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Notice

The following is strictly a summary of the
benefits package provided to you by your 
employer, Orland Unified School District. 
For a more detailed explanation of your 
benefits plan, please refer to the benefits 
booklet that has been pro-vided by the 
carriers.
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ORLAND UNIFIED SCHOOL DISTRICT HIGH PLAN OPTION 1- 2017 BENEFIT SUMMARY  

COVERED CHARGES NETWORK PROVIDERS NON-NETWORK PROVIDERS
DEDUCTIBLE, PER CALENDAR YEAR  

Network and Non-Network Deductibles are combined. 
Per Covered Person $150 $150 

MAXIMUM OUT-OF-POCKET AMOUNT, PER CALENDAR YEAR  
Network and Non-Network Out-of-Pocket amounts are not combined.

Per Covered Person $3,000 $15,000 
Per Family Unit $6,000 $30,000 

COVERED CHARGES
Percentage Payable by Plan –
Unless otherwise stated. 

100% after deductible 70% after deductible 

Hospital Services
 Inpatient - the semiprivate 
room rate  

100% after deductible 70% after deductible 

Ambulatory/Outpatient 
Surgical Facility 

100% after deductible 70% after deductible 

Emergency Room Visit 
Medical Emergency – 
Includes professional services 

100% after deductible 100% after deductible 

Emergency Room Visit Non-
Medical Emergency – 
Includes professional services

100% after $50 copayment 
and deductible 

70% after $50 copayment  
and deductible 

Mental Disorders and Substance Abuse
Inpatient 100% after deductible 70% after deductible 
Outpatient 100% after $20 copayment 

deductible waived   
70% after deductible 

Physician Services
Inpatient visits 100% after deductible 70% after deductible 

Office visits
LiveHealth Online Telemedicine 

100% after $20 copayment 
deductible waived 

70% after deductible 

Office Diagnostic Testing, X-
ray and Lab 

100% after deductible 70% after deductible 

Office Surgery and Supplies 100% after deductible 70% after deductible 
Second Surgical Opinion 100% after deductible 70% after deductible 
Inpatient/Outpatient Surgery 100% after deductible 70% after deductible 
Allergy injections,  serum and 
testing 

100% after deductible 70% after deductible 

Preventive Care – as defined by Patient Protection Affordable Care Act.
Routine Well  Care – all ages 100% deductible waived 70% after deductible 

OTHER SERVICES 
Ambulance Service – Air and 
Land

100% after deductible 100% after deductible 

Acupuncture 100% after deductible 
$250 Calendar Year maximum 

70% after deductible 
$250 Calendar Year maximum 

Diagnostic Testing, X-ray & 
Lab - includes Pre-Admission 
Testing

100% after deductible 70% after deductible 

Durable Medical Equipment 100% after deductible 70% after deductible 
Foot Orthotics 100% after deductible 70% after deductible 
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COVERED CHARGES NETWORK PROVIDERS NON-NETWORK PROVIDERS
Home Health Care 100% after deductible 70% after deductible 
Hospice Care 100% after deductible 

$10,000 Lifetime maximum 
combined with bereavement 
counseling 

70% after deductible 
$10,000 Lifetime maximum 
combined with bereavement 
counseling 

Bereavement Counseling 100% after deductible 
$10,000 Lifetime maximum 
combined with hospice 

70% after deductible 
$10,000 Lifetime maximum 
combined with hospice 

Infertility Benefits 100% after deductible 70% after deductible 
Coverage for care, supplies and services related to the diagnosis of infertility only. 
Occupational Therapy 100% after deductible 70% after deductible 
Organ Transplants Benefits are based on place and

type of service 
Benefits are based on place and
type of service 

Organ Transplant 
Accommodations, Travel and 
Lodging for donor and 
recipient 

100% after deductible 
$10,000 per transplant 
maximum 

100% after deductible 
$10,000 per transplant 
maximum 

Physical Therapy 100% after deductible 70% after deductible 
Pregnancy Benefits are based on place and

type of service 
Benefits are based on place and
type of service 

Prosthetics 100% after deductible 70% after deductible 
Skilled Nursing Facility – 
the facility's semiprivate room
rate 

100% after deductible 70% after deductible 

Spinal Manipulation 
Chiropractic

100% after deductible 
18 visits up to $4,000 Calendar 
Year maximum 

70% after deductible 
18 visits up to $4,000 Calendar 
Year maximum 

Speech Therapy 100% after deductible 70% after deductible 
Urgent Care Services – 
including professional services

100% after $20 copayment 
deductible waived 

70% after deductible 
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PRESCRIPTION DRUG BENEFIT 

PRESCRIPTION DRUG DEDUCTIBLE, PER CALENDAR YEAR 
Deductible applies to Formulary and Non-Formulary Brand Name Drugs.

Per Covered Person $100 

Deductibles for prescription drugs do not apply toward meeting annual out-of-pocket medical 
maximums. 

COVERED CHARGE NETWORK NON-NETWORK 

If the Covered Person requests a Brand Name medication when a Generic drug is available, 
the Covered Person will pay the cost difference between the Brand and Generic drug plus 
the copayment amount. Physician directed brand name drugs would require the Covered 
Person to pay the Brand Name copayment amount. 

