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BENEFIT INFORMATION

YOUR BENEFITS PLAN
The City of St. Pete Beach offers a variety of benefits
allowing you the opportunity to customize a benefits
package that meets your personal needs.
In the following pages, you’ll learn more about the
benefits offered. You’ll also see how choosing the right
combination of benefits can help protect you and your
family’s health and finances – and your family’s future.

Benefit

Who pays the cost?

Medical Insurance

The City of St. Pete Beach pays a portion of
the employee monthly premium

Dental

The City of St. Pete Beach pays a portion of
the employee monthly premium

Vision

You pay entire cost

Group Life Insurance

The City of St. Pete Beach pays entire cost

Voluntary Life Insurance

You pay entire cost

Short Term Disability

The City of St Pete Beach pays the entire
cost for eligible employees

Supplemental Benefits

You pay the entire cost

ELIGIBILITY
All Regular full-time employees, scheduled to work a minimum of 30 hours per week, are eligible to join the City of St. Pete Beach
Medical Plan on the 1st of the month following date of employment. To be eligible for all other benefits you must be scheduled to
work a minimum of 40 hours per week. “Regular Full-Time Employees” must be regularly scheduled and working at least 30 hours
per week.
You may also enroll your dependents in the Benefits Plan when you enroll.
Eligible dependents include:
•

Your spouse, or Domestic Partner (Completion of an affidavit
and supporting documents is required)

•

Your married or unmarried natural children, step-children
living with you, legally adopted children and any other
children for whom you have legal guardianship, who are:
►

Under 26 years of age for medical; to the end of the
calendar year

►

A dependent who is older than 26 years of age, but less
than 30 years of age may be eligible for medical benefits.
To be eligible, a Dependent must:
•

Be Unmarried and not have dependents of his or her
own; AND

•

Be a Resident of Florida or a Student; AND

•

Not have coverage of their own, or covered under
any other plan; AND

•

Not entitled to benefits under Medicare

WHEN CAN YOU ENROLL?
You can sign up for Benefits at any of the following times:
•
•
•

After completing initial eligibility period;
During the annual open enrollment period;
Within 30 days of a qualified family-status change.

If you do not enroll at one of the above times, you must
wait for the next annual open enrollment period.
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CHOOSING YOUR BENEFITS
You must actively choose any benefit that you pay for or share in the
cost with City of St. Pete Beach.
Your part of the cost is automatically taken out of your paycheck. There
are two ways that the money can be taken out:

WHY DO I PAY
FOR BENEFITS WITH
BEFORE-TAX MONEY?

•

BEFORE YOUR TAXES ARE CALCULATED –
medical, dental, vision and contributions to you Health Savings
Account (HSA) and Flexible Spending Account (FSA)

There is a definite advantage to paying for
some benefits with before-tax money:
Taking the money out before your taxes
are calculated lowers the amount of your

•

AFTER YOUR TAXES ARE CALCULATED –
voluntary life and accidental death & dismemberment, accident,
critical illness and hospital indemnity insurance

pay that is taxable. Therefore, you pay
less in taxes.

MAKING CHANGES
Generally, you can only change your benefit choices during the annual benefits
enrollment period. However, you may be able to change your benefit choices at
anytime if you have a change in status including:
•

Your marriage

•

Your divorce

•

Birth or adoption of an eligible child

•

Death of your spouse or covered child

•

Change in your spouse’s work status that affects his or her benefits

•

Change in your work status that affects your benefits

•

Change in residence or work site that affects your eligibility for coverage

•

Change in your child’s eligibility for benefits

•

Receiving Qualified Medical Child Support Order (QMCSO)

If you do not notify Human Resources
within 30 days of a family status change,
you will have to wait until the next annual
enrollment period to make benefit changes
unless you have another family status
change.

WHEN COVERAGE ENDS
Medical, Group Life and Voluntary Life /
AD&D coverage will stop on your last day of
employment with The City of St. Pete Beach.
All other benefits will stop on the last day of
the month in which employment ends with
the City of St. Pete Beach.

KEY BENEFIT TERMS
COBRA – A Federal law that allows workers and dependents who lose their medical, dental, or vision coverage to continue any
of these coverages for a specified length of time by electing and paying for continuation benefits.
Coinsurance – The percentage of the medical or dental charge that you pay after the deductible has been met.
Copayment – A flat fee that you pay for medical services, regardless of the actual amount charged by your doctor or another
provider. This generally applies to physicians’ office visits and prescription drugs.
Deductible – The amount you pay toward medical and dental expenses each calendar year before the plan begins paying
benefits.
Out of Pocket Maximum – The maximum amount you will pay in coinsurance during the calendar year
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MEDICAL INSURANCE
The City of St. Pete Beach offers 4 medical plans from
Florida Blue. To find participating providers go to
www.floridablue.com and click on “Find a Doctor” and then
click on “Find Doctors by Plan” to search the provider
directory. Complete the remaining selection information
and click Search.

The chart below is a brief comparison of the plans. This chart is intended
only to highlight the benefits available and should not be relied upon to
fully determine your coverage. If the below illustration of benefits
conflicts in any way with the Summary Plan Description (SPD), the SPD
shall prevail. It is recommended that you review your exact description
of services and supplies that are covered, those which are excluded or
limited, and other terms and conditions of coverage.

BlueOptions PPO 5781

BlueCare 59

BlueCare 45

BlueCare HSA 126/127

Plan Year / Contract Year Basis

Calendar Year

Calendar Year

Calendar Year

Calendar Year

Deductible (Individual / Family)

$1,500 / $4,500

$500 / $1,000

$1,500 / $4,500

$1,500 / $3,000

Maximum Out-of-Pocket (Individual/Family)

$5,500 / $11,000

$3,500 / $7,000

$4,000 / $8,000

$3,000 / $6,000

IN-NETWORK:

Out-of Pocket Max Includes
Coinsurance

Deductible / Coinsurance / Copays Deductible / Coinsurance / Copays Deductible / Coinsurance /Copays Deductible / Coinsurance Copays
30%

10%

10%

10%

Office Visit
Virtual Visits

No Charge

No charge

No Charge

Deductible, then 10%

Primary

$30 Copay

$15 Copay

$30 Copay

Deductible, then 10%

Specialist

$55 Copay

$35 Copay

$55 Copay

Deductible, then 10%

100%

100%

100%

100%

Diagnostic Tests (x-ray, bloodwork)

Independent Clinical Lab:
No Charge
Independent Diagnostic Testing
Center: $50 Copay per visit

Independent Clinical Lab:
No charge
Independent Diagnostic Testing
Center: $35 Copay per visit

Independent Clinical Lab:
No charge
Independent Diagnostic Testing
Center: $50 Copay per visit

Deductible, then 10%

Imaging (MRI, MRA, PET, CT SCANS)

$250 Copay per visit

Outpatient Facility: $75 Copay
Physician’s Office: $175 Copay

$250 Copay per visit

Deductible, then 10%

Deductible, then 30%
Deductible, then 30%

$500 Copay per Admission
No Charge

Deductible, then 10%
Deductible, then 10%

Deductible, then 10%
Deductible, then 10%

$200 Copay / Deductible + 30%
$55 Copay per visit / Deductible
then 30%

$350 Copay per visit
$35 Copay

$400 Copay per visit
Deductible, then 10%

Deductible, then 10%

Emergency Room

$250 Copay

$100 Copay

$250 Copay

Deductible, then 10%

Urgent Care

$60 Copay

$35 Copay

$60 Copay

Deductible, then 10%

Generic

$10 Copay

$10 Copay

$10 Copay

Deductible, then
$10 Copay

Preventative Care

Inpatient Hospitalization
Facility Fee Physician/
Surgeon Fee
Outpatient Hospitalization
Facility Fee - Surgical Center/ Hospital
Physician/Surgeon Fee - Surgical Center/
Hospital

PRESCRIPTIONS
Preferred Brand

$50 Copay

$50 Copay

$50 Copay

$50 Copay

Non-Preferred Brand

$80 Copay

$80 Copay

$80 Copay

$80 Copay

Mail Order

2.5x retail

2.5x retail

2.5x retail

2.5x retail

In Network Only

In Network Only

In Network Only

$37.06

$26.15

$0.00

($33.15)

$241.27

$220.34

$170.11

$106.49

$356.45

$330.50

$268.25

$189.38

$561.79

$526.89

$443.19

$337.14

OUT-OF-NETWORK
Deductible (Individual/Family)

$4,500 / $13,500

Maximum Out-of-Pocket (Individual/Family)

$11,000/ $22,000

Coinsurance

50%

Cost Per Pay Period
Employee Only
Employee + Child(ren)
Employee + Spouse
Family
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FloridaBlue.com is at your service
Wherever you go, whenever you need it, you have
access to your Florida Blue personal health care
information.
As a member, you can log in anytime and find
everything you need to know about your health
plan, plus free tools and resources.
If you haven’t already registered––it’s easy!
Just visit FloridaBlue.com. All you need is your
member number (located on your member ID
card). You’ll have access to all the information
you need to take control of your health––right at
your fingertips!

FloridaBlue.com gives you

personal health information when you need it.

u Review your plan benefits and find out where you
stand with your deductible.

u Print a temporary ID card or request a new
member ID card.

u Find a doctor or hospital in your plan’s network and
details such as hospital quality ratings, or special
programs doctors participate in, the doctor’s age
and gender, and reviews by patients.

u Take your Personal Health Assessment to get a clear
picture of your health status and create action plans that
work with your personal needs and lifestyle.

u Compare and estimate your costs for office visits,
imaging services and surgeries so you know before
you go.

u Use the Health Assistant to set personal health goals,
choose activities, create plans and track your progress
in areas like exercise, nutrition, stress and weight
management.

u Compare drug prices with the Pharmacy Shopping
Tool.

u Research health topics from A-Z with the aid of
pictures, videos and a variety of tools.

u View claim activity, status and history.

u Get access to health-related member discounts such
as gym memberships, weight loss programs, vision
and hearing care.

u Create a Personal Health Record so your doctor
visits and lab results are all in one secure place.
u Access your monthly health statement—which gives
you an overview of savings, claims and expenses.

And remember, we’re here to answer any questions
you may have. Just call the toll-free number on the
back of your member ID card!

Florida Blue is a trade name of Blue Cross and Blue Shield of Florida, Inc., an Independent Licensee of the Blue Cross and Blue Shield Association.

68692 0214R

Visit FloridaBlue.com to Register and Log In
To log in, simply enter your
User ID and Password.

Step 1: To register,
you’ll need your
Member Number
(shown on your ID
card) and a valid
email address.
Step 2: Fill in all of the boxes
and click Continue.

Step 3: Look for an email
from us. In the email, click
on “Confirm your email
address” to confirm your
identity. Check your spam
or junk mail if you don’t see
the email. Your registration
is complete. Now you can
log in!

Florida Blue is a trade name of Blue Cross and Blue Shield of Florida, Inc., an Independent Licensee of the Blue Cross and Blue Shield Association.

68692 0214R

Home delivery pharmacy trusted by your health plan
AllianceRx Walgreens Prime is a specialty medicine
pharmacy and home delivery pharmacy company

home delivery

formed by Walgreens and pharmacy benefit manager

Introducing

Prime Therapeutics LLC (Prime).
AllianceRx Walgreens Prime is the easy, convenient
home delivery pharmacy service trusted by Florida Blue.
That means when you take your medicine, they take care
of everything else.

About Prime Therapeutics
We are trusted by your health
plan to help you get the medicine
you need to feel better and
live well. Pharmacy experts
are working hard to make your
medicine more affordable and
your experience easier.

No one should plan a day
around the drug store.
Your time is valuable. AllianceRx Walgreens Prime
can give you back more of it.
Florida Blue is a trade name of Blue Cross and Blue Shield of Florida, Inc., an Independent
Licensee of the Blue Cross and Blue Shield Association.
BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service
marks of the Blue Cross and Blue Shield Association, an association of independent
Blue Cross and Blue Shield Plans.
Prime Therapeutics has an ownership interest in AllianceRx Walgreens Prime, a central
specialty pharmacy and home delivery company.
6607 FL © Prime Therapeutics LLC 04/18

92778 0718
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Skip the lines and hassle with

You have more things to worry about
than your medicine. Fortunately for you,
they don’t.

