HDHP 20 (HSA)

$300 / $600 $1,650 / $3,300 $3,000 / $6,000

$1,300 / $2,600 $5,000 / $10,000 $6,200 / $12,400

$1,000 / $2,000 Non-Applicable Non-Applicable

Participating  
Providers  
(You Pay)

Participating  
Providers
(You Pay)

Non-Participating  
Providers
(You Pay)

Participating  
Providers
(You Pay)

Non-Participating  
Providers
(You Pay)

No Charge 10% 50% up to $600 
per day 20% 50% up to $600 

per day

$30 co-pay 10% 50% up to $350  
per day 20% 50% up to $350  

per day

No Charge;  
Deductible Waived No Charge 50% up to $350  

per day 10% 50% up to $350 
per day 

$100 co-pay (co-pay  
waived if admitted)

$100 co-pay + 10%  
(co-pay waived if admitted)

$100 co-pay + 20%  
(co-pay waived if admitted)

$30 co-pay 10% 50% 20% 50%

$30 co-pay 10% 50% 20% 50%

No Charge No Charge Not Covered No Charge Not Covered

$0 ($25 co-pay if  
services provided by 

Hospital)

$0 ($25 co-pay  
+ 10% if services 

provided by Hospital)

50% (up to $350/ 
per day within 

Hospital)

$0 ($25 co-pay  
+ 20% if services 

provided by Hospital)

50% (up to $350/ 
per day within 

Hospital)

$0 ($100 co-pay if  
services provided  

by Hospital)

10% ($100 co-pay 
+ 10% if services 

provided by Hospital)
50% up to  

$800 per day
20% ($100 co-pay 
+ 20% if services 

provided by Hospital)
50% up to  

$800 per day 

$30 co-pay 10% up to $30 per visit 20% up to $30 per visit

$30 co-pay 10% up to $25 
per visit

50% up to $25  
per visit

20% up to $25  
per visit

50% up to $25  
per visit

Express Scripts* Blue Shield Blue Shield

$5,300 / $10,600 Combined with Medical Combined with Medical
Generic / Brand /  

Non-Formulary / Specialty
Generic / Brand / 

Specialty
Generic / Brand / 

Specialty
Generic / Brand / 

Specialty
Generic / Brand / 

Specialty
$10 / $20 / $45 / 30% 

(max co-pay $150)
$7 / $25 / 30% up to  
$150 / prescription

$7 / $25 / 30% up to 
$150 / prescription

$7 / $25 / 30% up to  
$150 / prescription

$7 / $25 / 30% up to 
$150 / prescription

$15 / $50 / $112.50 / 30%  
(max co-pay $150)

$14 / $60 / 30% up to 
$300 / prescription Not Covered $14 / $60 / 30% up to 

$300 / prescription Not Covered

$200 Subject to Deductible Subject to Deductible

DEDUCTIBLES/COINSURANCE

Calendar Year Deductible(s) (Individual/
Family)

Maximum Medical Out of Pocket (Individual/
Family)

Medicare Medical Maximum Out of Pocket

Services/Coverages

Inpatient Hospital
   Room, Board & Support Services
   (prior authorization required)

Outpatient Hospital

Ambulatory Surgery Center

Emergency Room 

Urgent Care

Physician Benefits (office visits)

Preventative Care

Lab/X-ray

Complex Imaging (CT, PET, MRI, etc.)

Acupuncture (26 visits per calendar year/
combined with Chiropractic)

Chiropractic Services (26 visits per calendar  
year/combined with Acupuncture)

Prescription Drugs 
Active/Early Retiree Plans Only

Prescription Maximum Out of Pocket

(At Participating Pharmacies only)

Retail - 30 day supply

Mail Order - 90 day supply

Brand / Non-Formulary / Specialty Deductible 
(Individual / Family)

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF 
COVERAGE BENEFITS AND LIMITATIONS. NON-PARTICIPATING PROVIDER MEMBER COST MAY NOT APPLY TO MAXIMUM OUT OF POCKET COSTS.
*See Rx benefits for Medicare on page 13 under the “EGWP” pharmacy co-pay structure.

https://www.sdrma.org
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MEDICAL BENEFITS SUMMARY8

DEDUCTIBLES/COINSURANCE Access+ HMO 15 Access+ HMO 20

Calendar Year Deductible(s) (Individual/Family) None None

Maximum Medical Out of Pocket (Individual/Family) $1,500 / $3,000 $1,500 / $3,000

Medicare Medical Maximum Out of Pocket Non-Applicable Non-Applicable

Services/Coverages
Participating  

Providers  
(You Pay)

Participating  
Providers  
(You Pay)

Inpatient Hospital
   Room, Board & Support Services
   (prior authorization required)

No Charge $250 / Admission

Outpatient Hospital $100 / Surgery $150 / Surgery

Ambulatory Surgery Center No Charge $50 / Surgery

Emergency Room $50 co-pay (co-pay waived if admitted) $100 co-pay (co-pay waived if admitted)

Urgent Care $15 co-pay $20 co-pay

Physician Benefits  
(office visits)

Note: A woman may self-refer to an OB/GYN or family 
practice physician in her personal physician’s medical 
group or IPA for OB/GYN services.