Pharmacy Option (34 Day Supply) 
Generic Drugs $7 copayment  

prescription drug deductible 
waived  

Not Covered 

Formulary Brand Name 
Drugs 

$35 copayment  
after prescription drug 
deductible is satisfied 

Not Covered 

Non-Formulary Brand Name 
Drugs 

50% up to $70 copayment 
maximum per perscription; after 
prescription drug deductible is 
satisfied 

Not Covered 

Mail Order Option (90 Day Supply) 

All Maintenance Medications are to be purchased through the Mail Order program. Initial 30 
day supply may be obtained at a Participating Pharmacy. 

Generic Drugs $7 copayment  
prescription drug deductible 
waived  

Not Applicable 

Formulary Brand Name
Drugs 

$35 copayment  
after prescription drug 
deductible is satisfied 

Not Applicable 

Non-Formulary Brand Name
Drugs 

50% up to $70 copayment 
maximum per perscription; after 
prescription drug deductible is 
satisfied 

Not Applicable 

Over the Counter (OTC) Prilosec and Claritin - Pharmacy and Mail Order options
Over the Counter (OTC)
Prilosec and Claritin 

$5 copayment 
OTC Medications require a prescription from your Physician and
must be presented to the Pharmacist or Mail Order program to be
filled. The $5 copayment will not be honored if you obtain the
OTC Prilosec or OTC Claritin from the drug store and submit a
cash register receipt for reimbursment. 

This is not a guarantee of benefits. Please refer to the current Plan Document for details. 
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ORLAND UNIFIED SCHOOL DISTRICT MIDDLE PLAN OPTION 2 - 2017 BENEFIT SUMMARY  

COVERED CHARGES NETWORK PROVIDERS NON-NETWORK PROVIDERS
DEDUCTIBLE, PER CALENDAR YEAR  

Network and Non-Network Deductibles are combined. 
Per Covered Person $500 $500 
Per Family Unit $1,500 $1,500 

MAXIMUM OUT-OF-POCKET AMOUNT, PER CALENDAR YEAR  
Network and Non-Network Out-of-Pocket amounts are not combined.

Per Covered Person $3,000 $15,000 
Per Family Unit $6,000 $30,000 

COVERED CHARGES
Percentage Payable by Plan –
Unless otherwise stated. 

80% after deductible 70% after deductible 

Hospital Services
 Inpatient - the semiprivate 
room rate  

80% after deductible 70% after deductible 

Ambulatory/Outpatient 
Surgical Facility 

80% after deductible 70% after deductible 

Emergency Room Visit 
Medical Emergency – 
Includes professional services 

80% after deductible 80% after deductible 

Emergency Room Visit Non-
Medical Emergency – 
Includes professional services

80% after $50 copayment  
and deductible 

70% after $50 copayment  
and deductible 

Mental Disorders and Substance Abuse
Inpatient 80% after deductible 70% after deductible
Outpatient 100% after $20 copayment 

deductible waived   
70% after deductible 

Physician Services
Inpatient visits 80% after deductible 70% after deductible 

Office visits 100% after $20 copayment 
deductible waived 

70% after deductible 

Office Diagnostic Testing, X-
ray and Lab 

80% after deductible 70% after deductible 

Office Surgery and Supplies 80% after deductible 70% after deductible 
Second Surgical Opinion 80% after deductible 70% after deductible 
Inpatient/Outpatient Surgery 80% after deductible 70% after deductible 
Allergy injections,  serum and 
testing 

80% after deductible 70% after deductible 

Preventive Care – as defined by Patient Protection Affordable Care Act.
Routine Well  Care – all ages 100% deductible waived 70% after deductible 

OTHER SERVICES 
Ambulance Service – Air and 
Land

80% after deductible 70% after deductible 

Acupuncture 80% after deductible 
$250 Calendar Year maximum 

70% after deductible 
$250 Calendar Year maximum 

Diagnostic Testing, X-ray & 
Lab - includes Pre-Admission 
Testing

80% after deductible 70% after deductible 
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COVERED CHARGES NETWORK PROVIDERS NON-NETWORK PROVIDERS
Durable Medical Equipment 80% after deductible 70% after deductible 
Foot Orthotics 80% after deductible 70% after deductible 
Home Health Care 80% after deductible 70% after deductible 
Hospice Care 80% after deductible 

$10,000 Lifetime maximum 
combined with bereavement 
counseling 

70% after deductible 
$10,000 Lifetime maximum 
combined with bereavement 
counseling 

Bereavement Counseling 80% after deductible 
$10,000 Lifetime maximum 
combined with hospice 

70% after deductible 
$10,000 Lifetime maximum 
combined with hospice 

Infertility Benefits 80% after deductible 70% after deductible 
Coverage for care, supplies and services related to the diagnosis of infertility only. 
Occupational Therapy 80% after deductible 70% after deductible 
Organ Transplants Benefits are based on place and

type of service 
Benefits are based on place and
type of service 

Organ Transplant 
Accommodations, Travel and 
Lodging for donor and 
recipient 

80% after deductible 
$10,000 per transplant 
maximum 

70% after deductible 
$10,000 per transplant 
maximum 

Physical Therapy 80% after deductible 70% after deductible 
Pregnancy Benefits are based on place and

type of service 
Benefits are based on place and
type of service 

Prosthetics 80% after deductible 70% after deductible 
Skilled Nursing Facility – 
the facility's semiprivate room
rate 

80% after deductible 70% after deductible 

Spinal Manipulation 
Chiropractic

80% after deductible 
18 visits up to $4,000 Calendar 
Year maximum 

70% after deductible 
18 visits up to $4,000 Calendar 
Year maximum 

Speech Therapy 80% after deductible 70% after deductible 
Urgent Care Services – 
including professional services

100% after $20 copayment 
deductible waived 

70% after deductible 
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PRESCRIPTION DRUG BENEFIT 

PRESCRIPTION DRUG DEDUCTIBLE, PER CALENDAR YEAR 
Deductible applies to Formulary and Non-Formulary Brand Name Drugs.