Get peace of mind
delivered to your door.

Your home delivery pharmacy service
The team at AllianceRx Walgreens Prime
is committed to helping you manage your
long-term medicines so you can achieve
healthier results.

Savings and convenience
• Get 90-day supplies — you could have fewer copays.
• Enjoy free standard shipping, refill reminders
and an auto-refill program (available through many
health plans).

Here’s how to start using your
home delivery pharmacy service:
At AllianceRx Walgreens Prime, licensed

Online and mobile

pharmacists process orders and all medicines

Visit alliancerxwp.com/home-delivery.

are shipped in tamper-evident containers and

Just follow the instructions to create

plain packaging. Home delivery can save you

an account.

time — and possibly money.

Phone

• Save time — no more waiting in line at the pharmacy.

Call 888.849.7865, 24/7 to create
an account or to transfer your current

It’s easy

prescriptions. Please have your member

• Ordering online is quick and easy. Your medicine

ID card, prescription information and your

is always delivered in a plain package to help

doctor’s contact information ready.

ensure privacy.

Doctor

• AllianceRx Walgreens Prime delivers anywhere
in the United States, so you can get your medicine

Once you’ve created an account,

even when you’re away from home.

you can ask your doctor to send your

They’re here to help

prescription electronically to AllianceRx
Walgreens Prime, or fax a prescription

• Speak with a member of their pharmacy team 24/7.

request to 800.332.9581.

• No jargon — communications are clear and easy
to understand.
• Pharmacists check each prescription multiple times
before they send it to you.

24/7 support
Visit alliancerxwp.com/home-delivery
or call 888.849.7865 to talk with a member
of their pharmacy team.

When You Don’t
Have Time to Wait,
You’ve Got Teladoc!
Provides 24/7 Access to Care

The Teladoc Difference

When you or a family member don’t feel well and your primary care
doctor or your child’s pediatrician can’t see you right away, you can
now get care within minutes without leaving home with Teladoc.

Teladoc can help with many
non-emergency illnesses,
including:

For a cost that’s less than an urgent care or ER visit, Teladoc gives you
24/7/365 access to U.S. board-certified doctors by web, phone or
mobile app. It’s a more convenient and affordable option for quality
medical care. And there’s no obligation or extra monthly fee.

• Sinus infection

Getting Started

• Sore throat

• Flu
• Cough

Set up your account today—so when you need care, a Teladoc doctor
is a just a call or click away.

• Rash

How Does Teladoc Work?

• Upset stomach

1
2
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Register

3 easy ways: download the mobile app, visit the Teladoc
website or call the number below.

• Allergies
• Nausea
• Other minor health issues
and more

Provide Medical History

Your medical history provides Teladoc doctors with the
information they need to make an accurate diagnosis.

Request a Visit

That’s it! The next time you need immediate care for
a non-emergency illness, you have another option.

Talk to a doctor anytime.

Call today 1-800-Teladoc (835-2362) or visit Teladoc.com
Teladoc is an independent company contracted by Florida Blue to provide physician visits via phone or online video to members with non-emergent
medical issues. Teladoc is only available in the U.S. Teladoc® is a trademark of Teladoc, Inc.
Health insurance is offered by Florida Blue. HMO coverage is offered by Florida Blue HMO, an affiliate of Florida Blue. These companies are Independent
Licensees of the Blue Cross and Blue Shield Association.
We comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin, age, disability or sex. For more
information, visit floridablue.com/ndnotice.
BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association
of independent Blue Cross and Blue Shield Plans.
95935B 0719

HEALTH SAVINGS ACCOUNT (HSA)
What is a Health Savings Account (HSA)?

It is an interest bearing account created to help you pay medical expenses. The funds in your HSA can be used to help pay
your deductible, coinsurance and any qualified medical expenses not covered by your health plan (including dental and vision
expenses). All of the money you contribute is tax-deductible when used to pay for qualified medical expenses. An HSA is your
account. It goes with you if you change jobs or when you retire.
Health Equity is our designated bank. Your Total Annual Employee Election along with contributions from any other
sources, including your employer, may not exceed the Annual Maximum Contribution amount set by the IRS. Contribution
limits for the current tax year can be found below, at www.healthequity, or by visiting the IRS site at www.irs.gov.
Additionally, investment accounts are not FDIC insured, may lose value and are not a deposit or other obligation of, or
guarantee by the bank.
The Health Savings Account (HSA) can only be used in connection with the HSA High Deductible Plan.

2022 IRS Annual Maximum HSA Contribution Limits
Employee Only

$3,650

Family

$7,300

Catch-up Amount for employees 55 years or older

Additional $1,000 annually

Health Savings Account – Eligible Expenses (partial list)
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Acupuncture
Alcohol and drug dependency treatment
Ambulance
Artificial limbs
Breast reconstruction surgery (mastectomy-related)
Dental expenses (exams, cleanings, X-rays, root canals bridges, etc.)
Diagnostic fees
Doctor fees (including Chiropractic services)
Drugs - prescription and over the counter (when ordered by physician)
Eyeglasses and exams, contact lenses & solutions, laser surgery
Fertility enhancements
Hearing aids and batteries
Hospital and Laboratory fees
Long-term care (medical expenses and premiums)
Nursing home
Physical and speech therapies
Psychiatric care
Smoking-cessation programs and products
Vasectomy
Weight-loss program (to treat a specific disease diagnosed by a physician)
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WageWorks
HSA

HEALTH SAVINGS ACCOUNT
HSAs are tax-advantaged member-owned accounts that let
you save pre-tax1 dollars for future qualified medical expenses
(QME). You can only contribute to an HSA if you’re enrolled
in a qualified health plan.
No ‘use-it-or-lose-it’, keep your HSA forever
Create a healthcare emergency safety net
Invest2 your HSA tax-free, like a 401(k)

Annual tax saving potential3

Expect remarkable.

(when you contribute the max)

$2,190
Family plan

$1,095
Individual plan

$3,650

Family plan

Individual plan

• S
 tep-by-step on-screen tutorials in
the member dashboard
• H
 elp Center with comprehensive user
guides and how-to articles
• 2 4/7 call or chat with our 100% US-based
Member Services team

2022 IRS Contribution Limits
$7,300

• M
 obile-optimized4 account management,
with easy claims and reimbursement

866.735.8195 | HealthEquity.com/learn

Members 55+ can contribute an extra $1,000

Save big on thousands of qualified medical expenses, including:
Pain
relievers

Doctor
visits

Dental
cleaning

Sleep
aids

Eyeglasses/
contacts

Cold/cough
medicine

Chiropractic
care

Insulin testing
supplies

See the full list at HealthEquity.com/qme

HealthEquity does not provide legal, tax or financial advice. Always consult a professional when making life-changing decisions. | 1HSAs are never taxed at a federal income tax level when used appropriately
for qualified medical expenses. Also, most states recognize HSA funds as tax-deductible with very few exceptions. Please consult a tax advisor regarding your state’s specific rules. | 2Investments are subject
to risk, including the possible loss of the principal invested, and are not FDIC or NCUA insured, or guaranteed by HealthEquity, Inc. Investing through the HealthEquity investment platform is subject to the terms
and conditions of the Health Savings Account Custodial Agreement and any applicable investment supplement. Investing may not be suitable for everyone and before making any investments, review the fund’s
prospectus. | 3Estimated savings are based on an assumed combined federal and state income tax bracket of 30%. Actual savings will depend on your taxable income and tax status. | 4Accounts must be activated
via the HealthEquity website in order to use the mobile app. | Copyright © 2021 HealthEquity, Inc. All rights reserved. OE_HSA_1-pager_May_2021

SAVE ON PREMIUMS

When it comes to choosing a healthcare plan, you really have
one decision to make: High premium or low premium?
Health Savings Account (HSA)-qualified health plans (sometimes called high-deductible
or consumer choice health plans) offer the lowest premiums, enabling you to unlock
immediate savings. The difference could be thousands of dollars every year.

See the savings
for yourself
Try our plan comparison tool
to see how much an HSA-qualified
health plan will save you this year.

Visit CompareMyHSA.com

KEEP YOUR PREMIUM SAVINGS

Healthcare premium payments disappear forever. But you
can use your HealthEquity HSA to keep that money instead.
Choose a low premium health plan. Then just put the extra money you would have
paid toward traditional premiums into your HSA. Voila! Long-term health savings.
Want to go bigger? Don’t forget IRS annual contribution limits.
Individual Plan

Family Plan

2021

$3,600

$7,200

2022

$3,650

$7,300

Members 55+ can contribute an extra $1,000
You have until the annual tax-filing deadline to max your contributions for the previous
tax year.

MAXIMIZE TAX SAVINGS

Every dollar you contribute pre-tax to your HSA
reduces your annual taxable income.
Plus, you automatically earn tax-free interest on your money. Anytime healthcare
expenses come up just pay from your HSA and you’re good to go. You never pay taxes
or penalties when you use HSA dollars for qualified medical expenses.
Copyright © 2021 HealthEquity, Inc. All rights reserved.

HSA dollars are
yours to keep
Unlike flexible spending accounts
(FSA), you never lose your HSA
dollars. Money in your account
rolls over year after year, even if you
change health plans or employers.

	
Spend
smarter
HSAs cover thousands of qualified
medical expenses, including doctor
visits and over-the-counter medications.
See a full list of eligible expenses.

Visit HealthEquity.com/QME

HSA triple-tax
advantage
1

1 	Make tax-deductible
contributions

2 Grow tax-free earnings
3 Enjoy tax-free distribution2

FLEXIBLE SPENDING ACCOUNT (FSA)
DEPENDENT CARE SPENDING ACCOUNT
Understanding the Flexible Spending Account (FSA) Plan
It seems like health care costs are rising every day, adding to your financial burdens. But what if you could reduce that stress by planning ahead?
That is what a flexible spending account (FSA) is for. Proactively saving money in an FSA will help you save on taxes while keeping a reserve of
money available for qualified medical expenses.
When you participate in an FSA, you must decide at the beginning of the plan year how much to contribute for that year. This is important
because you will generally lose what you do not use by the end of the year. However, you can roll over up to $570 of unused funds to the next
year.
Who is eligible for an FSA?
Anyone who is:
•Not covered by a high deductible health plan (HDHP);
•Not covered under another medical plan that is an HDHP
You may contribute up to a maximum of $2,850 annual towards a health FSA.
FSAs still offer more value than paying for medical costs out of pocket, as FSA contributions are tax-free. The following are some more advantages of
using an FSA:
•Tax reductions—The amount you contribute to a health FSA is not subject to federal income or Social Security taxes—effectively adjusting
your annual taxable salary. The taxes you pay each paycheck and collectively each plan year can be reduced significantly.
•

You can withdraw money from your FSA to pay for qualified medical expenses and your withdrawals are not taxed.

•

You do not have to report FSA amounts on your income tax return.

•

Convenience—After the initial election at the beginning of the year, will take care of transferring the allotted amount into your FSA
through salary deferral.

•

Flexibility—You can withdraw health FSA funds at any time (for qualified medical expenses), even if the amount has not yet been
deposited into the account, as long as the amount is no more than your elected annual deferral amount minus any amount already
used.

What are the steps in an FSA?
1.

If you enroll in one of the BlueCare Copayment Plans – you may enroll in a flexible spending account which would be opened for you
through Health Equity.

2.

You decide the amount of your annual election – then contributions are made per pay period

3.

Medical, dental and vision services may be reimbursed from your FSA or your FSA debit card may be used when paying for copayments
associated with office visits and medications or any other eligible expense.

4.

Be sure to use the funds you set to be contributed or you could forfeit funds left over at the end of the year. You may carry forward up
to $570 if you do not use all of your election for 2022.