$15 co-pay $20 co-pay

Preventative Care No Charge No Charge

Lab/X-ray No Charge No Charge

Complex Imaging (CT, PET, MRI, etc.) No Charge No Charge

Acupuncture (30 visits per calendar year/combined  
with Chiropractic) $10 co-pay $10 co-pay

Chiropractic Services (30 visits per calendar  
year/combined with Acupuncture) $10 co-pay $10 co-pay

Prescription Drugs 
Active/Early Retiree Plans Only Express Scripts Express Scripts

Prescription Maximum Out of Pocket $5,100 / $10,200 $5,100 / $10,200

(At Participating Pharmacies only) Generic / Brand / Non-Formulary / Specialty Generic / Brand / Non-Formulary / Specialty

Retail - 30 day supply $5 / $10 / $25 / 20% (max co-pay $100) $10 / $25 / Not Covered / 20% (max co-pay $100)

Mail Order - 90 day supply $10 / $20 / $50 / 20% (max co-pay $100) $20 / $50 / Not Covered / 20% (max co-pay $100)

Brand Deductible (Individual / Family) None None

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION 
OF COVERAGE BENEFITS AND LIMITATIONS. NON-PARTICIPATING PROVIDER MEMBER COST MAY NOT APPLY TO MAXIMUM OUT OF POCKET COSTS.

PLAN SUMMARY – BLUE SHIELD  
*See page 3, note 14 for Plan Selections and Combination Guidelines

https://www.sdrma.org
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MEDICAL BENEFITS SUMMARY 9

DEDUCTIBLES/COINSURANCE/MAXIMUM Kaiser HMO 15 Kaiser HMO 20

Calendar Year Deductible(s) (Individual/Family) None None

Maximum Medical Out of Pocket (Individual/Family) $1,500 / $3,000 $1,500 / $3,000

Medicare Medical Maximum Out of Pocket Non-Applicable Non-Applicable

Services/Coverages
Participating  

Providers  
(You Pay)

Participating  
Providers  
(You Pay)

Inpatient Hospital
   Room, Board & Support Services
   (prior authorization required)

No Charge $250 / Admission

Outpatient Hospital $15 / Surgery $20 / Surgery

Ambulatory Surgery Center $15 / Surgery $20 / Surgery

Emergency Room $50 co-pay  
(co-pay waived if admitted)

$100 co-pay  
(co-pay waived if admitted)

Urgent Care $15 co-pay $20 co-pay

Physician Benefits (office visits) $15 co-pay $20 co-pay

Preventative Care No Charge No Charge

Lab/X-ray No Charge No Charge

Complex Imaging (CT, PET, MRI, etc.) No Charge No Charge

Acupuncture (30 visits per calendar year/combined  
with Chiropractic) $10 co-pay $10 co-pay 

Chiropractic Services (30 visits per calendar  
year/combined with Acupuncture) $10 co-pay $10 co-pay 

Prescription Drugs 
Active/Early Retiree Plans Only Kaiser Kaiser

(At Participating Pharmacies only) Generic / Brand / Specialty Generic / Brand / Specialty

Retail - 30 day supply $5 / $20 / $20 $10 / $25 / 20% (max co-pay $150)

Mail Order - 100 day supply $10 / $40 $20 / $50 

Brand Deductible (Individual / Family) None None 

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION 
OF COVERAGE BENEFITS AND LIMITATIONS. NON-PARTICIPATING PROVIDER MEMBER COST MAY NOT APPLY TO MAXIMUM OUT OF POCKET COSTS.

PLAN SUMMARY – KAISER  
*See page 3, note 14 for Plan Selections and Combination Guidelines

https://www.sdrma.org
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MEDICAL BENEFITS SUMMARY10

DEDUCTIBLES/COINSURANCE/MAXIMUM
Kaiser Permanente Senior Advantage (KPSA)

HMO with Part D 

Calendar Year Deductible(s) (Individual/Family) None

Maximum Medical Out of Pocket (Individual/Family) $1,000 / $2,000

Medicare Medical Maximum Out of Pocket Non-Applicable

Services/Coverages Participating Providers
(You Pay)

Inpatient Hospital
   Room, Board & Support Services
   (prior authorization required)

No Charge

Outpatient Hospital $10 / Surgery

Ambulatory Surgery Center $10 / Surgery

Emergency Room $50 co-pay  
(co-pay waived if admitted)

Urgent Care $10 co-pay

Physician Benefits (office visits) $10 co-pay

Preventative Care No Charge

Lab/X-ray No Charge

Complex Imaging (CT, PET, MRI, etc.) No Charge

Acupuncture (30 visits per calendar year/combined  
with Chiropractic) $10 co-pay 

Chiropractic Services (30 visits per calendar  
year/combined with Acupuncture) $10 co-pay 

Prescription Drugs Kaiser

(At Participating Pharmacies only) Generic / Brand 

30 day supply $5 / $20 

31 – 60 day supply $10 / $40 

61 - 100 day supply $15 / $60 

(Mail Order Refills only) Generic / Brand 

30 day supply $5 / $20 

31 – 100 day supply $10 / $40

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION 
OF COVERAGE BENEFITS AND LIMITATIONS. NON-PARTICIPATING PROVIDER MEMBER COST MAY NOT APPLY TO MAXIMUM OUT OF POCKET COSTS.