Per Covered Person $100 

Deductibles for prescription drugs do not apply toward meeting annual out-of-pocket medical 
maximums. 

COVERED CHARGE NETWORK NON-NETWORK 

If the Covered Person requests a Brand Name medication when a Generic drug is available, 
the Covered Person will pay the cost difference between the Brand and Generic drug plus 
the copayment amount. Physician directed brand name drugs would require the Covered 
Person to pay the Brand Name copayment amount. 

Pharmacy Option (34 Day Supply) 
Generic Drugs $7 copayment  

prescription drug deductible 
waived  

Not Covered 

Formulary Brand Name 
Drugs 

$35 copayment  
after prescription drug 
deductible is satisfied 

Not Covered 

Non-Formulary Brand Name 
Drugs 

50% up to $70 copayment 
maximum per perscription; after 
prescription drug deductible is 
satisfied 

Not Covered 

Mail Order Option (90 Day Supply) 

All Maintenance Medications are to be purchased through the Mail Order program. Initial 30 
day supply may be obtained at a Participating Pharmacy. 

Generic Drugs $7 copayment  
prescription drug deductible 
waived  

Not Applicable 

Formulary Brand Name
Drugs 

$35 copayment  
after prescription drug 
deductible is satisfied 

Not Applicable 

Non-Formulary Brand Name
Drugs 

50% up to $70 copayment 
maximum per perscription; after 
prescription drug deductible is 
satisfied 

Not Applicable 

Over the Counter (OTC) Prilosec and Claritin - Pharmacy and Mail Order options
Over the Counter (OTC)
Prilosec and Claritin 

$5 copayment 
OTC Medications require a prescription from your Physician and
must be presented to the Pharmacist or Mail Order program to be
filled. The $5 copayment will not be honored if you obtain the
OTC Prilosec or OTC Claritin from the drug store and submit a
cash register receipt for reimbursment. 

This is not a guarantee of benefits. Please refer to the current Plan Document for details. 
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ORLAND UNIFIED SCHOOL DISTRICT LOW PLAN OPTION 3 - 2017 BENEFIT SUMMARY  

COVERED CHARGES NETWORK PROVIDERS NON-NETWORK PROVIDERS
DEDUCTIBLE, PER CALENDAR YEAR  

Network and Non-Network Deductibles are combined. 
Single Plan $3,000 $3,000 
Family Plan $6,000 $6,000 
FAMILY PLAN DEDUCTIBLE - The HDHP includes an aggregate family deductible. Either one person
must satisfy the entire family deductible or the entire family must incur combined expenses totaling the
entire family deductible amount before the Plan pays on behalf of any member of the family. When the
maximum amount has been incurred by members of a Family Unit toward their Calendar Year deductible,
the deductible of all members of that Family Unit will be considered satisfied for that year. 

MAXIMUM OUT-OF-POCKET AMOUNT, PER CALENDAR YEAR  
Network and Non-Network Out-of-Pocket amounts are not combined.

Single Plan $5,000 $15,000 
Family Plan $10,000 $30,000 
SINGLE PLAN MAXIMUM OUT-OF-POCKET AMOUNT, PER CALENDAR YEAR - The Plan will pay
the designated percentage of Covered Charges until out-of-pocket amount is reached, at which time the
Plan will pay 100% of the remainder of Covered Charges for the rest of the Calendar Year unless stated
otherwise. 
FAMILY PLAN MAXIMUM OUT-OF-POCKET AMOUNT, PER CALENDAR YEAR -  The HDHP
includes an aggregate family out-of-pocket amount. Either one person must satisfy the entire family out-
of-pocket amount or the entire family must incur combined expenses totaling the entire family out-of-
pocket amount. When the Family Plan maximum out-of-pocket amount is satisfied the Plan will pay 100%
of the remainder of Covered Charges for the rest of the Calendar Year unless stated otherwise. 

COVERED CHARGES
Percentage Payable by Plan – 
Unless otherwise stated. 

80% after deductible 70% after deductible 

Hospital Services
 Inpatient - the semiprivate 
room rate  

80% after deductible 70% after deductible 

Ambulatory/Outpatient Surgical 
Facility 

80% after deductible 70% after deductible 

Emergency Room Visit Medical 
Emergency – Includes 
professional services 

80% after deductible 80% after deductible 

Emergency Room Visit Non-
Medical Emergency – Includes 
professional services

80% after $50 copayment  
and deductible 

70% after $50 copayment  
and deductible 

Mental Disorders and Substance Abuse
Inpatient 80% after deductible 70% after deductible
Outpatient 80% after deductible 70% after deductible 

Physician Services
Inpatient visits 80% after deductible 70% after deductible 
Office visits 80% after deductible 70% after deductible 
Office Diagnostic Testing, X-ray 
and Lab 

80% after deductible 70% after deductible 

Office Surgery and Supplies 80% after deductible 70% after deductible 
Second Surgical Opinion 80% after deductible 70% after deductible 
Inpatient/Outpatient Surgery 80% after deductible 70% after deductible 
Allergy injections,  serum and 
testing 

80% after deductible 70% after deductible 
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COVERED CHARGES NETWORK PROVIDERS NON-NETWORK PROVIDERS
Preventive Care – as defined by Patient Protection Affordable Care Act.