Dependent Care
A Dependent Care FSA is a great way to pay dependent care expenses and lower your taxable income.
Dependent Care Spending Accounts are pre-tax, payroll deduction accounts established to reimburse employees for out-of-pocket
dependent care expenses. To be considered eligible, dependent care expenses must be incurred by an employee who must arrange
for care of an eligible dependent in order to work. For married employees, dependent care must be necessary so that both spouses
can work.
QUALIFYING DEPENDENT
A qualifying dependent is:
•
A tax dependent of yours who is under age 13, or
•
Any other tax dependent of yours, such as an elderly parent, who is physically or mentally incapable of self-care and has the same principal
residence as you
•
A spouse who is physically or mentally incapable of self-care and has the same principal residence as you
YOUR CONTRIBUTION
The Internal Revenue service limits the amount you can contribute to a dependent care FSA, up to:
•
•

$5,000 per year, if you are married and filing a joint return, or if you are a single parent
$2,500 per year, if married and filing separate federal tax returns
5

DENTAL INSURANCE
The City of St. Pete Beach offers dental through MetLife. The dental PPO Plan allows you to use in-network or out-of-network benefits.
If out-of-network dentists are used, you will be responsible to pay the difference between MetLife’s allowed amount and what the dentist
may charge. You can find a provider list by visiting www.metlife.com or calling 1-800-942-0854 for more information. The chart
below provides a brief overview of the plan.

MetLife Dental PPO
Low Plan

High Plan

$50/$100
$150/$300

$50/$50
$150/$150

In Network

$1,500

$1,750

Out-of- Network

$1,500

$1,750

Calendar Year Deductible
Individual In network / Out-of-Network
Family In Network / Out-of-Network
Calendar Year Annual Max

Preventive services
Routine oral examinations (1 x every 6 months)
Bitewing x-rays (1 x every 12 months)
Routine cleanings (1 x every 6 months)
Fluoride treatment (1x every 6 months through age
19)
Out-of-Network
Basic services
Space Maintainers (1 per lifetime per tooth area, up
to age 16)
Endodontics (Root Canal)
Amalgam / Composite Fillings (1 replacement per
surface in 24 months)
Periodontal Maintenance (Gum Disease)
Oral Surgery ( Simple Extractions)
General Anesthesia
Out-of-Network
Major services
Inlays / Onlays / Crowns
Bridges
Dentures
Implant Services
Out-of- Network

100% no deductible

100% no deductible

100% no deductible

100% no deductible

80% after deductible

80% after deductible

50% after deductible

80% after deductible

50% after deductible

60% after deductible

25% after deductible

50% after deductible

Orthodontia Lifetime Maximum Adult/Child

$1,500

$1500

Cost Per Pay Period
Low Plan

Cost Per Pay Period
High Plan

Employee Only

$0.00

$3.98

Employee + Child(ren)

$19.10

$26.77

Employee + Spouse

$13.46

$21.53

Family

$36.09

$48.55

Dental
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Dental Insurance

PDP Plus Network
MetLife Preferred Dentist Program
More choices for a healthier smile

With MetLife Dental insurance, you have a network that gives you access to thousands of participating dentists.
More choices mean it’s easier than ever to get the dental care you need for a happy,
healthy smile.

More ways to save

You can choose to go to any dentist, but staying in-network is the best way to lower your costs1 and make the
most of your dental plan. That’s because participating dentists have agreed to accept negotiated fees for covered
services that are usually 30-45% less than average charges in the same community.2 This can mean more savings
for you!

Find a dentist

To find a participating general dentist or specialist, visit metlife.com/dental to access our
Find A Dentist online directory. Additionally, International Dental Travel Assistance is automatically available to
you and your covered dependents.3

Manage your dental plan

When enrolled in MetLife Dental insurance, you may obtain your plan information online at
metlife.com/mybenefits. At this site you can:
• Review your plan information, such as covered services & procedures
• View claim history
• Access the Oral Health Library for educational articles on dental care

1. Savings from enrolling in a dental benefits plan will depend on various factors, including the cost of the plan, how
often participants visit the dentist and the cost of services rendered.
2. Based on internal analysis by MetLife. Negotiated fees refer to the fees that in-network dentists have agreed to
accept as payment in full for covered services, subject to any deductibles, copayments, cost sharing and benefits
maximums. Negotiated fees are subject to change.
3. International travel assistance is provided by AXA Assistance USA, Inc. AXA Assistance provides dental referral
services only. AXA Assistance is not affiliated with MetLife and the services and benefits they provide are separate
and apart from the insurance or services provided by MetLife. Referral services are not available in all locations.
Like most group benefit programs, benefit programs offered by MetLife and its affiliates contain certain exclusions,
exceptions, waiting periods, reductions, limitations and terms for keeping them in force.
Please contact MetLife or your plan administrator for complete details.
Metropolitan Life Insurance Company | 200 Park Avenue | New York, NY 10166
L0819517344[exp0820][All States][DC,GU,MP,PR,VI] © 2019 MetLife Services and Solutions, LLC.

VISION INSURANCE
The City of St. Pete Beach offers vision through MetLife. The vision network consists of optometrists, ophthalmologist opticians and
optical retailers. You have the option of visiting any provider, however by choosing a participating provider, you receive the highest
level of benefits. Additional discounts on Sunglasses and Laser Vision correction are also provided to members. You can find a
provider list by visiting www.mymetlifevision.com or calling 1-855-638-3931 for more information. The chart below provides a brief
overview of the plan.

SUMMARY OF BENEFITS
Vision Care Services

In-Network Member Cost

Exam With Dilation as Necessary

Out-of-Network Reimbursement

$20 Co-pay

$45 Allowance

$20 Co-pay;
$130 allowance;
20% off balance over $130

Frames

$70 Allowance

Standard Plastic Lenses
Single Vision

$20 Co-pay

$30 Allowance

Lined Bifocal

$20 Co-pay

$50 Allowance

Lined Trifocal

$20 Co-pay

$65 Allowance

Lenticular

$20 Co-pay

$100 Allowance

$130 allowance;
20% off balance over $130

Up to $105

Standard or Premium fit:
$25 Co-pay

Applied to the contact lens allowance

Contact Lenses
Elective
Contact Fitting and Evaluation
Medically Necessary

Paid-in-Full after eyewear copay

Laser Vision Correction
PRK, LASIK and Custom LASIK

Savings of 40% - 50% off the national
average price of traditional Lasik

Additional Savings on Glasses and
Sunglasses

Up to $210
N/A

Get 20% off the cost for additional pairs of prescription glasses and no-prescription
sunglasses, including lens enhancements. At times, other promotional offers may
also be available.

Frequencies
Examination

1 per 12 Months

Standard Corrective Lenses

1 per 12 Months

Fames

1 per 24 Months

Contact Lenses

1 per 12 Months

Vision

Cost Per Pay Period

Employee Only

$2.76

Employee + Child(ren)

$6.51

Employee + Spouse

$5.51

Family

$9.96
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Vision Insurance

In-Network Vision Plan Providers

Find an eyecare professional
near you
In-store and Online

Our network is comprised of ophthalmologists, optometrists and many of the nation’s premier retail centers. A large
percentage of private practice eye care professionals also work in a retail/storefront environment.
Following are some of the national and regional retailers in network.
National Chains
America’s Best
Contacts &
Eyeglasses
BJ’s Optical

Regional Chains
Meijer
Vision
Center
Pearle Vision

20/20 Eyecare

Eye Care Associates

MyEyeDr.

Accurate Optical

Eye Centers of Florida

Nationwide Vision Center

Sam’s
Club
Optical

Atlantis Eyecare

Eye Doctors
Optical Outlet

OptimEyes

Cohen’s Fashion Optical

SEE Eyewear

Bard Optical

Eye Health
Vision Centers

Oregon Eye Specialists

Costco Optical

Shopko Optical

Cambridge Eye Doctors

Fogg, Maxwell, Lanier
& Remington Eye
Care

Sight Shop

CVS Optical

Site for
Sore Eyes

Campbell,
Cunningham & Taylor

Fraser Optical

Schaeffer Eye Center

Eyeglass World

Sterling
Vision
Centers

Cascade Eye &
Skin Centers

H. Rubin Vision Centers

Standard Optical

Eyemart Express
For Eyes

Target Optical

Clarkson Eyecare

Horizon Eye Care

SVS Vision

JCPenney Optical

Visionworks

Co-Op Optical

LO Optical

Texas State Optical

LensCrafters

Walmart
Vision
Centers

Crown Optical

Marion Eye Centers

Today’s Vision

De La Pena Eye Clinic

Midwest Eye Centers

Vistar Eye Center

Dr. Tavel’s Family Eye
Care

Midwest Vision Centers

Wisconsin Vision

Eye Boutique

Milaukas Eye Centers

Boscov's Optical Center

Macy’s Optical

ADF# V2638.21

In-Network Vision Plan Providers
Licensed professionals nationwide and online

Online retailers
Glasses.com is an online store known for popular eyewear brands,
including prescription glasses and sunglasses.
•

Broad price range: optical frames from $80 to $480

•

Wide product selection — luxury brands, fashion-forward, and sport,
including Ray-Ban, Oakley, Prada, Ralph Lauren, and Michael Kors

•

Lens options for virtually every need

•

Free shipping and returns

•

Customer service available through phone, email, and chat

•

Free in-person adjustments at LensCrafters locations after purchase

Need help finding a
provider?
Contact your benefits
administrator today.

1800 Contacts is one of the most recognized online contact lens retailers in
the industry. They have an established reputation for their customer service.
•

Extensive inventory with 98%of orders in stock

•

Over 100,000 SKUs

•

Multiple distribution centers across the country to improve delivery speed

•

Ease of ordering with 2-click reorders

•

M obile app and prescription upload

•

24/7 live customer service: 90% of calls answered in 10seconds or less

Befitting is an innovative, new online retailer with AI-powered technology to
help you find glasses that best suit you.
•

Intuitive shopping experience with engaging categories and content

•

Wide range of brands and price points across all manufacturers (Safilo,
Luxottica, M archon, and others)

•

Full integration with pop-up clinics

MetLife Vision benefits are underwritten by Metropolitan Life Insurance Company, New York, NY. Certain claims and network administration services are provided
through Superior Vision Services, Inc. (“Superior Vision”), a Delaware corporation. Superior Vision is part of the MetLife family of companies.

Metropolitan Life Insurance Company | 200 Park Avenue | New York, NY 10166
L0521013674[exp1221][All States][DC,GU,MP,PR,VI] ©2021 MetLife Services and Solutions, LLC

GROUP AND VOLUNTARY LIFE / AD&D

GROUP LIFE INSURANCE AND AD&D
The City of St. Pete Beach offers all fulltime employees, scheduled to work a minimum of 40 hours per week, group life and
AD&D insurance benefit, 1 times your annual salary (up to a maximum of $100,000). This benefit is 100% paid for by The City.
VOLUNTARY LIFE INSURANCE
The City of St. Pete Beach offers Voluntary Life for employees and your dependents (see schedule of benefits for more details).
This benefit is 100% paid for by you, the employee.
You can purchase additional Life and AD&D coverage for yourself and your dependents. You may purchase up to 5 times your
salary for yourself to a maximum of $400,000, up to $200,000 for your spouse and $10,000 for your child(ren). (Cannot exceed
50% of your coverage)

Voluntary Life
Employee
Employees Under Age 60
Spouse
Spouses Under Age 60
Children

Increments of $10,000 up to a maximum of $400,000 or 5x annual salary, whichever is less.
No evidence of insurability up to max of $100,000 (newly eligible employees only).
Increments of $10,000 up to a maximum of $200,000.
No evidence of insurability up to max of $30,000 (newly eligible dependents only).
Increments of $2,000 up to a maximum of $10,000.

Monthly Rates per $1,000 of benefit
Age

Employee/Spouse

Child

<20

$ .090

$ .217

20-24

$ .090

25-29

$ .110

30-34

$ .150

35-39

$ .170

40-44

$ .190

45-49

$ .290

50-54

$ .430

55-59

$ .810

60-64

$ 1.250

65-69

$ 2.400

70+

$ 3.890

AD&D

$0.03 Employee Only

Premium Calculation Worksheet

_____________________ Benefit Amount
/

1,000

x____________________ Monthly Rate (from
chart)
= ____________________
x12
/24
=____________________ Semi Monthly
Contribution
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SHORT TERM DISABILITY INSURANCE
Short-term disability insurance can help protect your income in the event of a disability
by providing you a benefit for injuries and sickness that are not work related. This
coverage is only available to eligible employees. Those eligible employees include; full
time management, administrators, professionals, supervisors and city managers
scheduled to work at least 40 hours per week. The cost of your Short Term Disability
coverage is paid for entirely by the City of St. Pete Beach.