PLAN SUMMARY – KAISER – MEDICARE  

https://www.sdrma.org
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11ADDITIONAL PROGRAMS

CARRUM HEALTH (CARRUM) – SURGERY BENEFIT PROGRAM
Carrum Health is a special surgery benefit that provides exclusive access to 
“Centers of Excellence.” These hospitals and doctors provide for an improved 
patient experience and top-quality, more affordable care. The Carrum Health 
Surgery Benefit is provided at no additional cost and is an option outside of your 
surgery benefit provided by your medical carrier. Please note HMO plans are not 
eligible to participant in the Carrum Surgery Benefit.

EMPLOYEE SERVICES
Personalized “Care Concierge” support – Helps guide patient through the process
Recovery – Personalized support through total care coordination
Access to top-Quality Surgeons – perform hundreds of surgeries
All medical expenses – covered for the patient**
Travel Expenses – covered for patient and companion*
Voluntary participation – Employee Initiates the service by phone or online

*IRS Rules a portion of the covered travel will be reported as taxable income to employee.
**IRS regulations on HSA plans the deductible applies but coinsurance is waived.

Eligible procedures include:
•   Hip Replacement
•   Knee replacement
•   Cervical Spinal fusion
•   Lumbar Spinal Fusion
•   Coronary Bypass Surgery
•   Bariatric (Weight Loss) 
•   Shoulder Repair
•   Elbow Repair
•   Wrist/Hand Repair
•   Ankle/Foot Repair
•   Pain Management

Additional procedures will become eligible on a regular basis. 

CARRUM ONCOLOGY – BREAST CANCER TREATMENT/SECOND OPINION PROGRAM  
Carrum has expanded services to now include Oncology Treatment and Second Opinion/guidance 
plan services for individuals diagnosed with Breast Cancer.  The Carrum Oncology Benefit is provided 
at no additional cost and is an option outside of your cancer benefit provided by your medical carrier.  
Treatment and/or second opinion/guidance plan options are provided through City of Hope in Los 
Angeles.  Travel expenses are included when treatment is required. Please note HMO plans are not 
eligible to participate in the Carrum Oncology Benefit. 

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF 
COVERAGE BENEFITS AND LIMITATIONS.

https://www.sdrma.org
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12 ADDITIONAL PROGRAMS

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF 
COVERAGE BENEFITS AND LIMITATIONS.

HINGE HEALTH – VIRTUAL/DIGITAL PHYSICAL THERAPY SOLUTION
Hinge Health is a “no cost” digital Physical Therapy option to help prevent injury, 
prevent surgery, and address acute or chronic pain. Eligible plan participants will 
receive wearable devices free of charge.  

Hinge Health pairs a complete clinical care team with advanced technology to 
deliver an all in one solution:
•   Dedicated physical therapist for 1:1 video visits
•   Dedicated health coach trained in motivation and behavioral support
•   Customized exercise therapy with wearable sensors for real-time feedback
•   Wearable pain management technology for immediate pain relief
•   Education on lifestyle, condition and pain management
•   Expert Medical Opinion with in-house orthopedic surgeons

LIVONGO BY TELADOC HEALTH – DIABETES CARE MANAGEMENT PROGRAM
Livongo is a virtual diabetes care management and monitoring program that provides 
active real-time care support from live health coaches using digital management 
tools. The Livongo benefit is provided at no additional cost and eligible participants 
will receive a free glucose test meter that connects with health coaches using 
cellular technology.  Participants will also receive free test strips, whenever needed.  
Please note cellular connectivity is covered by Livongo at no cost. Kaiser HMO plan 
participants are not eligible to participate.

Individuals diagnosed as diabetic or pre-diabetic can learn more and sign-up at
join.livongo.com/PRISM using the registration code PRISM.

GOTZOOM-STUDENT LOAN REPAYMENT PROGRAM
What’s GotZoom?
• A company with a singular focus on Department of Education student loan  

repayment programs
•   Seven-year performance record
 
Why We’re Better?
Large student debt reduction achieved with federal repayment or forgiveness programs:
•   Provides employee immediate relief
•   Costs employer significantly less
 
Employer Benefits
•   Retention: equates to a 5% - 20% raise
•   Recruitment: 83% of millennials prefer organizations with a student loan benefit
•   Value: 3-year ROI 140%
 
Employee Benefit
•   Average student debt reduction of 65%
•   Upfront visibility of savings (free loan status analysis and benefit summary)

https://www.sdrma.org
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MEDICAL BENEFITS SUMMARY 13

MEDICARE COORDINATION OF BENEFITS (COB)
Medicare Supplemental Plans are designed specifically for retirees, their spouse and/or dependents enrolled in the SDRMA medical 
benefits program who are also enrolled in Parts A (hospital insurance), B (medical insurance) and D (prescription enrollment completed 
by Express Scripts) of Medicare. This plan is designed to help defray some of the costs for those members enrolled in Medicare, such 
as Medicare deductibles, co-pays and other costs. 

The retiree and their spouse and/or dependents must enroll in Medicare Part A and Part B coverage at their own expense 
when they turn 65 to be able to continue their coverage under SDRMA. A Retiree and/or their spouse may be directly charged 
additional premiums by Medicare for Part D coverage if their income is above a certain level. The additional premium is referred 
to as the Medicare Income-Related Monthly Adjustment Amount (IRMAA). The retiree and/or spouse should contact Medicare for 
additional information about IRMAA.