Routine Well  Care – all ages 100% deductible waived 70% after deductible 
OTHER SERVICES 

Ambulance Service – Air and 
Land

80% after deductible 70% after deductible 

Acupuncture 80% after deductible 
$250 Calendar Year maximum 

70% after deductible 
$250 Calendar Year maximum 

Diagnostic Testing, X-ray & Lab 
- includes Pre-Admission Testing

80% after deductible 70% after deductible 

Durable Medical Equipment 80% after deductible 70% after deductible 
Foot Orthotics 80% after deductible 70% after deductible 
Home Health Care 80% after deductible 70% after deductible 
Hospice Care 80% after deductible 

$10,000 Lifetime maximum 
combined with bereavement 
counseling 

70% after deductible 
$10,000 Lifetime maximum 
combined with bereavement 
counseling 

Bereavement Counseling 80% after deductible 
$10,000 Lifetime maximum 
combined with hospice 

70% after deductible 
$10,000 Lifetime maximum 
combined with hospice 

Infertility Benefits 80% after deductible 70% after deductible 
Coverage for care, supplies and services related to the diagnosis of infertility only. 
Occupational Therapy 80% after deductible 70% after deductible 
Organ Transplants Benefits are based on place and 

type of service 
Benefits are based on place and
type of service 

Organ Transplant 
Accommodations, Travel and 
Lodging for donor and recipient

80% after deductible 
$10,000 per transplant maximum 

70% after deductible 
$10,000 per transplant maximum 

Physical Therapy 80% after deductible 70% after deductible 
Pregnancy Benefits are based on place and 

type of service 
Benefits are based on place and
type of service 

Prosthetics 80% after deductible 70% after deductible 
Skilled Nursing Facility – 
the facility's semiprivate room rate

80% after deductible 70% after deductible 

Spinal Manipulation 
Chiropractic

80% after deductible 
18 visits up to $4,000 Calendar 
Year maximum 

70% after deductible 
18 visits up to $4,000 Calendar 
Year maximum 

Speech Therapy 80% after deductible 70% after deductible 
Urgent Care Services – 
including professional services

80% after deductible 70% after deductible 

Outpatient Prescription Drug 
Benefits – Retail and Mail Order 
Generic, Formulary Brand Name 
and Non-Formulary Brand Name 
Drugs

80% after deductible Not Covered 

Please note: All Maintenance Medications are to be purchased through the Mail Order program.
Initial 30 day supply may be obtained at a Participating Pharmacy.

This is not a guarantee of benefits. Please refer to the current Plan Document for details.
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Sun Life Financial 

Dental
$3000 Annual Maximum
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Benefit Summary 
Presented by: Sun Life Financial 

Effective: October 1, 2020 
Plan: K1900984 

Eligibility 
You are eligible to participate if you are a full-time employee, as defined by your employer, at active work and working in 
the United States. Other employer defined eligibility requirements may apply. Temporary or seasonal workers are not 
eligible. 

Plan Description 
Calendar Deductible – Individual $0 

Calendar Deductible – Family n/a 
Deductible Applies n/a 
Calendar Year Maximum Benefit $3,000 
Orthodontia Applies to Adult & Child 
Orthodontia Deductible None 
Orthodontia Annual Maximum $1,000 
 

Coinsurance Highlights of Covered Services 

Class I: Diagnostic & 
Preventive 100% 

Oral evaluations, routine cleanings, bitewing X-rays, fluoride treatments, sealants, 
intraoral complete series X-rays or panoramic film and other X-rays, harmful habit 
appliance(bruxism), implants. 

Class II: 
Basic 100% 

Fillings, space maintainers, simple extractions, stainless steel crowns, root canal 
therapy, oral surgery, biopsy, periodontics, crowns, inlays/ onlays, general 
anesthesia and intravenous sedation 

Class III: 
Major 50% Full and partial dentures, bridges, repairs 

Class IV:  
Adult & Child 
Orthodontia 

50% Orthodontic extractions, full or partial bands, appliances (removable and fixed). 

Assurant® Dental Network, the dental network for your plan, includes 120,000+ unique dentists][Assurant Focus Dental Network®, the dental 
network for your plan, includes 100,000+ unique dentists] contracted with Dental Health Alliance, L.L.C. ® (DHA®) and dentists under access 
arrangements with other dental networks. To find a dentist in your area, or to nominate your dentist to participate in our network, go to 
www.sunlife.com/findadentist under PPO plan select your network, or call Customer Service at 800.733.7879. 

Pre-Estimation: If the charge for any dental treatment is expected to exceed $300, Sun Life recommends a dental treatment plan be submitted to 
Claims for review before treatment begins. 
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Commonly asked questions about Dental benefits: 
Q: What are my deductibles? 
A: Your plan has a $0 per person deductible. 

Q: Can I see my own dentist? 
A: You are free to use the dentist or specialist of your choice. However, when you choose a dentist in your plan’s PPO 

network, you may save money. Using a network dentist may lower your out-of-pocket costs and may make your 
annual maximum go further. 

Q: Do I have any waiting periods? 
A: No. 

Q: Who are eligible dependents? 
A: Those qualified to be covered under your dental plan include your spouse or domestic partner or party to a civil union 

and your children less than age 26. See your plan document for additional eligibility details. 