Short Term Disability
Benefit Percentage

60% of basic earnings

Maximum Weekly Benefit

$1,250 per week

Elimination Period

7 days- for injury or sickness
None- for hospital confinement

Duration of Benefit

24 weeks

Definition of Earnings

Base Salary

Total Weekly Earnings
Your basic weekly earnings immediately before the first date your Total Disability begins. Total Weekly Earnings includes deductions
made for pre-tax contributions to a qualified deferred compensation plan, Section 125 plan, or flexible spending account, but does not
include commissions, bonuses, overtime pay or any other extra compensation.
Waiting Period
The period of time you must be employed in an Eligible Class before you can apply for benefits.
•

Until the first of the month following 90 days of employment.

EAP- BAYCARE BEHAVORIAL HEALTH

Services
➢
➢

➢
➢
➢
➢
➢
➢
➢
➢

BayCare Behavioral Health EAP for the City of St. Pete Beach employees and their benefit eligible dependents.
Twenty-four hour EAP telephone access, which includes telephone triage for emergency situations.
Assessment, referral and short term counseling, services - up to six (6) sessions total per
employee/benefit eligible dependent unit per year.
Supervisory training - includes the referral process regarding job performance and/or alcohol/drug
issues.
Consultation with employer leadership - regarding the management and referral of employees with
job performance or behavioral/medical problems and practices and events that may impact the
employee's wellbeing.
Receive referrals and provide education regarding drug and alcohol concerns. Cooperate with Drug
Free Workplace program.
Employee orientation and education regarding the EAP.
Comprehensive referral network of providers.
Referral to client's insurance/benefits provider for treatment or community resources, if appropriate.
Promotional materials, posters business cards, pamphlets.
Policies/Procedures - Assistance in the development of formal policies and procedures regarding
workplace violence, drug-free workplace, critical incidents, and diverse crisis situations.
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SUPPLEMENTAL BENEFITS
ACCIDENT COVERAGE ( on /off the job)
The City of St. Pete Beach provides Accident Coverage to all active full time employees
working 40 or more hours per week on a voluntary basis. The chart below provides an
overview of the plans and rates.
Many people may not be financially prepared to handle extra costs like plan deductibles, co-pays for emergency room care,
testing, supplies and out-of-network care. For a covered event, accident insurance provides you with a benefit payment paid
directly to you — not to your doctors, hospitals or healthcare providers.
You can spend the funds on anything you need, such as those extra bills when you may most need additional support. It can also
help pay for expenses you may not think of, like childcare and transportation to your appointments. These costs can cut into
your budget — and make it a challenge to manage your everyday expenses.

Covered Benefits – All benefits must relate to injuries sustained in an accident.
LOW PLAN
BENEFIT
Basic Accidental Death
Accidental Death Common Carrier

BENEFIT LIMITS

EMPLOYEE

SPOUSE

ACCIDENTAL DEATH BENEFITS CATEGORY
$25,000
$12,500
N/A
$75,000
$37,500

HIGH PLAN
CHILD

EMPLOYEE

SPOUSE

CHILD

$5,000

$50,000

$25,000

$10,000

$15,000

$150,000

$75,000

$30,000

$1,000
$15,000
$15,000
$2,000
$15,000
$15,000

$1,000
$15,000
$15,000
$2,000
$15,000
$15,000

$40,000

$40,000

$40,000

$40,000

$40,000
$40,000
$40,000

$40,000
$40,000
$40,000

$20,000
$40,000

$20,000
$40,000

ACCIDENTAL DISMEMBERMENT/FUNCTIONAL LOSS/PARALYSIS BENEFITS CATEGORY
Basic Dismemberment/Functional Loss Benefit
Loss of one finger or one toe
$750
$750
$750
$1,000
Loss of one arm or one leg
$10,000
$10,000 $10,000
$15,000
Loss of one hand or one foot
$10,000
$10,000 $10,000
$15,000
N/A
Loss of two or more fingers or toes
$1,500
$1,500
$1,500
$2,000
Loss of sight in one eye
$10,000
$10,000 $10,000
$15,000
Loss of hearing in one ear
$10,000
$10,000 $10,000
$15,000
Catastrophic Dismemberment/Functional Loss Benefit
Loss of both arms or both legs or one arm and
$20,000
$20,000 $20,000
$40,000
one leg
Loss of both hands or both feet or one hand and
$20,000
$20,000 $20,000
$40,000
one foot
N/A
Loss of sight in both eyes
$20,000
$20,000 $20,000
$40,000
Loss of hearing in both ears
$20,000
$20,000 $20,000
$40,000
Loss of ability to speak
$20,000
$20,000 $20,000
$40,000
Paralysis Benefit
Two Limbs (paraplegia or hemiplegia)
Four Limbs (quadriplegia)

$10,000
$20,000

N/A

$10,000
$20,000

$10,000
$20,000

$20,000
$40,000

Cost Per Pay Period
Low Plan

Cost Per Pay Period
High Plan

Employee Only

$5.89

$8.49

Employee + Child(ren)

$14.04

$20.06

Employee + Spouse

$11.65

$16.71

Family

$16.56

$23.69

Accident
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PLAN SUMMARY

Accident Insurance
Benefits that may help cover costs such as those not covered by your
medical plan.

Accident Insurance Benefits
With MetLife, you’ll have a choice of two plans (called the “Low Plan” and the “High Plan”) that provide payments in addition to any
other insurance payments you may receive1. Here are just some of the covered events/services2.

Plan Summary
Accidental Injury Benefits

Low Plan Benefits

High Plan Benefits

Fracture Benefit*

$100 – $8,000 depending on the
fracture and type of repair

$200 – $10,000 depending on the
fracture and type of repair

Dislocation Benefit*

$100 – $8,000 depending on the
dislocation and type of repair

$200 – $10,000 depending on the
dislocation and type of repair

Second or Third Degree Burn Benefit

$75 – $10,000 depending on the degree
of the burn and the percentage of burnt
skin

$100 – $15,000 depending on the
degree of the burn and the percentage
of burnt skin

Concussion Benefit

$250

$500

Coma Benefit

$7,500

$10,000

Laceration Benefit

$50 – $400 depending on the length of
the cut and type of repair

$75 – $700 depending on the length of
the cut and type of repair

Broken Tooth Benefit

Crown $200 Filling $25 Extraction
$100

Crown $300 Filling $50 Extraction
$150

Eye Injury Benefit

$300

$400

Accident - Medical Services & Treatment
Benefits

Low Plan Benefits

High Plan Benefits

Ambulance Benefit

Ground: $300 Air: $1,000

Ground: $400 Air: $1,250

Emergency Care Benefit

$75 – $150 depending on location of
care

$100 – $200 depending on location of
care

Non-Emergency Initial Care Benefit

$75

$100

Physician Follow-Up Visit Benefit

$75

$100

$35

$50

Medical Testing Benefit

$150

$200

Medical Appliance Benefit

$75 – $750 depending on the appliance

$150 – $1,000 depending on the
appliance

Transportation Benefit

$300

$400

$75

$100

Therapy Services Benefit
(including physical therapy)

Pain Management Benefit
(for epidural anesthesia)

ADF# AI664.14

Accident Insurance
One device: $750

One device: $1,000

More than one device: $1,500

More than one device: $2,000

Modification Benefit

$1,000

$1,500

Blood/Plasma/Platelets Benefit

$400

$500

Surgical Repair Benefit

$150-$1,500 depending on the type of
surgery

$200-$2,000 depending on the type of
surgery

Exploratory Surgery Benefit

$150

$200

Other Outpatient Surgery Benefit

$300

$400

Hospital Benefits

Low Plan Benefits

High Plan Benefits

Admission Benefit

$1,000 for the day of admission

$1,500 for the day of admission

ICU Supplemental Admission Benefit

$1,000 for the day of admission

$1,500 for the day of admission

$200 per day

$300 per day

$200 per day

$300 per day

$150 per day

$200 per day

Low Plan Benefits

High Plan Benefits

$25,000

$50,000

$75,000 for accidental death on
common carrier

$150,000 for accidental death on
common carrier

Accidental Dismemberment, Functional
Loss &Paralysis Benefits

Low Plan Benefits

High Plan Benefits

Dismemberment/Functional Loss

$750 – $20,000 depending on the injury

$1,000 – $40000 depending on the
injury

Paralysis

$10,000 - $20,000 depending on the
number of limbs

$20000 - $40,000 depending on the
number of limbs

Other Benefits

Low Plan Benefits

High Plan Benefits

Health Screening Benefit* -

$50

$50

Paid 1 time per calendar year

Paid 1 time per calendar year

$100 per day

$200 per day

Prosthetic Device Benefit

Confinement Benefit
(paid for up to 15 days per accident)
ICU Supplemental Confinement Benefit
(paid for up to 15 days per accident)
Inpatient Rehabilitation Benefit
(paid for up to 15 days per accident)
Accidental Death Benefit
Accidental Death Benefit*

benefit provided for certain
screening/prevention tests
Lodging Benefit* - for a companion of a
covered person who is hospitalized

* Notes Regarding Certain Benefits

Fracture and Dislocation benefits - Chip fractures are paid at 25% of the applicable fracture benefit and partial dislocations are paid
at 25% of the applicable dislocation benefit.

Accidental Death Benefit – The benefit amount will be reduced by the amount of any accidental dismemberment/functional
loss/paralysis benefits and modification benefit paid for injuries sustained by the covered person in the same accident for which the
accidental death benefit is being paid.

Accidental Death Benefit – Common carrier refers to airplanes, trains, buses, trolleys, subways and boats.

Health Screening Benefit – The Health Screening Benefit is not available in all states.

Lodging Benefit - The lodging must be at least 50 miles from the insured's primary residence.

Metropolitan Life Insurance Company | 200 Park Avenue | New York, NY 10166
L0721015328[exp0722][All States] © 2021 MetLife Services and Solutions, LLC

Accident Insurance
Organized Sports Activity Injury Benefit Rider
This coverage includes an Organized Sports Activity Benefit Rider. The rider increases the amount payable under the
Certificate for certain benefits by 25% for injuries resulting from an accident that occurred while participating as a player in
an organized sports activity. The rider sets forth terms, conditions and limitations, including the covered persons to whom
the rider applies.

Benefit Payment Example
Kathy’s daughter, Molly, was riding her bike to school. On her way there she fell to the ground, was knocked unconscious, and was
taken to the local emergency room (ER) by ambulance for treatment. The ER doctor diagnosed a concussion and a broken tooth.
He ordered a CT scan to check for facial fractures too, since Molly’s face was very swollen. Molly was released to her primary care
physician for follow-up treatment, and her dentist repaired her broken tooth with a crown. Depending on her health insurance,
Kathy’s out-of-pocket costs could run into hundreds of dollars to cover expenses like insurance co-payments and deductibles.
MetLife Group Accident Insurance payments can be used to help cover these unexpected costs.
Covered Event3

High Benefit Amount

Ambulance (ground)

$400

Emergency Care

$200

Physician Follow-Up ($100 x 2)

$200

Medical Testing

$200

Concussion

$500

Broken Tooth (repaired by crown)

$300

Benefits paid by
MetLife Group Accident Insurance

$1,800

Benefit amount is based on a sample MetLife plan design. Actual plan design and benefits may vary.

Questions & Answers
Q. Who is eligible to enroll for this accident coverage?
A. You are eligible to enroll yourself and your eligible family members!4 You need to enroll during your Enrollment Period
and to be actively at work for your coverage to be effective.
Q. How do I pay for my accident coverage?
A. Premiums will be paid through payroll deduction, so you don’t have to worry about writing a check or missing a payment.
Q. What happens if my employment status changes? Can I take my coverage with me?
A. Yes, you can take your coverage with you.5 You will need to continue to pay your premiums to keep your coverage in force.
Your coverage will only end if you stop paying your premium or if your employer offers you similar coverage with a different
insurance carrier.
Q. Who do I call for assistance?
A. Contact a MetLife Customer Service Representative at 1 800- GET-MET8 (1-800-438-6388), Monday through Friday
from 8:00 a.m. to 8:00 p.m., EST. Or visit our website: mybenefits.metlife.com.