To enroll in Medicare you must be at least age 65 or older. SDRMA Medical Benefits Program coverages remain the same whether 
Medicare Supplemental Coverages are Primary or Secondary. 

* Coordination of Benefits (COB): SDRMA insurance plans will coordinate with Medicare to determine which entity may or may not pay towards 
a particular service received by covered individuals under this plan. The coordination will determine how much of the expense Medicare 
covers (if any) and how much of the expense the SDRMA insurance carrier would cover. Medicare pays first and the SDRMA carrier will then 
pay additional monies towards the service if the carrier’s contracted payable amount is higher than Medicare’s contracted payable amount.

 If Medicare’s contracted amount is less than the SDRMA carrier’s contracted amount, the SDRMA carrier will pay the difference between 
Medicare and the SDRMA carrier amount so that the provider is paid up to the SDRMA carrier limits through both parties combined. If Medi-
care’s contracted amount is the same or covers a higher amount than the SDRMA carrier, the SDRMA carrier will not pay any monies towards 
the service and will consider payment made by Medicare to be payment in full. When services are considered covered by Medicare and initial 
payments are made by Medicare, the SDRMA carrier’s co-pays, coinsurance, and/or deductible will not apply.

 If a service is not covered by Medicare, but the service is covered by the SDRMA carrier’s plan, the claim will be paid exclusively through the 
SDRMA carrier’s plan. If a service is not considered covered by Medicare and therefore no initial payment is made by Medicare, the SDRMA 
carrier’s co-pays, coinsurance, and/or deductible will apply.

EGWP (Part D) Prescription Program co-pays Retail 31 Day Retail 60 Day Retail 90 Day Mail 90 Day

Generic $5.00 $10.00 $15.00 $10.00

Brand $20.00 $40.00 $60.00 $40.00

Non Preferred $50.00 $100.00 $150.00 $100.00

https://www.sdrma.org


2
0

2
5

 H
E

A
L

T
H

 B
E

N
E

F
IT

S
 P

R
O

G
R

A
M

800.537.7790 • sdrma.org

MEDICAL BENEFITS SUMMARY14

KPSA (Part D) Prescription Program co-pays Retail 30 Day 
Supply

Retail 31-60 
Day Supply

Retail 61-100 
Day Supply

Mail Order 30 
Day Supply

Mail Order 
31-100 Day 

Supply

Generic $5.00 $10.00 $15.00 $5.00 $10.00 

Brand $20.00 $40.00 $60.00 $20.00 $40.00 

For further details of the Kaiser Permanente Senior Advantage (KPSA) HMO plan please refer to page 10.

MEDICAL BENEFIT

https://www.sdrma.org
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16 ANCILLARY COVERAGES SUMMARYANCILLARY COVERAGES SUMMARY

DENTAL BENEFITS
Low Plan

PPO Non-PPO

Calendar Year Maximum
$1,000 $500 

(Per patient per calendar year)

Calendar Year Deductible 
Individual / Family

$50 / $150
(Waived for Preventive)

Age Limitations Dependents to Age 26

Diagnostic and Preventive 100% 100%
Oral Exam 
Routine Cleaning
X-Rays 
Fluoride Treatment  
Space Maintainers   
Specialist Consultations
Basic Services 80% 80%
Fillings
Endodontics (Root Canal)
Periodontics (Gum Treatment)
Tissue Removal (Biopsy)
Extractions & Other Oral Surgery
Sealants
Major Services 50% 50%
Crown Repair
Inlays, Onlays
Cast Restorations
Bridges
Partial and Full Dentures
Orthodontics
Eligible for Benefit Not Covered
Lifetime Maximum

DELTA DENTAL PPO 
*See page 3, note 14 for Plan Selections and Combination Guidelines 

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF 
COVERAGE BENEFITS AND LIMITATIONS.

https://www.sdrma.org
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17ANCILLARY COVERAGES SUMMARY

DENTAL BENEFITS
Medium Plan High Plan

PPO Non-PPO PPO Non-PPO

Calendar Year Maximum
$1,500 $1,000 $2,000 $1,250 

(Per patient per calendar year) (Per patient per calendar year)

Calendar Year Deductible 
Individual / Family

$50 / $150
(Waived for Preventive)

$50 / $150
(Waived for Preventive)

Age Limitations Dependents to Age 26 Dependents to Age 26

Diagnostic and Preventive 100% 100% 100% 100%
Oral Exam 
Routine Cleaning
X-Rays 
Fluoride Treatment  
Space Maintainers   
Specialist Consultations
Basic Services 80% 80% 80% 80%
Fillings
Endodontics (Root Canal)
Periodontics (Gum Treatment)
Tissue Removal (Biopsy)
Extractions & Other Oral Surgery
Sealants
Major Services 60% 60% 80% 80%
Crown Repair
Inlays, Onlays
Cast Restorations
Bridges
Partial and Full Dentures
Orthodontics 50% 50% 50% 50%
Eligible for Benefit Child & Adult Child & Adult
Lifetime Maximum $500 $1,000 

 