Customer Service Claims 
Sun Life Financial 
PO Box 981624 
El Paso, TX 79998-1624 
800.733.7879 

Sun Life Financial 
PO Box 2940 
Clinton, IA 52733-2940 
800.442.7742   Electronic Claims: Payor 70408 

For more information regarding claims and services, please visit our website at: www.sunlife.com/findadentist, 
under PPO Plan, select your network, or call us at 800.733.7879. 

This summary provides only a general overview and does not contain or describe all plan details. The plan document determines all 
plan features and benefits. Please consult your plan documents for a complete description, including all applicable limitations, 
exclusions, reductions, and restrictions. Please contact Sun Life for additional information. 
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The importance of submitting a  
Pre-Determination when expenses exceed $300
You may be surprised to discover that  
treatment of dental disease cost over $65  
billion dollars annually!1 The cost for  
treating dental disease is more than cancer, 
diabetes, and arthritis.  

The good news is most dental disease is pre-
ventable. Your dental plan is designed to cover 
most preventive services at no cost to keep your 
smile a healthy one. Should you need more of 
the major services, your plan is designed to pay 
a portion with some out-of-pocket expense.   

We highly recommend a pre-determination 
for any of those major services that are expect-
ed to exceed $300. 

Pre-determination facts:
• A pre-determination is an estimate of how
much of a proposed treatment plan will be
covered under your dental program.
• A pre-determination allows you, the member,
to figure costs before receiving major treatment.

• A pre-determination is designed to help avoid
any mis-understanding between you, your
dentist, and us as to how much will be paid for
any dental services.

Dental Claims Center awarded  
2005 Center of Excellence.

Dental Claims / Customer Service: 
Sun Life Financial

PO Box 2940
Clinton, IA 52733

800.442.7742
Electronic Claims: Payor 70408 

www.assurantemployeebenefits.com
will take you to Sun Life Financial

1National Center for Chronic Disease  
Prevention
Products and services marketed by  
Assurant Employee Benefits are underwritten and/
or provided by Union Security Insurance Company. 
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Medical Eye Services

Vision
12/12/24
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ORLANDUNIFIED SCHOOLDISTRICT
BENEFIT SUMMARY

When your employees choose a participating provider (and have met the deductible, if
applicable) they pay nothing additional for frames costing up to $125 retail and lenses up to
61 mm eyesize. If they select a non-participating provider, they are reimbursed up to the
amounts listed below.

Plan Feature

Deductible: $ 0

Plan Benefit
Coverage for

Participating Providers
Non-Participating
Provider Allowance

Comp Examination - Every 12 months
Ophthalmologic Paid in Full $40.00
Optometric Paid in Full $40.00
Std Lenses (per pair) – Every 12 months

Single Vision Lenses Paid in Full $4000
Bifocal Lenses Paid in Full $60.00
Trifocal Lenses Paid in Full $80.00
Frames1 - Every 24months

$125.00 $45.00
Contact Lenses (per pair) Every 12 months

Cosmetic or Convenience (Hard or Soft) in
lieu of lenses and frame

$105.00 $105.00

Medically Necessary2 Paid in Full $250.00
1Employees are responsible for the difference between the allowable amount and the charges
for more expensive frame styles. This applies regardless of whether the frame is dispensed
by a participating or non-participating provider.
2Contact lenses are medically necessary following cataract surgery; or when visual acuity
cannot be corrected to 20/70 in the better eye, except through the use of contacts; or when
necessitated by anisometropia or certain conditions of keratoconus. Prior authorization by
MES is required.
This information represents a summary of plan benefits and is not a contract. Please refer to the group contract for more details.

OBTAINING BENEFITS
1. Obtain a claim form.
2. Make an appointment with any eye care specialist.
3. Complete appropriate section of claim form (Part 1) and present it to the provider at the
time of visit.

Participating providers submit claim forms to MES for direct payment. When a non-
participating provider is used, reimbursement is made to the insured up to the Schedule of
Allowances. Members must provide an itemized billing, a copy of the prescription and a
completed claim form to MES.
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Orland Unified School District  
Life/AD&D 

Employer Paid Plan Highlights - Plan Date As Of 10/01/2020

LIFE & AD&D INSURANCE 

Eligibility Active employee working a minimum of 30 hours per week in the United States with the 
employer. 

Benefit Amount $15,000 

Waiver of Premium        If you become disabled and are no longer able to work, your premium payments may be 
waived during this period of disability. Please see plan documents for additional information. 

Accelerated Death Benefit 100% to $250,000

Portability         If you retire, reduce your hours or leave your Employer, you can take this coverage with you 
according to the terms of the contract  

Life Planning Financial  

And Legal Resources Included 

Employee Assistance Program Included 

Life Benefit Reduction  65% at age 65 and 42% at age 70 

Premium Employer Paid

. 

Contact your Plan Administrator for further questions about your coverage.  
This plan highlight is a summary provided to help you understand your insurance coverage from Unum.  Details may differ from state to state.  