1

Covered services/treatments must be the result of a covered accident or sickness as defined in the group policy/certificate. See your Disclosure
Statement or Outline of Coverage/Disclosure Document for full details.
2
Availability of benefits varies by state. See your Disclosure Statement or Outline of Coverage/Disclosure Document for state variations.
3
Benefits and amounts are based on sample MetLife plan design. Plan design and plan benefits may vary.
4
Coverage is guaranteed provided (1) the employee is actively at work and (2) dependents to be covered are not subject to medical restrictions as set
forth on the enrollment form and in the Certificate. Some states require the insured to have medical coverage. Children may be covered to age 26.
There are benefit reductions that may begin at age 65.
5
Eligibility for portability through the Continuation of Insurance with Premium Payment provision may be subject to certain eligibility requirements and
limitations. For more information, contact your MetLife representative.
METLIFE’S ACCIDENT INSURANCE IS A LIMITED BENEFIT GROUP INSURANCE POLICY. The policy is not intended to be a substitute for medical
coverage and certain states may require the insured to have medical coverage to enroll for the coverage. The policy or its provisions may vary or be
unavailable in some states. There are benefit reductions that begin at age 65. Like most group accident and health insurance policies, policies offered
by MetLife may include waiting periods and contain certain exclusions, limitations and terms for keeping them in force. For complete details of coverage
and availability, please refer to the group policy form GPNP12-AX or contact MetLife.

Metropolitan Life Insurance Company | 200 Park Avenue | New York, NY 10166
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SUPPLEMENTAL BENEFITS – cont.
CRITICAL ILLNESS
The City of St. Pete Beach provides Critical Illness Coverage to all active full time employees working 40 or
more hours per week on a voluntary basis. The chart below provides an overview of the plan.
Critical Illness Insurance is coverage that can help safeguard your finances by providing you with a lump-sum payment — one
convenient payment all at once — when you or your family may need it most. The extra cash can help you focus on getting back on
track — without worrying about finding the money to cover some of your expenses.

Critical Illness
Group Critical Illness Schedule – Amount Options
Employee

$15,000 or $30,000

Spouse

50% of the Employee’s Initial Benefit

Dependent Child

50% of the Employee’s Initial Benefit

Core Covered Conditions

Initial Diagnosis Benefit

Recurrence Benefit

Benign Brain tumor

100% of Benefit Amount

100% of Initial Benefit

Invasive Cancer

100% of Benefit Amount

100% of Initial Benefit

Non-Invasive Cancer

25% of Benefit Amount

100% of Initial Benefit

Heart Attack

100% of Benefit Amount

100% of Initial Benefit

Coronary Artery Bypass Graft

50% of Benefit Amount

100% of Initial Benefit

Kidney Failure

100% of Benefit Amount

None

Stroke

100% of Benefit Amount

Health Screening Benefit

100% of Initial Benefit
$50 per calendar year

Premium per $1,000 of Coverage
Attained Age

Employee

Spouse

Child(ren)

<25
25 - 29
30 - 34
35 - 39
40 - 44
45 - 49
50 - 54
55 - 59
60 - 64
65 - 69
70 - 74

$0.42
$0.49
$0.61
$0.77
$1.06
$1.49
$2.14
$3.00
$4.20
$5.88
$7.98

$0.52
$0.59
$0.71
$0.87
$1.15
$1.59
$2.27
$3.18
$4.44
$6.20
$8.34

$0.39

75+

$11.14

$11.50
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PLAN SUMMARY

Critical Illness Insurance
Benefits that may help cover expenses that are not covered by your medical
plan.

Critical Illness Insurance Benefits
Eligible Individual

Benefit Amount

Requirements

$15,000 or $30,000

Coverage is guaranteed provided you are actively
at work. 1

Spouse

50% of the Employee’s Initial Benefit

Coverage is guaranteed provided
the employee is actively at work and the spouse
is not subject to a medical restriction as set forth
on the enrollment form and in the Certificate. 1

Dependent Child(ren)3

50% of the Employee’s Initial Benefit

Coverage is guaranteed provided the employee is
actively at work and the dependent is not subject
to a medical restriction as set forth on the
enrollment form and in the Certificate. 1

Coverage Options
Employee

Benefit Payment
Your plan pays a lump-sum Initial Benefit upon the first verified diagnosis of a Covered Condition. Your plan also pays a lumpsum Recurrence Benefit4 for a subsequent verified diagnosis of certain Covered Conditions as shown in the table below. A
Recurrence Benefit is only available if an Initial Benefit has been paid for the same Covered Condition. There is a Benefit
Suspension Period that applies to Recurrence Benefits. In addition, there is a Benefit Suspension Period that applies to Initial
Benefits for different conditions.
Please refer to the table below for the percentage benefit payable for each Covered Condition.
Plan Design – Covered Conditions
Initial Benefit means the benefit that is payable for a covered condition the first time that it occurs while coverage is in effect. The Initial Benefit amount
is expressed as a percentage of the elected Benefit Amount.
Recurrence Benefit means the benefit that is payable for another occurrence of the same covered condition for which MetLife has already paid a
benefit. The Recurrence Benefit amount is expressed as a percentage of the Initial Benefit amount.

Covered Conditions

Initial Benefit

Recurrence Benefit

100% of Benefit Amount

100% of Initial Benefit

Invasive Cancer

100% of Benefit Amount

100% of Initial Benefit

Non-Invasive Cancer

25% of Benefit Amount

100% of Initial Benefit

5% of Benefit Amount, but
not less than $250

NONE

50% of Benefit Amount

100% of Initial Benefit

100% of Benefit Amount

NONE

Benign Tumor Category
Benign Brain Tumor
Cancer Category

Skin Cancer
Cardiovascular Disease Category
Coronary Artery Bypass Graft (CABG) where surgery involving either a median sternotomy or
minimally invasive procedure is performed
Childhood Disease Category
Cerebral Palsy

ADF# CI2587.20

Critical Illness Insurance
Cleft Lip or Cleft Palate

100% of Benefit Amount

NONE

Cystic Fibrosis

100% of Benefit Amount

NONE

Diabetes (Type 1)

100% of Benefit Amount

NONE

Down Syndrome

100% of Benefit Amount

NONE

Sickle Cell Anemia

100% of Benefit Amount

NONE

Spina Bifida

100% of Benefit Amount

NONE

Coma

100% of Benefit Amount

100% of Initial Benefit

Loss of: Ability to Speak; Hearing; or Sight

100% of Benefit Amount

NONE

Paralysis of 2 or more limbs

100% of Benefit Amount

NONE

Heart Attack

100% of Benefit Amount

100% of Initial Benefit

Sudden Cardiac Arrest

100% of Benefit Amount

NONE

Functional Loss Category

Heart Attack Category

Infectious Disease Category
For a benefit to be payable, the covered person must have been treated for the disease in a hospital for 5 consecutive days.

Bacterial Cerebrospinal Meningitis

25% of Benefit Amount

NONE

COVID-19

25% of Benefit Amount

NONE

Diphtheria

25% of Benefit Amount

NONE

Encephalitis

25% of Benefit Amount

NONE

Legionnaire’s Disease

25% of Benefit Amount

NONE

Malaria

25% of Benefit Amount

NONE

Necrotizing Fasciitis

25% of Benefit Amount

NONE

Osteomyelitis

25% of Benefit Amount

NONE

Rabies

25% of Benefit Amount

NONE

Tetanus

25% of Benefit Amount

NONE

Tuberculosis

25% of Benefit Amount

NONE

100% of Benefit Amount

NONE

100% of Benefit Amount

NONE

ALS

100% of Benefit Amount

NONE

Alzheimer’s Disease

100% of Benefit Amount

NONE

Multiple Sclerosis

100% of Benefit Amount

NONE

Muscular Dystrophy

100% of Benefit Amount

NONE

Parkinson’s Disease (Advanced)

100% of Benefit Amount

NONE

Systemic Lupus Erythematosus (SLE)

100% of Benefit Amount

NONE

100% of Benefit Amount

100% of Initial Benefit

Kidney Failure Category
Kidney Failure
Major Organ Transplant Category
Major Organ Transplant
For bone marrow, heart, lung, pancreas, and liver

Progressive Disease Category

Severe Burn Category
Severe Burn
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Critical Illness Insurance
Stroke Category
Stroke

100% of Benefit Amount

100% of Initial Benefit

* Notes Regarding Covered Conditions
MetLife will not pay a benefit for a Covered Condition that is diagnosed prior to the coverage effective date.
In most states there is a preexisting condition limitation. If advice, treatment or care was sought, recommended, prescribed or received during the
three months prior to the effective date of coverage, we will not pay benefits if the covered condition occurs during the first six months of coverage.
The preexisting condition limitation may not apply to all covered conditions and may vary by state. Refer to the Disclosure Document/Outline of
Coverage for details.

Alzheimer’s Disease – Please review the Outline of Coverage/Disclosure Document for specific information about Alzheimer’s disease.

Cancer – Please review the certificate for specific information about cancer benefits. In most states, not all types of cancer are covered.

Coronary Artery Bypass Graft – In certain states, the Covered Condition is Coronary Artery Disease.

Heart Attack – The Heart Attack Covered Condition pays a benefit for the occurrence of a myocardial infarction, subject to the terms of the
certificate. A myocardial infarction does not include sudden cardiac arrest.

Infectious Disease Covered Condition Category – For an Infectious Disease Category benefit to be payable, the covered person must have been
treated for the disease in a hospital for a consecutive number of days as specified in the certificate.

Major Organ Transplant – In most states, we will not pay a Major Organ Transplant benefit if a covered person is placed on the organ transplant list
prior to coverage taking effect and subsequently undergoes a transplant procedure for the same organ while coverage is in effect. Covered organs
may vary by state; refer to the Certificate for details. In some states, the condition is Major Organ Failure.

Stroke – In certain states, the Covered Condition is Severe Stroke.

The following benefits are not available in all states. Please review the Disclosure Statement or Outline of Coverage/Disclosure Document for
details.
Coma
o
o
Loss of: Ability to Speak; Hearing; or Sight
o
Paralysis
o
Severe Burn

Health Screening BenefitMetLife will provide an annual benefit of $50 per calendar year for taking one of the eligible
screening/prevention measures. The Health Screening Benefit is not available in certain states. Please review your Disclosure
Statement or Outline of Coverage/Disclosure Document for specific state variations and exclusions around this benefit.

Example of How Benefits are Paid
The example below illustrates an employee who elected a Benefit Amount of $15,000.
Illness – Covered Condition

Payment

Heart Attack — first verified diagnosis

Initial Benefit payment of $15,000 or 100%

Kidney Failure – first verified diagnosis, two years later

Initial Benefit payment of $15,000 or 100%

Heart Attack — second verified diagnosis, four years later

Recurrence Benefit payment of
$15,000 or 100%

This example is for illustrative purposes only. The MetLife Group Policy and Certificate are the governing documents with respect to all
matters of insurance, including coverage for specific illnesses. The specific facts of each claim must be evaluated in conjunction with the
provisions of the applicable Policy and Certificate to determine coverage in each individual case.

Questions & Answers
Q. Who is eligible to enroll for this critical illness coverage?
A. You are eligible to enroll yourself and your eligible family members!5 You need to enroll during your Enrollment Period
and to be actively at work for your coverage to be effective.
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Critical Illness Insurance
Q. How do I pay for my critical illness coverage?
A. Premiums will be paid through payroll deduction, so you don’t have to worry about writing a check or missing a payment.
Q. What happens if my employment status changes? Can I take my coverage with me?
A. Yes, you can take your coverage with you.6 You will need to continue to pay your premiums to keep your coverage in force.
Your coverage will only end if you stop paying your premium or if your employer offers you similar coverage with a different
insurance carrier.
Q. Who do I call for assistance?
A. Contact a MetLife Customer Service Representative at 1 800- GET-MET8 (1-800-438-6388), Monday through Friday
from 8:00 a.m. to 8:00 p.m., EST. Or visit our website: mybenefits.metlife.com.