DELTA DENTAL PPO 
*See page 3, note 14 for Plan Selections and Combination Guidelines 

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF 
COVERAGE BENEFITS AND LIMITATIONS.

https://www.sdrma.org
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18 ANCILLARY COVERAGES SUMMARYANCILLARY COVERAGES SUMMARY

DENTAL HMO BENEFITS
DeltaCare Plan 10A 

Participating Providers
(You Pay)

DeltaCare Plan 11A 
Participating Providers

(You Pay)

DeltaCare Plan 12A 
Participating Providers

(You Pay)

Diagnostic and Preventive

Periodic Oral Evaluation No Charge No Charge No Charge

X-Rays No Charge No Charge No Charge

Teeth Cleaning No Charge No Charge No Charge

Topical Flouride No Charge No Charge No Charge

Sealants - per tooth $5 $10 $10

Restorative

Amalgam Filling 1-4 Surfaces $0 $0 $5 - $20

Resin - one surface, anterior $0 $0 $22

Endodontics (Root Canal Therapy)

Pulp Cap No Charge No Charge No Charge

Therapeutic Pulpotomy $0 $0 $15

Root Canal Therapy - anterior $45 $55 $85

Periodontics

Gingivectomy - per quadrant $80 $130 $135

Osseous Surgery - per quadrant $175 $280 $300

Scaling and Root Planning - per quadrant $0 $25 $40

Oral Surgery

Extractions - Impacted tooth: soft tissue $25 $50 $55

Extractions - Impacted tooth: partial bony $50 $70 $75

Extractions - Impacted tooth: full bony $70 $90 $95

Prosthodontics

Complete - Upper or Lower $100 $145 $215

Immediate - Upper or Lower $120 $165 $235

Partial Denture - Upper or Lower $120 $160 $240

Crown and Bridge

Inlay / Onlay $0 $0 $45 - $55

Crown - Porcelain/Ceramic Substrate $195 $240 $295

Crown - Porcelain Fused to High Noble Metal $195 $240 $295

Crown - Full Cast High Noble Metal $170 $210 $260

Orthodontics - Comprehensive

Child to age 19 $1,700 $1,700 $1,700

Member over age 19 $1,900 $1,900 $1,900

DENTAL HMO BENEFITS 
*See page 3, note 14 for Plan Selections and Combination Guidelines 

https://www.sdrma.org
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19 ANCILLARY COVERAGES SUMMARYANCILLARY COVERAGES SUMMARY

¹ Contact lenses are in lieu of spectacle lenses and frames 

VISION BENEFITS
Option 1 Option 2 

In-Network Non-Network In-Network Non-Network

Co-pay $25 for Exam and/or Materials $25 for Exam and/or Materials

Exam Covered after Co-pay
Plan pays                 

up to:  
Covered after Co-pay

Plan pays  
up to:

$50 $50

Lenses

Single Covered after Co-pay $50 Covered after Co-pay $50

Bifocal Covered after Co-pay $75 Covered after Co-pay $75

Trifocal Covered after Co-pay $100 Covered after Co-pay $100

Frames
$130 Allowance
20% off amount  
over allowance

$70
$130 Allowance
20% off amount  
over allowance

$70

Contact Lenses - Elective $130 Allowance $105 $130 Allowance $105

Contact Lenses - Medically  
   Necessary Covered after Co-pay $210 Covered after Co-pay $210

Contact Exam and Fitting Up to $60 $0 Up to $60 $0

Frequency of Services

Eye Examination 12 months 12 months

Lenses 24 months 12 months

Frames 24 months 24 months

Contact Lenses¹ 24 months 12 months

 

VSP VISION
*See page 3, note 14 for Plan Selections and Combination Guidelines 

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF 
COVERAGE BENEFITS AND LIMITATIONS.

https://www.sdrma.org
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20ANCILLARY COVERAGES SUMMARY

VISION BENEFITS
Option 1 Option 2 

In-Network Non-Network In-Network Non-Network

Co-pay $25 for Exam and/or Materials $25 for Exam and/or Materials

Exam Covered after Co-pay
Plan pays                 

up to:  
Covered after Co-pay

Plan pays  
up to:

$50 $50

Lenses

Single Covered after Co-pay $50 Covered after Co-pay $50

Bifocal Covered after Co-pay $75 Covered after Co-pay $75

Trifocal Covered after Co-pay $100 Covered after Co-pay $100

Frames
$130 Allowance
20% off amount  
over allowance

$70
$130 Allowance
20% off amount  
over allowance

$70

Contact Lenses - Elective $130 Allowance $105 $130 Allowance $105

Contact Lenses - Medically  
   Necessary Covered after Co-pay $210 Covered after Co-pay $210

Contact Exam and Fitting Up to $60 $0 Up to $60 $0

Frequency of Services

Eye Examination 12 months 12 months

Lenses 24 months 12 months

Frames 24 months 24 months

Contact Lenses¹ 24 months 12 months

 

VISION BENEFITS
Option 3 Option 4 Option 5

In-Network Non-Network In-Network Non-Network In-Network Non-Network

Co-pay $15 for Exam and/or Materials $25 for Exam and/or Materials $0 for Exam and/or Materials

Exam Covered after  
Co-pay

Plan pays up to: Covered after Co-
pay

Plan pays up to: Covered after 
Co-pay

Plan pays up to:

$50 $50 $50

Lenses

Single Covered after  
Co-pay $50 Covered after Co-

pay $50 Covered $50

Bifocal Covered after  
Co-pay $75 Covered after Co-

pay $75 Covered $75

Trifocal Covered after  
Co-pay $100 Covered after Co-

pay $100 Covered $100

Frames
$130 Allowance
20% off amount  
over allowance

$70
$130 Allowance
20% off amount  
over allowance

$70
$130 Allowance
20% off amount  
over allowance

$70

Contact Lenses - Elective $130 Allowance $105 $130 Allowance $105 $130 Allowance $105

Contact Lenses -
Medically Necessary

Covered after  
Co-pay $210 Covered after Co-

pay $210 No Co-pay $210

Contact Exam and Fitting Up to $60 $0 Up to $60 $0 Up to $60 $0

Frequency of Services

Eye Examination 12 months 12 months 12 months

Lenses 12 months 12 months 12 months

Frames 24 months 12 months 12 months

Contact Lenses¹ 12 months 12 months 12 months

VSP VISION
*See page 3, note 14 for Plan Selections and Combination Guidelines 

¹ Contact lenses are in lieu of spectacle lenses and frames 

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF 
COVERAGE BENEFITS AND LIMITATIONS.

https://www.sdrma.org
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21 ANCILLARY COVERAGES SUMMARYANCILLARY COVERAGES SUMMARY

For Groups with 10(+) Employee lives For Groups with less than 10 Employee lives
Basic Life and AD&D Benefits Basic Life and AD&D Benefits

Eligibility:  All Eligible Employees  
working at least 20 hrs/wk Eligibility:  All Eligible Employees  

working at least 20 hrs/wk

Life Benefits: 

Groups may elect a  
flat amount of:  

$10,000-$200,000 in  
$10,000 increments

Basic life benefits have to be defined  
by class of employee;

i.e. City manager, confidential  
employees, etc.

or All employees as one class
or 1x Annual Salary
or 2x Annual Salary 

Life Benefits: 

Groups may elect a  
flat amount of:  

$10,000-$200,000 in  
$10,000 increments

Basic life benefits have to be defined  
by class of employee;

i.e. City manager, confidential  
employees, etc.

or All employees as one class
or 1x Annual Salary
or 2x Annual Salary

AD&D Benefits: Same as Life AD&D Benefits: Same as Life

Guaranteed Issue Amount $200,000 Guaranteed Issue Amount $200,000 

Benefit Reduction Formula

Age % of Original 
Benefit

Benefit Reduction Formula

Age % of Original 
Benefit

65 65% 65 65%

70 50% 70 50%

Accelerated Death Benefit 50% of Life Benefits if less than  
6 Month Life Expectancy Accelerated Death Benefit 50% of Life Benefits if less than  

6 Month Life Expectancy

Waiver of Premium Included Waiver of Premium Included

Seat Belt Benefit (AD&D) Included Seat Belt Benefit (AD&D) Included

 

Entities must contribute a minimum of 75% of the cost for active employees only. See page 3, note 3 for underwriting guideline of entity contribution for active 
employees.

VOYA FINANCIAL BASIC LIFE AND AD&D

NOTE: THIS SUMMARY IS FOR INFORMATIONAL PURPOSE ONLY.  IT DOES NOT AMEND, EXTEND, OR ALTER THE CURRENT POLICY IN ANY WAY.  IN THE EVENT 
INFORMATION IN THIS SUMMARY DIFFERS FROM THE PLAN DOCUMENT, THE PLAN DOCUMENT WILL PREVAIL.

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED 
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

https://www.sdrma.org
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22ANCILLARY COVERAGES SUMMARY

Supplemental Life Benefits*

Eligibility All Eligible Employees working at least 20 hrs/wk

Employee Benefit
Minimum $20,000 
Maximum $250,000 
Increments of: $10,000 
Guaranteed Issue Amount Under Age 60: $100,000  Age 60 and Over: $50,000
Spouse Benefit Not to Exceed 50% of Employee’s Life Benefit
Minimum $20,000 
Maximum $125,000 
Increments of: $5,000 
Guaranteed Issue Amount $25,000 
Dependent Child(ren) Benefit
Minimum $5,000 
Maximum $10,000 
Increments of: $5,000 
Guaranteed Issue Amount $10,000 
Benefit Duration Age % of Original Benefit

65 65%
70 50%

Waiver of Premium Included
Portability Included

(1) The age of the employee is used when calculating the premium for Supplemental Life for the spouse.
(2) The spouse or dependents can only enroll in Supplemental Life if the employee is enrolled in Supplemental Life.

* Supplemental Life is only available if the Entity is enrolled in VOYA Financial Basic Life and AD&D.

NOTE: THIS SUMMARY IS FOR INFORMATIONAL PURPOSE ONLY.  IT DOES NOT AMEND, EXTEND, OR ALTER THE CURRENT POLICY IN ANY WAY.  IN THE EVENT 
INFORMATION IN THIS SUMMARY DIFFERS FROM THE PLAN DOCUMENT, THE PLAN DOCUMENT WILL PREVAIL.