Please refer to your certificate booklet for your complete plan description.  If the terms of this plan highlight summary or your certificate differ from your 
policy, the policy will govern.  
*Once in life insurance benefit reduction the policy holder will remain in reduction without any further increases in benefit. 
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Orland Unified School District  
Voluntary Life/AD&D 

Employee Paid Plan Highlights - Plan Date As Of 11/01/2020
 

LIFE & AD&D INSURANCE*      
Eligibility Active employee working a minimum of 30 hours per week in the United States with the 

employer. 
Employee Benefit Amount $10,000 increments up to the lesser of 5 X Annual salary or maximum of $500,000 
Employee Guarantee Issue $130,000 
Spouse Benefit Amount Up to 100% of Employee amount in increments of $5,000 up to $500,000 
Spouse Guarantee Issue $30,000 
Child Benefit Amount Up to 100% of Employee amount in increments of $2,000 up to $10,000 
Waiver of Premium                          If you become disabled and are no longer able to work, your premium payments may be waived 

during this period of disability. Please see plan documents for additional information. 
Accelerated Death Benefit 100% to $250,000 
Portability                                       If you retire, reduce your hours or leave your Employer, you can you can take this coverage 

with you according to the terms of the contract  
Life Planning Financial  
And Legal Resources Included 
Life Benefit Reduction  67% at age 70 and 45% at age 75  
Premium Employee Paid 
 

Term Life Coverage Monthly Rates AD&D Coverage Monthly Rates 
 

Age 
Band 
 
 
- 24 
25-29 
30-34 
35-39 
40-44 
45-49 
50-54 
55-59 
60-64 
65-69 
70-74 
75+ 

Employee 
per $10,000 
 

  
$0.480 
$0.600 
$0.720 
$1.080 
$1.200 
$1.800 
$2.760 
$5.160 
$7.200 
$13.440 
$24.720 
$24.720 

Spouse/DP 
per $5,000 
 
 
$0.240 
$0.270 
$0.360 
$0.540 
$0.600 
$0.900 
$1.380 
$2.580 
$3.600 
$6.720 
$12.360 
$12.360 

Child  
per $2,000 
 
$0.480 
 
NOTE:  The 
premium paid 
for child 
coverage is 
based on the 
cost of 
coverage for 
one child, 
regardless of 
how many 
children you 
have. 

                      AD&D Cost Per:  Monthly Rate: 
Employee: $10,000                      $0.240 
Spouse/DP: $5,000                        $0.120 
Child:               $2,000                        $0.048 
 
NOTE:  
Rates shown are your monthly deduction.  
 

Your rate is based on your actual age as of the effective date.  
Your spouse’s age is based on their age as of the effective  
date.  
Your rate will increase as you age and move to the next age 
band. 
 

 

*In order to purchase Life or AD&D coverage for your Spouse/DP and /or child, you must purchase Life coverage for yourself.  
Employee:  Insurance coverage will be delayed if you are not in active employment because of an injury, sickness, temporary layoff, or leave of absence on the date that 
insurance would otherwise become effective. Dependent:  Insurance coverage will be delayed if that dependent is totally disabled on the date that insurance would 
otherwise be effective.  Exception:  infants are insured from live birth.“Totally disabled” means that, as a result of an injury, a sickness or a disorder, your dependent 
is confined in a hospital or similar institution; is unable to perform two or more activities of daily living (ADLs) because of a physical or mental incapacity resulting 
from an injury or a sickness; is cognitively impaired; is receiving or is entitled to receive any disability income from any source due to any sickness or injury; is 
receiving chemotherapy radiation therapy or dialysis treatment; or has a life threatening condition. Contact your Plan Administrator for information about how to 
apply for coverage. This plan highlight is a summary provided to help you understand your insurance coverage from Unum.  Details may differ from state to state.  
*Once in life insurance benefit reduction the policy holder will remain in reduction without any further increases in benefit.  
Please refer to your certificate booklet for your complete plan description.  If the terms of this plan highlight summary or your certificate differ from your policy, 
the policy will govern.  
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Underwritten by:  
Unum Life Insurance  
Company of America 
2211 Congress Street,  
Portland, Maine  04122 

 

Voluntary Life and Accidental Death and Dismemberment Insurance 
Enrollment Form 

 Orland Unified School District  

     

* REQUIRES MEDICAL EVIDENCE OF INSURABILITY.  *(PLEASE COMPLETE EVIDENCE OF INSURABILITY FORM) 

Employee Information 
Name: ___________________________________ Social Security #: _________________________ 
Date of Birth: ___________________________________ Annual Salary: _________________________ 
Sex: Male ______         Female _____ Date of Hire: _________________________ 
Hours worked/week: ___________________________________   
 

Spouse Information (only necessary if electing spouse coverage) 
Name: ______________________________________ Social Security #: _________________________ 
Date of Birth: ______________________________________    
 

Please CIRCLE coverage amount for: EMPLOYEE Life  
Please note: Employees can elect to up to the lesser of 5x salary or $500,000.  
The monthly premium corresponds to your age as of 11/1/2018. 

 Age 15-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75+ 

$10,000   $0.480 $0.600 $0.720 $1.080 $1.200 $1.800 $2.760 $5.160 $7.200 $13.440 $24.720 $24.720 

$30,000  $1.440 $1.800 $2.160 $3.240 $3.600 $5.400 $8.280 $15.480 $21.600 $40.320 $74.160 $74.160 

$50,000   $2.400 $3.000 $3.600 $5.400 $6.000 $9.000 $13.800 $25.800 $36.000 $67.200 $123.600 $123.600 

$100,000   $4.800 $6.000 $7.200 $10.800 $12.000 $18.000 $27.600 $51.600 $72.000 $134.400 $247.200 $247.200 

$130,000  $6.240 $7.800 $9.360 $14.040 $15.600 $23.400 $35.880 $67.080 $93.600 $174.720 $321.360 $321.360 

$150,000*   $7.200 $9.000 $10.800 $16.200 $18.000 $27.000 $41.400 $77.400 $108.000 $201.600 $370.800 $370.800 