1

Coverage is guaranteed provided (1) the employee is actively at work and (2) dependents are not subject to medical restrictions as set forth on the
enrollment form and in the Certificate. Some states require the insured to have medical coverage.
2
Coverage for Domestic Partners, civil union partners and reciprocal beneficiaries varies by state. Please contact MetLife for more information.
3
Dependent Child coverage varies by state. Please contact MetLife for more information.
4
Review the Disclosure Document or Outline of Coverage/Disclosure Document for information on which Covered Condition may be eligible for a
Recurrence Benefit. There may be a Benefit Suspension Period between recurrences of the same Covered Condition, as well as occurrences of
different Covered Conditions. There may be a limitation on the number of Recurrence Benefits payable per Covered Condition. We will not pay a
benefit for a Covered Condition that is subject to a Benefit Suspension Period. If a Recurrence Benefit is payable for a Cancer Covered Condition, we
will not pay such benefit unless the Covered Person has not had symptoms of or been treated for the same cancer for which we paid a benefit during
the Treatment Free Period.
5
Eligible Family Members means all persons eligible for coverage as defined in the Certificate.
6
Eligibility for portability through the Continuation of Insurance with Premium Payment provision may be subject to certain eligibility requirements and
limitations. For more information, contact your MetLife representative.

METLIFE CRITICAL ILLNESS INSURANCE (CII) IS A LIMITED BENEFIT GROUP INSURANCE POLICY. Like most group accident and health
insurance policies, MetLife's CII policies contain certain exclusions, limitations and terms for keeping them in force. Product features and availability vary
by state. There may be a preexisting condition exclusion. There may be a Benefit Suspension Period between recurrences of the same Covered
Condition or occurrences of different Covered Conditions. MetLife offers CII on both an Attained Age basis, where rates will increase when a Covered
Person reaches a new age band, and an Issue Age basis, where rates will not increase due to age. Rates are subject to change. MetLife reserves the
right to raise premium rates for Issue Age CII on a class-wide basis. A more detailed description of the benefits, limitations, and exclusions applicable to
MetLife’s CII product can be found in the applicable Disclosure Statement or Outline of Coverage/Disclosure Document available at time of enrollment.
For complete details of coverage and availability, please refer to the group policy form GPNP07-CI, GPNP09-CI, GPNP10-CI, GPNP14- CI, GPNP19-CI
or contact MetLife for more information. Please contact MetLife for more information. Benefits are underwritten by Metropolitan Life Insurance
Company, New York, New York.
MetLife's Critical Illness Insurance is not intended to be a substitute for Medical Coverage providing benefits for medical treatment, including hospital,
surgical and medical expenses. MetLife's Critical Illness Insurance does not provide reimbursement for such expenses
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SUPPLEMENTAL BENEFITS – cont.

HOSPITAL INDEMNITY INSURANCE
The City of St. Pete Beach provides Voluntary Hospital insurance to all full-time employees
working 40 or more hours per week. The chart below provides an overview of the plans and
rates.
Hospital indemnity insurance can help safeguard your finances by providing you with a lump-sum payment — one payment all at
once — when you or your family may need it most. A flat amount is usually paid for a hospital admission3 and a per-day amount
for your entire hospital stay.

Hospital Benefits

Low
Plan

High
Plan

Admission

$500

$1,000

ICU Supplemental Admission
(Benefit paid concurrently
with the Admission benefit
when a Covered Person is
admitted to ICU)

$500

$1,000

Confinement

$100

$200

ICU Supplemental
Confinement
(Benefit paid concurrently
with the Confinement benefit
when a Covered Person is
admitted to ICU)

$100

$200

Confinement Benefit for
Newborn Nursery Care

$25

$50

Benefit Limits
(Applies to Subcategory)

Subcategory

Admission Benefit

Benefit

4 time(s) per calendar year¹

15 days per calendar year
ICU Supplemental Confinement will
pay an additional benefit for 15 of
those days

Confinement Benefit

Confinement Benefit for
Newborn Nursery Care

2 day(s) per confinement

Cost Per Pay Period
Employee Only
Employee + Child(ren)
Employee + Spouse
Family

Low Plan

High Plan

$5.35

$10.70

$8.93

$17.86

$13.00

$26.00

$16.58

$33.16
12

Hospital Indemnity Insurance

Benefit Payment Example for High Plan
Susan has chest pains at home, and after contacting her doctor, she is instructed to head to her local hospital. Upon arrival, the
doctor examines Susan and advises that she requires immediate admission to the Intensive Care Unit for further evaluation and
treatment. After two days in the Intensive Care Unit, Susan moves to a standard room and spends two additional days recovering in
the hospital. Susan was released to her primary care physician for follow-up treatment and observation. Her primary doctor is now
keeping a close watch over Susan’s overall health. Depending on her health insurance, Susan’s out-of-pocket costs could run into
hundreds of dollars to cover expenses like insurance co-payments and deductibles. MetLife Group Hospital Indemnity Insurance
payments can help cover these unexpected costs or in any other way Susan sees fit.
Covered Benefit

High Benefit Amount

Regular Hospital Admission (1x)

$1,000

ICU Supplemental Admission (1x)

$1,000

Regular Hospital Confinement (3 total days)

$600

ICU Supplemental Confinement (1 day)
$200
Benefits paid by MetLife
$2,800
Group Hospital Indemnity Insurance
Benefit amount is based on a sample MetLife plan design. Plan design and plan benefits may vary.

Questions & Answers
Q. Who is eligible to enroll for this Hospital Indemnity coverage?
A. You are eligible to enroll yourself and your eligible family members. C You need to enroll during your Enrollment Period
and be actively at work for your coverage to be effective. Dependents to be enrolled may not be subject to a medical restriction
as set forth in the Certificate. Some states require the insured to have medical coverage.
Q. How do I pay for my Hospital Indemnity coverage?
A. Premiums will be paid through payroll deduction, so you don’t have to worry about writing a check or missing a payment.
Q. What happens if my employment status changes? Can I take my coverage with me?
A. Yes, you can take your coverage with you. You will need to continue to pay your premiums to keep your coverage in force.
Your coverage will only end if you stop paying your premium or if your employer cancels the group policy and offers you similar
coverage with a different insurance carrier. D
Q. What is the coverage effective date?
A. The coverage effective date is 1/1/2022
Q. Who do I call for assistance?
A. Please call MetLife directly at 1-800-GET-MET8 (1-800-438-6388) and talk with a benefits consultant. Or visit our website:
www.mybenefits.metlife.com

A
Hospital does not include certain facilities such as nursing homes, convalescent care or extended care facilities. See your Disclosure Statement or
Outline of Coverage/Disclosure Document for full details.
B
Covered services/treatments must be the result of an accident or sickness as defined in the group policy/certificate. There is a pre-existing exclusion for
covered sicknesses. See your Disclosure Statement or Outline of Coverage/Disclosure Document for more details.
C
Coverage is guaranteed provided (1) the employee is actively at work and (2) dependents to be covered are not subject to medical restrictions as set
forth on the enrollment form and in the Certificate. Some states require the insured to have medical coverage. Additional restrictions may apply to
dependents serving in the armed forces or living overseas.”
D
Eligibility for portability through the Continuation of Insurance with Premium Payment provision may be subject to certain eligibility requirements and
limitations. For more information, contact your MetLife representative.
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REQUIRED ANNUAL EMPLOYEE DISCLOSURE NOTICES

Required Annual Employee Disclosure Notices
THE NEWBORNS’ AND MOTHERS’ HEALTH
PROTECTION ACT OF 1996

Please be prepared to provide this information on your benefits

The Newborns’ and Mothers’ Health Protection Act of 1996 prohibits
group and individual health insurance policies from restricting
benefits for any hospital length of stay for the mother or newborn
child in connection with childbirth; (1) following a normal vaginal
delivery, to less than 48 hours, and (2) following a cesarean section,
to less then 96 hours. Health insurance policies may not require that
a provider obtain authorization from the health insurance plan or the
issuer for prescribing any such length of stay. Regardless of these
standards an attending health care provider may, in consultation with
the mother, discharge the mother or newborn child prior to the
expiration of such minimum length of stay.

WOMEN’S HEALTH AND CANCER RIGHTS ACT OF

Further, a health insurer or health maintenance organization may
not:
1. Deny to the mother or newborn child eligibility, or continued
eligibility, to enroll or to renew coverage under the terms of
the plan, solely to avoid providing such length of stay coverage;
2. Provide monetary payments or rebates to mothers to
encourage such mothers to accept less than the minimum
coverage;
3. Provide monetary incentives to an attending medical provider
to induce such provider to provide care inconsistent with such
length of stay coverage;

enrollment form when enrolling into benefits.

1998
The Women’s Health and Cancer Rights Act of 1998 requires the City of
St. Pete Beach to notify you, as a participant or beneficiary of the City
of St. Pete Beach Health and Welfare Plan, of your rights related to
benefits provided through the plan in connection with a mastectomy.
You, as a participant or beneficiary, have rights to coverage to be
provided in a manner determined in consultation with your attending
physician for:
1. All stages of reconstruction of the breast on which the
mastectomy was performed;
2. Surgery and reconstruction of the other breast to produce a
symmetrical appearance; and
3. Prostheses and treatment of physical compilations of the
mastectomy, including lymphedema.
These benefits are subject to the plan’s regular deductible and co-pay.
For further details, refer to your Summary Plan Description. Keep this
notice for your records and call Human Resources for more
information.

4. Require a mother to give birth in a hospital; or
5. Restrict benefits for any portion of a period within a hospital
length of stay described in this notice.
These benefits are subject to the plan’s regular deductible and copay. For further details, refer to your Summary Plan Description.
Keep this notice for your records and call Human Resources for more
information.

MICHELLE’S LAW
The law allows for continued coverage for dependent children who
are covered under your group health plan as a student if they lose
their student status because of a medically necessary leave of absence
from school. This law applies to medically necessary leaves of absence
that begin on or after January 1, 2010
If your child is no longer a student, as defined in your Certificate of
Coverage, because he or she is on a medically necessary leave of

SECTION 111
Effective January 1, 2009 group health plans are required by Federal
government to comply with Section 111 of the Medicare, Medicaid,
and SCHIP Extensions of 2007’s new Medicare Secondary Payer
regulations. The mandate is designed to assist in establishing
financial liability of claims assignments. In other words, it will help
establish who pays first. The mandate requires group health plans to
collect additional information, more specifically Social Security
numbers for all enrollees, including dependents 6 months of age or older.

absence, your child may continue to be covered under the plan for up
to one year from the beginning of the leave of absence. This
continued coverage applies if your child was (1) covered under the
plan and (2) enrolled as at student at a post-secondary educational
institution (includes colleges, universities, some trade schools and
certain other post-secondary institutions).
Your employer will require a written certification from the child’s
physician that states that the child is suffering from a serious illness or
injury and that the leave of absence is medically necessary.
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REQUIRED ANNUAL EMPLOYEE DISCLOSURE NOTICES

continued
Required Annual Employee Disclosure
Notices continued
HIPAA PRIVACY POLICY FOR FULLY-INSURED PLANS
WITH NO ACCESS
TO PHI
The group health plan is a fully-insured group health plan sponsored by
the “Plan Sponsor”. The group health plan and the plan sponsor intend
to comply with the requirements of 45 C.F.R. §164.530 (k) so that the
group health plan is not subject to most of HIPAA’s privacy
requirements.
I.

No access to protected health information (PHI) except for
summary health information for limited purpose and enrollment
/ dis-enrollment information.
Neither the group health plan nor the plan sponsor (or any
member of the plan sponsor’s workforce) shall create or receive
protected health information (PHI) as defined in 45 C.F.R.
§160.103 except for (1) summary health information for purpose
of (a) obtaining premium bids or (b) modifying, amending, or
terminating the group health plan, and (2) enrollment and disenrollment information.

II.

Insurer for group health plan will provide privacy notice
The insurer for the group health plan will provide the group health
plan’s notice of privacy practices and will satisfy the other
requirements under HIPAA related to the group health plan’s PHI.
The notice of privacy practices will notify participants of the
potential disclosure of summary health information and
enrollment / dis-enrollment information to the group health plan
and the plan sponsor.

III. No intimidating or retaliatory acts
The group health plan shall not intimidate, threaten, coerce,
discriminate against, or take other retaliatory action against
individuals for exercising their rights , filing a complaint,
participating in an investigation, or opposing any improper
practice under HIPAAA.

IV. No Waiver
The group health plan shall not require an individual to waive his
or her privacy rights under HIPAA as a condition of treatment,
payment, enrollment or eligibility. If such an action should occur
by one of the plan sponsor’s employees, the action shall not be
attributed to the group health plan.