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED 
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

VOYA FINANCIAL SUPPLEMENTAL LIFE

https://www.sdrma.org
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23 ANCILLARY COVERAGES SUMMARYANCILLARY COVERAGES SUMMARY

NOTE: THIS SUMMARY IS FOR INFORMATIONAL PURPOSE ONLY.  IT DOES NOT AMEND, EXTEND, OR ALTER THE CURRENT POLICY IN ANY WAY.  IN THE EVENT 
INFORMATION IN THIS SUMMARY DIFFERS FROM THE PLAN DOCUMENT, THE PLAN DOCUMENT WILL PREVAIL.

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED 
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

For Groups with 10(+) Employee lives

Short-Term Disability Benefits  Option 1  Option 2  Option 3

Eligibility:  All Eligible Employees  
working at least 20 hrs/wk

All Eligible Employees  
working at least 20 hrs/wk

All Eligible Employees  
working at least 20 hrs/wk

Elimination Period:

Accident 7 Days 7 Days 7 Days

Illness 7 Days 7 Days 7 Days

Weekly Benefit Percentage  60% 60% 60%

Minimum Weekly Benefit $50 $50 $50

Maximum Weekly Benefit $1,252 $1,500 $1,500

Definition of Disability Non-Occupational Non-Occupational Non-Occupational

Maximum Benefit Duration 52 Weeks 26 Weeks 13 Weeks

Benefit Integration Offset Applies Offset Applies Offset Applies

Pre-Existing Condition None None None

VOYA FINANCIAL SHORT TERM DISABILITY

Definition:
Elimination period – Benefits begin the day after the elimination period ends.

https://www.sdrma.org


2
0

2
5

 H
E

A
L

T
H

 B
E

N
E

F
IT

S
 P

R
O

G
R

A
M

800.537.7790 • sdrma.org

24ANCILLARY COVERAGES SUMMARY

For Groups with 10(+) Employee lives

Short-Term Disability Benefits  Option 1  Option 2  Option 3

Eligibility:  All Eligible Employees  
working at least 20 hrs/wk

All Eligible Employees  
working at least 20 hrs/wk

All Eligible Employees  
working at least 20 hrs/wk

Elimination Period:

Accident 7 Days 7 Days 7 Days

Illness 7 Days 7 Days 7 Days

Weekly Benefit Percentage  60% 60% 60%

Minimum Weekly Benefit $50 $50 $50

Maximum Weekly Benefit $1,252 $1,500 $1,500

Definition of Disability Non-Occupational Non-Occupational Non-Occupational

Maximum Benefit Duration 52 Weeks 26 Weeks 13 Weeks

Benefit Integration Offset Applies Offset Applies Offset Applies

Pre-Existing Condition None None None

VOYA FINANCIAL SHORT TERM DISABILITY

For Groups with less than 10 Employee lives

Short-Term Disability Benefits  Option 1  Option 2  Option 3

Eligibility:  All Eligible Employees  
working at least 20 hrs/wk

All Eligible Employees  
working at least 20 hrs/wk

All Eligible Employees  
working at least 20 hrs/wk

Elimination Period:

Accident 7 Days 7 Days 7 Days

Illness 7 Days 7 Days 7 Days

Weekly Benefit Percentage  60% 60% 60%

Minimum Weekly Benefit $50 $50 $50

Maximum Weekly Benefit $1,252 $1,500 $1,500

Definition of Disability Non-Occupational Non-Occupational Non-Occupational

Maximum Benefit Duration 52 Weeks 26 Weeks 13 Weeks

Benefit Integration Offset Applies Offset Applies Offset Applies

Pre-Existing Condition None None None

NOTE: THIS SUMMARY IS FOR INFORMATIONAL PURPOSE ONLY.  IT DOES NOT AMEND, EXTEND, OR ALTER THE CURRENT POLICY IN ANY WAY.  IN THE EVENT 
INFORMATION IN THIS SUMMARY DIFFERS FROM THE PLAN DOCUMENT, THE PLAN DOCUMENT WILL PREVAIL.

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED 
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

https://www.sdrma.org
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25 ANCILLARY COVERAGES SUMMARYANCILLARY COVERAGES SUMMARY

For Groups with 10(+) Employee lives

Long Term Disability Benefits  Option 1  Option 2  Option 3  Option 4

Eligibility:  
All Eligible Employees  

working at least 20 
hrs/wk

All Eligible Employees  
working at least 20 

hrs/wk

All Eligible Employees  
working at least 20 

hrs/wk

All Eligible Employees  
working at least 20 

hrs/wk

Elimination Period 90 Days (1) 180 Days (2) 90 Days (1) 180 Days (2)

Monthly Benefit Percentage  60% 60% 60% 60%

Maximum Monthly Benefit $5,000 $5,000 $10,000 $10,000 

Own Occupation Timeframe or Coverage Period 24 Months 24 Months 24 Months 24 Months

Disability Earnings Test 80% 80% 80% 80%

Definition of Disability Earnings & Occupation Earnings & Occupation Earnings & Occupation Earnings & Occupation

Recurrent Disabilities 6 Months 6 Months 6 Months 6 Months

Mental Health/Substance Abuse Limitations 24 Months 24 Months 24 Months 24 Months

Maximum Benefit Duration To Age 65 or SSNRA To Age 65 or SSNRA To Age 65 or SSNRA To Age 65 or SSNRA

Pre-Existing Condition 3/12 3/12 3/12 3/12

      

        

NOTE: THIS SUMMARY IS FOR INFORMATIONAL PURPOSE ONLY.  IT DOES NOT AMEND, EXTEND, OR ALTER THE CURRENT POLICY IN ANY WAY.  IN THE EVENT 
INFORMATION IN THIS SUMMARY DIFFERS FROM THE PLAN DOCUMENT, THE PLAN DOCUMENT WILL PREVAIL.