$200,000*  $9.600 $12.000 $14.400 $21.600 $24.000 $36.000 $55.200 $103.200 $144.000 $268.800 $494.400 $494.400 

$250,000*  $12.000 $15.000 $18.000 $27.000 $30.000 $45.000 $69.000 $129.000 $180.000 $336.000 $618.000 $618.000 

$300,000*  $14.400 $18.000 $21.600 $32.400 $36.000 $54.000 $82.800 $154.800 $216.000 $403.200 $741.600 $741.600 

$350,000*  $16.800 $21.000 $25.200 $37.800 $42.000 $63.000 $96.600 $180.600 $252.000 $470.400 $865.200 $865.200 

$400,000*  $19.200 $24.000 $28.800 $43.200 $48.000 $72.000 $110.400 $206.400 $288.000 $537.600 $988.800 $988.800 

$500,000*  $24.000 $30.000 $36.000 $54.000 $60.000 $90.000 $138.000 $258.000 $360.000 $672.000 $1,236.000 $1,236.000 

Want an amount not shown? Choose your benefit amount and calculate cost on page 2. 
 

Please CIRCLE coverage amount for: SPOUSE Life  
Please note:  You may elect up to 100% of the Employee amount. Employee coverage must be elected to enroll spouse. 
The monthly premium corresponds to your age/your spouse’s age as of 11/1/2018. 

  Age 15-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75+ 
$5,000  $0.240 $0.270 $0.360 $0.540 $0.600 $0.900 $1.380 $2.580 $3.600 $6.720 $12.360 $12.360 

$10,000   $0.480 $0.540 $0.720 $1.080 $1.200 $1.800 $2.760 $5.160 $7.200 $13.440 $24.720 $24.720 
$15,000  $0.720 $0.810 $1.080 $1.620 $1.800 $2.700 $4.140 $7.740 $10.800 $20.160 $37.080 $37.080 
$25,000  $1.200 $1.350 $1.800 $2.700 $3.000 $4.500 $6.900 $12.900 $18.000 $33.600 $61.800 $61.800 
$30,000  $1.440 $1.620 $2.160 $3.240 $3.600 $5.400 $8.280 $15.480 $21.600 $40.320 $74.160 $74.160 

$50,000*  $2.400 $2.700 $3.600 $5.400 $6.000 $9.000 $13.800 $25.800 $36.000 $67.200 $123.600 $123.600 
$100,000*  $4.800 $5.400 $7.200 $10.800 $12.000 $18.000 $27.600 $51.600 $72.000 $134.400 $247.200 $247.200 
$150,000*  $7.200 $8.100 $10.800 $16.200 $18.000 $27.000 $41.400 $77.400 $108.000 $201.600 $370.800 $370.800 
$200,000*  $9.600 $10.800 $14.400 $21.600 $24.000 $36.000 $55.200 $103.200 $144.000 $268.800 $494.400 $494.400 
$250,000*  $12.000 $13.500 $18.000 $27.000 $30.000 $45.000 $69.000 $129.000 $180.000 $336.000 $618.000 $618.000 

Want an amount not shown? Choose your benefit amount and calculate cost on page 2. 
 

Please CIRCLE coverage amount for: CHILD Life 
 

Benefit Rate Note: The amount you select will cover 
EACH child. Employee coverage must be 

elected to enroll your child(ren). 
 

$2,000 $0.480 
$4,000 $0.960 
$6,000 $1.440 
$8,000 $1.920 

$10,000 $2.400 
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*Eligible employees must be actively at work to apply for coverage. Insurance coverage will be delayed if you are not an active employee because 
of an injury, sickness, temporary layoff, or leave of absence on the date that insurance would otherwise become effective. If your spouse or child 
has a serious injury, sickness, or disorder, or is confined, their coverage may not take effect. Payment of premium does not guarantee coverage. 
Please refer to your policy contract or see your plan administrator for an explanation of the delayed effective date provision that applies to your 
plan.  
 

Note: Coverage amounts for Life and AD&D Insurance for you and your dependents will reduce as you age. Refer to your highlight sheet for the 
reduction schedule. Coverage may not be increased after a reduction. 

Please refer to your certificate booklet for your complete plan description.  If the terms of this highlight summary or your certificate differ from 
your policy, the policy will govern.  

 
 

Life Election and Calculation Worksheet - Complete ONLY if you wish to elect a different amount than what is 
available on the front page of this form. 
Please enter desired coverage amount then calculate using your monthly cost using your age-specific rate per $10,000 (employee) 
or $5,000 (spouse) below. 
 

 
Employee Age 15-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75+ 
$10,000   $0.480 $0.600 $0.720 $1.080 $1.200 $1.800 $2.760 $5.160 $7.200 $13.440 $24.720 $24.720 

              

 Spouse Age 15-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75+ 
$5,000  $0.240 $0.270 $0.360 $0.540 $0.600 $0.900 $1.380 $2.580 $3.600 $6.720 $12.360 $12.360 

 

Enter Desired Coverage Amount 
  

Enter Age 
Specific Rate as Shown 
Above 

Calculate Monthly Cost 

Employee $___________ ÷   $10,000  x $________     = $_______________ 

Spouse $___________ ÷    $5,000   x $________     = $_______________ 
 

 
 
 
 

Accidental Death & Dismemberment (AD&D) Coverage Enrollment 
Please enter desired coverage amount for AD&D in highlighted section. Then calculate monthly cost using the formula shown.  
Please note: Employees can elect up to the lesser of 5x salary up to $500,000. Spouse coverage may be up to 100% of the employee 
amount. Maximum child coverage is $10,000 
 