PATIENT PROTECTION:
If the Group Health Plan generally requires the designation of a
primary care provider who participates in the network and who is
available to accept you or your family members. For children, your
may designate a pediatrician as the primary care provider.
You do not need prior authorization from the carrier or from any
other person (including a primary care provider) in order to obtain
access to obstetrical or gynecological care from a health care
professional in the network who specializes in obstetrics or
gynecology. The health care professionals, however, may be
required to comply with certain procedures, including obtaining
prior authorization for certain services, following a pre-approved
treatment plan or procedures for making referrals.
For a list of participating health care professionals who specialize in
obstetrics or gynecology, or for information on how to select a
primary care provider, and for a list of the participating primary care
providers, contact the Plan Administrator or refer to the carrier
website.
It is your responsibility to ensure that the information provided on
your application is accurate and complete. Any omissions or
incorrect statements made by you on your application may
invalidate your coverage. The carrier has the right to rescind
coverage on the basis of fraud or misrepresentation.

CHILDREN’S HEALTH INSURANCE PROGRAM
REAUTHORIZATION ACT (CHIPRA) OF 2009
Effective April 1, 2009, a special enrollment period provision is
added to comply with the requirements of the Children’s Health
Insurance Program Reauthorization Act (CHIPRA) of 2009. If you or a
dependent is covered under a Medicaid or CHIP plan and coverage is
terminated as a result of the loss of eligibility for Medicaid or CHIP
coverage, you may be able to enroll yourself and/or your
dependent(s). However, you must enroll within 60 days after the
date eligibility is lost. If you or a dependent becomes eligible for
premium assistance under an applicable State Medicaid or CHIP plan
to purchase coverage under the group health plan, you may be able
to enroll yourself and/or your dependent(s). However, you must
enroll within 60 days after you or your dependent is determined to
be eligible for State premium assistance. Please note that premium
assistance is not available in
all states.
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Premium Assistance Under Medicaid and
the Children’s Health Insurance Program (CHIP)
If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, your state
may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or CHIP programs. If
you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium assistance programs but you
may be able to buy individual insurance coverage through the Health Insurance Marketplace. For more information, visit
www.healthcare.gov.
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your State
Medicaid or CHIP office to find out if premium assistance is available.
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents might be
eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or
www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program that might help you pay the
premiums for an employer-sponsored plan.
If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your employer plan,
your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is called a “special enrollment”
opportunity, and you must request coverage within 60 days of being determined eligible for premium assistance. If you have
questions about enrolling in your employer plan, contact the Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA
(3272).
If you live in one of the following states, you may be eligible for assistance paying your employer health plan premiums. The
following list of states is current as of July 31, 2021. Contact your State for more information on eligibility –

ALABAMA – Medicaid
Website: http://myalhipp.com/
Phone: 1-855-692-5447

COLORADO – Health First Colorado
(Colorado’s Medicaid Program) & Child
Health Plan Plus (CHP+)
Health First Colorado Website:
https://www.healthfirstcolorado.com/
Health First Colorado Member Contact Center: 1-800221-3943/ State Relay 711
CHP+: https://www.colorado.gov/pacific/hcpf/child-health- plan-plus
CHP+ Customer Service: 1-800-359-1991/ State Relay 711
Health Insurance Buy-In Program (HIBI):
https://www.colorado.gov/pacific/hcpf/health-insurance- buyprogram
HIBI Customer Service: 1-855-692-6442

ALASKA – Medicaid
The AK Health Insurance Premium Payment Program Website:
http://myakhipp.com/
Phone: 1-866-251-4861

FLORIDA – Medicaid
Website: https://www.flmedicaidtplrecovery.com/flmedicaidtplrecove
ry.com/hipp/index.html
Phone: 1-877-357-3268

Email: CustomerService@MyAKHIPP.com Medicaid
Eligibility:
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx

ARKANSAS – Medicaid

Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP (855-692-7447)

Website:

CALIFORNIA – Medicaid

Health Insurance Premium Payment (HIPP) Program
http://dhcs.ca.gov/hipp
Phone: 916-445-8322
Email: hipp@dhcs.ca.gov

GEORGIA – Medicaid
Website: https://medicaid.georgia.gov/health-insurance- premiumpayment-program-hipp
Phone: 678-564-1162 ext 2131

INDIANA – Medicaid
Healthy Indiana Plan for low-income adults 19-64 Website:
http://www.in.gov/fssa/hip/
Phone: 1-877-438-4479
All other Medicaid
Website: https://www.in.gov/medicaid/ Phone
1-800-457-4584

IOWA – Medicaid and CHIP (Hawki)
Medicaid Website:
https://dhs.iowa.gov/ime/members
Medicaid Phone: 1-800-338-8366
Hawki Website:
http://dhs.iowa.gov/Hawki
Hawki Phone: 1-800-257-8563
HIPP Website:
https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp HIPP
Phone: 1-888-346-9562

KANSAS – Medicaid

Website: https://www.kancare.ks.gov/
Phone: 1-800-792-4884

KENTUCKY – Medicaid
Kentucky Integrated Health Insurance Premium Payment Program
(KI-HIPP) Website:
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.asp x
Phone: 1-855-459-6328
Email: KIHIPP.PROGRAM@ky.gov

MONTANA – Medicaid
Website:
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084

NEBRASKA – Medicaid

Website: http://www.ACCESSNebraska.ne.gov Phone:
1-855-632-7633
Lincoln: 402-473-7000
Omaha: 402-595-1178

NEVADA – Medicaid

Medicaid Website: http://dhcfp.nv.gov
Medicaid Phone: 1-800-992-0900

KCHIP Website:
https://kidshealth.ky.gov/Pages/index.aspx
Phone: 1-877-524-4718
Kentucky Medicaid Website: https://chfs.ky.gov

LOUISIANA – Medicaid
Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp Phone:
1-888-342-6207 (Medicaid hotline) or 1-855-6185488 (LaHIPP)

MAINE – Medicaid
Enrollment Website:
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: 1-800-442-6003
TTY: Maine relay 711
Private Health Insurance Premium Webpage:
https://www.maine.gov/dhhs/ofi/applications-forms
Phone: -800-977-6740.
TTY: Maine relay 711

MASSACHUSETTS – Medicaid and CHIP

Website: https://www.mass.gov/info-details/masshealthpremium-assistance-pa
Phone: 1-800-862-4840
Website:

MINNESOTA – Medicaid

https://mn.gov/dhs/people-we-serve/children-andfamilies/health-care/health-care-programs/programs-andservices/other-insurance.jsp
Phone: 1-800-657-3739

MISSOURI – Medicaid
Website:
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005

NEW HAMPSHIRE – Medicaid
Website: https://www.dhhs.nh.gov/oii/hipp.htm
Phone: 603-271-5218
Toll free number for the HIPP program: 1-800-852-3345, ext 5218

NEW JERSEY – Medicaid and CHIP
Medicaid Website:
http://www.state.nj.us/humanservices/
dmahs/clients/medicaid/
Medicaid Phone: 609-631-2392
CHIP Website: http://www.njfamilycare.org/index.html CHIP
Phone: 1-800-701-0710

NEW YORK – Medicaid
Website: https://www.health.ny.gov/health_care/medicaid/
Phone: 1-800-541-2831

NORTH CAROLINA – Medicaid

Website: https://medicaid.ncdhhs.gov/
Phone: 919-855-4100

NORTH DAKOTA – Medicaid
Website:
http://www.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 1-844-854-4825

OKLAHOMA – Medicaid and CHIP
Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

UTAH – Medicaid and CHIP
Medicaid Website: https://medicaid.utah.gov/
CHIP Website: http://health.utah.gov/chip Phone:
1-877-543-7669

OREGON – Medicaid
Website: http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
Phone: 1-800-699-9075

VERMONT– Medicaid
Website: http://www.greenmountaincare.org/
Phone: 1-800-250-8427

PENNSYLVANIA – Medicaid
Website:
https://www.dhs.pa.gov/providers/Providers/Pages/Medic
al/HIPP-Program.aspx
Phone: 1-800-692-7462

VIRGINIA – Medicaid and CHIP
Website: https://www.coverva.org/en/famis-select
https://www.coverva.org/en/hipp
Medicaid Phone: 1-800-432-5924
CHIP Phone:
1-800-432-5924

RHODE ISLAND – Medicaid and CHIP

WASHINGTON – Medicaid

Website: http://www.eohhs.ri.gov/
Phone: 1-855-697-4347, or 401-462-0311 (Direct RIte
Share Line)

Website: https://www.hca.wa.gov/
Phone: 1-800-562-3022

Website: https://www.scdhhs.gov
Phone: 1-888-549-0820

Website: http://mywvhipp.com/
Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)

SOUTH CAROLINA – Medicaid

WEST VIRGINIA – Medicaid

SOUTH DAKOTA - Medicaid
Website: http://dss.sd.gov
Phone: 1-888-828-0059

TEXAS – Medicaid
Website: http://gethipptexas.com/
Phone: 1-800-440-0493

WISCONSIN – Medicaid and CHIP
Website:
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm Phone:
1-800-362-3002

WYOMING – Medicaid
Website: https://health.wyo.gov/healthcarefin/medicaid/programsand- eligibility/
Phone: 1-800-251-1269

To see if any other states have added a premium assistance program since July 31, 2021, or for more information
on special enrollment rights, contact either:
U.S. Department of Labor
Employee Benefits Security Administration
www.dol.gov/agencies/ebsa
1-866-444-EBSA (3272)

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov
1-877-267-2323, Menu Option 4, Ext. 61565

Paperwork Reduction Act Statement
According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a collection of
information unless such collection displays a valid Office of Management and Budget (OMB) control number. The Department
notes that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA,
and displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless
it displays a currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person
shall be subject to penalty for failing to comply with a collection of information if the collection of information does not display a
currently valid OMB control number. See 44 U.S.C. 3512.
The public reporting burden for this collection of information is estimated to average approximately seven minutes per
respondent. Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this
collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits
Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room
N-5718, Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137.
OMB Control Number 1210-0137 (expires 1/31/2023)

REQUIRED ANNUAL EMPLOYEE DISCLOSURE NOTICES
Required Annual
Employee Disclosure Notices - Continued
continued

MEDICARE PART D
This notice applies to employees and covered dependents who are eligible for
Medicare Part D.
Please read this notice carefully and keep it where you can find it. This notice has
information about your current prescription drug coverage with Florida Blue and
about your options under Medicare’s prescription drug Plan. If you are considering
joining, you should compare your current coverage including which drugs are
covered at what cost, with the coverage and costs of the plans offering Medicare
prescription drug coverage in your area. Information about where you can get
help to make decisions about your prescription drug coverage is at the end of this
notice.
1. Medicare prescription drug coverage became available in 2006 to everyone
with Medicare through Medicare prescription drug plans and Medicare
Advantage Plan (like an HMO or PPO) that offer prescription drug
coverage. All Medicare prescription drug plans provide at least a standard
level of coverage set by Medicare. Some plans may also offer more
coverage for a higher monthly premium.
2.

Florida Blue has determined that the prescription drug coverage offered
by the Welfare Plan for Employees of The City of St. Pete Beach under the
Florida Blue option are, on average for all plan participants, expected to
pay out as much as the standard Medicare prescription drug coverage pays
and is therefore considered Creditable Coverage. Because your existing
coverage is Creditable Coverage, you can keep this coverage and not pay a
higher premium (a penalty) if you later decide to join a Medicare drug plan.

You should also know that if you drop or lose your coverage with Florida Blue and
don’t enroll in Medicare prescription drug coverage after your current coverage
ends, you may pay more (a penalty) to enroll in Medicare prescription drug
coverage later.
_______________________________________________________

When can you join a Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible for Medicare
and each year from October 15th to December 7th.
However, if you lose your current creditable prescription drug coverage, through
no fault of your own, you will also be eligible for a two (2) month Special
Enrollment Period (SEP) to join a Medicare drug plan.
What happens to your current coverage if you decide to join a Medicare Drug
Plan?
If you decide to join a Medicare drug plan, your current Florida Blue coverage will
not be affected.
You can keep this coverage if you elect part D and this plan will coordinate with
Part D coverage.