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED 
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

VOYA FINANCIAL LONG TERM DISABILITY

(1) Benefit begins after 90 days
(2) Benefit begins after 180 days

Definitions:
Elimination Period – Benefits begin the day after the elimination period ends.

Own Occupation Timeframe or Coverage Period – Employee’s disability will be evaluated on their ability to perform their own occupations to a certain degree.

Recurrent Disabilities – Refers to the instance where an employee recovers temporarily from a disability and returns to work, but then the disability resurfaces. If the 
disability resurfaces within a set time frame, the elimination period does not have to be satisfied again.

https://www.sdrma.org
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26ANCILLARY COVERAGES SUMMARY

For Groups with less than 10 Employee lives

Long Term Disability Benefits  Option 1  Option 2  Option 3  Option 4

Eligibility:  
All Eligible Employees  

working at least 20 hrs/
wk

All Eligible Employees  
working at least 20 hrs/

wk

All Eligible Employees  
working at least 20 hrs/

wk

All Eligible Employees  
working at least 20 hrs/

wk

Elimination Period 90 Days (1) 180 Days (2) 90 Days (1) 180 Days (2)

Monthly Benefit Percentage 60% 60% 60% 60%

Maximum Monthly Benefit $5,000 $5,000 $10,000 $10,000 

Own Occupation Timeframe or Coverage Period 24 Months 24 Months 24 Months 24 Months

Disability Earnings Test 80% 80% 80% 80%

Definition of Disability Earnings & Occupation Earnings & Occupation Earnings & Occupation Earnings & Occupation

Recurrent Disabilities 6 Months 6 Months 6 Months 6 Months

Mental Health/Substance Abuse Limitations 24 Months 24 Months 24 Months 24 Months

Maximum Benefit Duration To Age 65 or SSNRA To Age 65 or SSNRA To Age 65 or SSNRA To Age 65 or SSNRA

Pre-Existing Condition 3/12 3/12 3/12 3/12

VOYA FINANCIAL LONG TERM DISABILITY

NOTE: THIS SUMMARY IS FOR INFORMATIONAL PURPOSE ONLY.  IT DOES NOT AMEND, EXTEND, OR ALTER THE CURRENT POLICY IN ANY WAY.  IN THE EVENT 
INFORMATION IN THIS SUMMARY DIFFERS FROM THE PLAN DOCUMENT, THE PLAN DOCUMENT WILL PREVAIL.

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED 
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

https://www.sdrma.org
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27 ANCILLARY COVERAGES SUMMARY

Employee Assistance 
Program Concern Standard Plan Concern+ First Responder Plan

Number of Sessions/Frequency 3 Face to Face, telephonic/web-video,  
live chat sessions per incident per member

10 Face to Face, telephonic/web-video,  
live chat sessions per incident per member

Employee Services Telephonic Counseling & Referral  
for Counselling Sessions

Telephonic Counseling & Referral  
for Counselling Sessions

Work Life Life Management Services Life Management Services

Legal Legal Referral Service - One 30 minute session
and 25% discount if attorney retained

Legal Referral Service - One 30 minute session  
and 25% discount if attorney retained

Dependent Care Child & Elder Care Referral Service Child & Elder Care Referral Service 

Financial
Up to two 30 minute sessions -  

Financial Consultations to include
Pre-retirement and tax consultations

Up to two 30 minute sessions -  
Financial Consultations to include  

Pre-retirement and tax consultations

Parent Coaching 3 telephonic sessions/year  
(60 minutes initial/30 minutes follow-up)

3 telephonic sessions/year  
(60 minutes initial/30 minutes follow-up)

Employer Services

Brown Bag Seminars 150 hours/year (pooled) $400/hour (culturally competent trainers)

CISD – Critical Incident Stress 
Debriefing 150 hours/year (pooled) $450/hour (culturally competent trainers)

Management Consultations Unlimited Unlimited

Management Training Included w/Brown Bag Seminars $400/hour (culturally competent trainers)

Virtual Orientation No Limits No Limits

Reports Annual Utilization Reports Annual Utilization Reports

Newsletter and Collateral Materials Yes, No Charge Yes, No Charge

Internet Service employees.concernhealth.com employees.concernhealth.com

Identity Theft Assistance 60-minute free consultation with a trained fraud 
resolution specialist

60-minute free consultation with a trained fraud 
resolution specialist

Substance Abuse Professional 10 Visits (no additional charge) 10 Visits (no additional charge)

THIS SUMMARY IS INTENDED TO COMPARE COVERAGE BENEFITS ONLY. THE ACTUAL PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION 
OF COVERAGE BENEFITS AND LIMITATIONS.

CONCERN AND CONCERN+ EMPLOYEE ASSISTANCE PROGRAMS

https://www.sdrma.org
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