  Enter Desired Coverage Amount  Monthly Rate Calculate Monthly Cost 
Employee $___________ ÷    $10,000  x $0.240     = $_______________ 
Spouse $___________ ÷    $  5,000   x $0.120     = $_______________ 
Children $___________ ÷    $  2,000   x $0.048     = $_______________ 
 

BENEFICIARY INFORMATION – Designate your beneficiary (ies) below. 
Name Relation to You  Benefit  
  % 

  % 

If the beneficiary (ies) named above are not living, then pay: 
Name Relation to You  Benefit  
  % 

  % 
 
 

 CERTIFICATION: By signing I have read and understand the “Exclusions and limitations” listed on the highlight sheet. I have read and understand the 
 INFORMATION ABOUT DELAYED EFFECTIVE DATES and EXCLUSIONS*as outlined below and on the highlight sheet provided. All statements are true to 
the best of my knowledge and belief. I understand that a copy of this form will be made available to me at my request. I authorize my employer to make 
the necessary deductions from my salary or wages to pay the premium when my insurance becomes effective. I understand that my payroll deduction 
amount will change if my coverage or costs change, or if I’ve made an error completing this form.  
 

  At this time I choose to decline coverage for myself, my spouse and dependents. I understand that if I elect coverage in the future, I may need to  
complete evidence of insurability relative to my health status in order for Unum to determine my eligibility for coverage. 

 
 
_____________________________________ __________________ 
Employee Signature Date 
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Employee Assistance Program (EAP)
Your EAP is designed to help you lead a happier and more productive life at home and at 
work. Call for confidential access to a Licensed Professional Counselor* who can help you.

EN-2055 (5-18) FOR EMPLOYEES

Help, when you need it most
With your Employee Assistance Program and  
Work/Life Balance services, confidential assistance 
is as close as your phone or computer.

A Licensed Professional Counselor can help you with:

• Stress, depression, anxiety
 • Relationship issues, divorce
• Job stress, work conflicts

• Family and parenting problems
• Anger, grief and loss
• And more

Work/Life Balance
You can also reach out to a specialist for help with balancing work and life issues. Just 
call and one of our Work/Life Specialists can answer your questions and help you find 
resources in your community.

Ask our Work/Life Specialists about:

• Child care
• Elder care
• Legal questions
• Identity theft

•  Financial services, debt management, credit report issues
• Even reducing your medical/dental bills!
• And more

Always by your side 
• Expert support 24/7
• Convenient website
• Short-term help
• Referrals for additional care
• Monthly webinars
• Medical Bill SaverTM

— helps you save on medical bills

Help is easy to access:
Online/phone support: Unlimited, confidential, 24/7.

In-person: You can get up to 3 visits available at no additional cost to you with a 
Licensed Professional Counselor. Your counselor may refer you to resources in your 
community for ongoing support. 

* The counselors must abide by federal regulations regarding duty to warn of harm to self or others. 
In these instances, the consultant may be mandated to report a situation to the appropriate authority. 

Unum’s Employee Assistance Program and Work/Life Balance services, provided by HealthAdvocate, 
are available with select Unum insurance offerings. Terms and availability of service are subject to 
change. Service provider does not provide legal advice; please consult your attorney for guidance. 

Services are not valid after coverage terminates. Please contact your Unum representative for details.
Insurance products are underwritten by the subsidiaries of Unum Group.
unum.com 
© 2018 Unum Group. All rights reserved. Unum is a registered trademark and marketing brand of 
Unum Group and its insuring subsidiaries. 

Who is covered?

Unum’s EAP services 
are available to all 
eligible employees, their spouses 
or domestic partners, dependent 
children, parents and parents-in-law.

Turn to us, when 
you don’t know 
where to turn.

Employee Assistance Program — Work/Life Balance

Toll-free 24/7 access:  
1-800-854-1446 (multi-lingual)
www.unum.com/lifebalance
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 Dental  Sun Life Financial
Group No: K1900984
Claims Address: P. O. Box 2940

Vision Medical Eye Services (MES)
Group No: 021444
Claims Address: P. O. Box 25209

Santa Ana, CA 92799
Customer Service: (800) 877-6372
Fax: (888) 335-8227
Web page: mesvision.com

 Life/Voluntary Life - UNUM   

Policy No: TBD

Customer Service: (800) 275-8686   askunum
Web Page: unum.com

Carrier Contact Information
 Insurance Contact InterWest Insurance Services, Inc.

   Rose Krepelka or Paula Anderson
   (530) 897-3149 Phone  (530) 891-7749 Fax  (800) 873-3725 Toll Free

Medical Customer Service, Eligibility & Benefits
HealthComp: (800) 442-7742
Group No: E70
Claims Address:

Submit all California Medical Claims to:
Anthem Blue Cross
P. O. Box 60007
Los Angeles, CA 90060-007

Submit Non-CA Medical Claims to:
HealthComp Administrators
P. O. Box 45018
Fresno, CA 93718-5018
Pre-Authorization and Pre-Review:
Anthem Blue Cross: (800) 274-7767
Outside CA: HealthComp (800) 755-7247

 Medical RX  Costco
Pharmacy: (800) 607-6861

 Web Page: costcohealthsolutions.com

Web Page: healthcomp.com

Claims Address: 2323 Grand Boulevard
Kansas City, MO 64108

Customer Service: (800) 442-7742
Web Page: assurantemployeebenefits.com

will take you to Sun Life Financial
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