If you go 63 continuous days or longer without creditable prescription drug
coverage, your monthly premium may go up at least 1% of the Medicare base
beneficiary premium per month for every month that you did not have that
coverage. For example, if you go nineteen months without creditable coverage,
your premium may consistently be at least 19% higher than the Medicare base
beneficiary premium. You may have to pay this higher premium (a penalty) as long
as you have Medicare prescription drug coverage. In addition, you may have to
wait until the following October to join.

For more information about this notice or your current
prescription drug coverage…
Contact our office for further information (see contact information below). NOTE:
You’ll get this notice each year. You will also get it before the next period you can
join a Medicare drug plan, and if this coverage through Florida Blue changes. You
also may request a copy of this notice at any time.

For more information about your options under Medicare
prescription drug coverage…
More detailed information about Medicare plans that offer prescription drug
coverage is in the “Medicare & You” handbook. You’ll get a copy of the handbook
in the mail every year from Medicare. You may also be contacted directly by
Medicare drug plans. For more information about Medicare prescription drug
coverage:
•

Visit www.medicare.gov

•

Call your State Health Insurance Assistance Program (see your copy of the
Medicare & You handbook for their telephone number) for personalized
help,

•

Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-4862048.

If you have limited income and resources, extra help paying for Medicare
prescription drug coverage is available. For information about this extra help, visit
Social Security on the web at www.socialsecurity.gov, or call them at 1-800-7721213 (TTY 1-800-325-0778).
Remember: Keep this notice. If you enroll in one of the new plans approved by
Medicare which offer prescription drug coverage, you may be required to provide
a copy of this notice when you join to show that you are not required to pay a
higher premium amount.

Date:
01/01/2022
Name of Entity/Sender: The City of St. Pete Beach
Contact--Position/Office: Keri Nelson- Human Resources Administrator
155 Corey Avenue
St. Pete Beach, FL 33706
Phone Number:
727-363-9233

If you decide to join a Medicare drug plan and drop your current Florida Blue
coverage, be aware that you and your dependents will be able to get this coverage
back.

When will you pay a higher premium (penalty) to join a
Medicare drug Plan?
You should also know that if you drop or lose your current coverage with Florida
Blue and don’t join a Medicare drug plan within 63 continuous days after your
current coverage ends, you may pay a higher premium (a penalty) to join a
Medicare drug plan later.
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HEALTHCARE REFORM AND YOU
The Patient Protection and Affordable Care Act & The Health Care
and Education Affordability Reconciliation Act of 2010, together,
create the most comprehensive health insurance reform ever under
taken in recent history by our Country.
Many of the new law’s required changes have already been
incorporated into company health plans across the country since the
effective date in September of 2010. However, there will be many
more changes taking place in the months to come, as more guidance
is issued by the government to employers, insurance carriers and
individuals.
One of the key requirements of the new law beginning in 2014, is the
mandate that all U.S. citizens & legal residents either carry health
insurance or pay an income tax penalty. While the tax penalty is not
too severe in the first year, it becomes progressively more costly
each year thereafter.
Penalties for failing to buy coverage
Tax penalties for failing to buy coverage are phased in according to
the following schedule:
In 2014, the greater of $95 or 1% of taxable income;
In 2015, the greater of $325 or 2% of taxable income;
In 2016, the greater of $695 or 2.5% of taxable income; and
After 2016, the penalty is indexed for inflation.

The Exchange will eventually sell insurance policies at certain levels
of coverage:
•

Bronze level – a medical plan designed to pay 60% of covered
medical benefits;

•

Silver level – a medical plan designed to pay 70% of covered
medical benefits;

•

Gold level – a medical plan designed to pay 80% of covered
medical benefits;

•

Platinum level – a medical plan designed to pay 90% of covered
medical benefits;

•

Catastrophic – available to young adults up to age 30 or those
exempt from the individual mandate (additional requirements
may apply)

You may only obtain coverage through an Exchange if you are not
participating in your employer’s plan.
If you satisfy certain low income thresholds and do not have medical
coverage through an employer or have employer-provided coverage
that is considered “unaffordable” or pays benefits that are below
the “Bronze” plan discussed above, there are tax credits available to
help you pay the premiums for coverage purchased through the
Exchange. The credits also help pay for expenses like deductibles
and co pays. More information on these credits will be provided to
you later. If you and your family are below 133% of the Federal
Poverty Level in 2014, you may qualify for Medicaid.

However, there are two ways to avoid the tax penalty:

Other changes to take effect in 2014 are:

You can buy coverage for you and your family through your place of
employment, if your employer offers such coverage. That coverage
must meet certain standards set by the law in order for you and the
employer to escape respective tax penalties. The coverage must
meet certain minimum coverage standards (Generally pays at least
60% of your covered medical expenses) and must be considered
“affordable” (Employer cannot charge you a premium for single or
employee only coverage greater than 9.5% of your W-2 earnings for
the year). The 9.5% would apply to annual salaries of up to about
$45,000. Or you can provide coverage for you and your family
through a Federally run Insurance Exchange that is supposed to be
up and running by 1/1/2014. Essentially, an Exchange is an
interactive site where an individual can go to research, evaluate and
buy health plans. The State of Florida chose not to set up a state run
exchange, so the Federal government will take over that
responsibility.

The health plan may no longer exclude coverage of a pre-existing
condition;
The health plan may not impose more than a 90-day waiting period
for coverage;
Your plan may no longer place an annual limit on key benefits in the
plan;
Your health plan must allow dependent children up to age 26 to
enroll in coverage, regardless of the availability of employersponsored coverage where they work.

If you obtain coverage through an Exchange:
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GENERAL NOTICE OF COBRA RIGHTS
*Continuation coverage rights under cobra*
Introduction

You’re getting this notice because you recently gained
coverage under a group health plan (the Plan). This notice
has important information about your right to COBRA
continuation coverage, which is a temporary extension of
coverage under the Plan. This notice explains COBRA
continuation coverage, when it may become available to
you and your family, and what you need to do to protect
your right to get it. When you become eligible for COBRA,
you may also become eligible for other coverage options that
may cost less than COBRA continuation coverage.
The right to COBRA continuation coverage was created by a
federal law, the Consolidated Omnibus Budget Reconciliation
Act of 1985 (COBRA). COBRA continuation coverage can
become available to you and other members of your family
when group health coverage would otherwise end. For more
information about your rights and obligations under the Plan
and under federal law, you should review the Plan’s Summary
Plan Description or contact the Plan Administrator.
You may have other options available to you when you lose
group health coverage. For example, you may be eligible to
buy an individual plan through the Health Insurance
Marketplace.
By enrolling in coverage through the
Marketplace, you may qualify for lower costs on your
monthly
premiums
and
lower
out-of-pocket
costs. Additionally, you may qualify for a 30-day special
enrollment period for another group health plan for which
you are eligible (such as a spouse’s plan), even if that plan
generally doesn’t accept late enrollees.

What is COBRA continuation coverage?

COBRA continuation coverage is a continuation of Plan
coverage when it would otherwise end because of a life
event. This is also called a “qualifying event.” Specific
qualifying events are listed later in this notice. After a
qualifying event, COBRA continuation coverage must be
offered to each person who is a “qualified beneficiary.” You,
your spouse, and your dependent children could become
qualified beneficiaries if coverage under the Plan is lost
because of the qualifying event. Under the Plan, qualified
beneficiaries may elect COBRA continuation coverage, but
they may be required to pay for the coverage.

his or her gross misconduct;
• Your spouse becomes entitled to Medicare benefits (under
Part A, Part B, or both); or
• You become divorced or legally separated from your spouse.
Your dependent children will become qualified beneficiaries
if they lose coverage under the Plan because of the following
qualifying events:
• The parent-employee dies;
• The parent-employee’s hours of employment are reduced;
• The parent-employee’s employment ends for any reason
other than his or her gross misconduct;
• The parent-employee becomes entitled to Medicare
benefits (Part A, Part B, or both);
• The parents become divorced or legally separated; or
• The child stops being eligible for coverage under the Plan as
a “dependent child.”

When is COBRA continuation coverage
available?

The Plan will offer COBRA continuation coverage to qualified
beneficiaries only after the Plan Administrator has been
notified that a qualifying event has occurred. The employer
must notify the Plan Administrator of the following qualifying
events:
• The end of employment or reduction of hours of
employment;
• Death of the employee;
• The employee’s becoming entitled to Medicare benefits
(under Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of
the employee and spouse or a dependent child’s losing
eligibility for coverage as a dependent child), you must
notify the Plan Administrator within 60 days after the
qualifying event occurs. You must provide this notice to the
employer sponsoring the Plan.

If you’re an employee, you’ll become a qualified beneficiary if
you lose your coverage under the Plan because of the
following qualifying events:
• Your hours of employment are reduced, or
• Your employment ends for any reason other than your gross
misconduct.
If you’re the spouse of an employee, you’ll become a
qualified beneficiary if you lose your coverage under the Plan
because of the following qualifying events:
• Your spouse dies;
• Your spouse’s hours of employment are reduced;
• Your spouse’s employment ends for any reason other than
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GENERAL NOTICE OF COBRA RIGHTS
Continued
How is COBRA
provided?

continuation

coverage

Once the Plan Administrator receives notice that a qualifying
event has occurred, COBRA continuation coverage will be
offered to each of the qualified beneficiaries. Each qualified
beneficiary will have an independent right to elect COBRA
continuation coverage. Covered employees may elect COBRA
continuation coverage on behalf of their spouses, and parents
may elect COBRA continuation coverage on behalf of their
children.
COBRA continuation coverage is a temporary continuation of
coverage that generally lasts for 18 months due to
employment termination or reduction of hours of work.
Certain qualifying events, or a second qualifying event during
the initial period of coverage, may permit a beneficiary to
receive a maximum of 36 months of coverage.
There are also ways in which this 18-month period of COBRA
continuation coverage can be extended:

Disability extension of 18-month period of
COBRA continuation coverage:

If you or anyone in your family covered under the Plan is
determined by Social Security to be disabled and you notify
the Plan Administrator in a timely fashion, you and your
entire family may be entitled to get up to an additional 11
months of COBRA continuation coverage, for a maximum of
29 months. The disability would have to have started at some
time before the 60th day of COBRA continuation coverage
and must last at least until the end of the 18-month period of
COBRA continuation coverage.

through the Health Insurance Marketplace, Medicaid, or
other group health plan coverage options (such as a spouse’s
plan) through what is called a “special enrollment
period.” Some of these options may cost less than COBRA
continuation coverage. You can learn more about many of
these options at www.healthcare.gov.

If you have questions

Questions concerning your Plan or your COBRA continuation
coverage rights should be addressed to the contact or
contacts identified below. For more information about your
rights under the Employee Retirement Income Security Act
(ERISA), including COBRA, the Patient Protection and
Affordable Care Act, and other laws affecting group health
plans, contact the nearest Regional or District Office of the
U.S. Department of Labor’s Employee Benefits Security
Administration
(EBSA)
in
your
area
or
visit
www.dol.gov/ebsa. (Addresses and phone numbers of
Regional and District EBSA Offices are available through
EBSA’s website.)
For more information about the
Marketplace, visit www.HealthCare.gov.

Keep your Plan informed of address changes

To protect your family’s rights, let the Plan Administrator
know about any changes in the addresses of family
members. You should also keep a copy, for your records, of
any notices you send to the Plan Administrator.

Second qualifying event extension of 18month period of continuation coverage

If your family experiences another qualifying event during the
18 months of COBRA continuation coverage, the spouse and
dependent children in your family can get up to 18 additional
months of COBRA continuation coverage, for a maximum of
36 months, if the Plan is properly notified about the second
qualifying event. This extension may be available to the
spouse and any dependent children getting COBRA
continuation coverage if the employee or former employee
dies; becomes entitled to Medicare benefits (under Part A,
Part B, or both); gets divorced or legally separated; or if the
dependent child stops being eligible under the Plan as a
dependent child. This extension is only available if the
second qualifying event would have caused the spouse or
dependent child to lose coverage under the Plan had the first
qualifying event not occurred.

Are there other coverage options besides
COBRA Continuation Coverage?
Yes. Instead of enrolling in COBRA continuation coverage,
there may be other coverage options for you and your family
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New Health Insurance Marketplace Coverage
Options and Your Health Coverage

Form Approved
OMB No. 1210-0149
(expires 6-30-2023)

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health Insurance Marketplace. To assist you as you evaluate options for
you and your family, this notice provides some basic information about the new Marketplace and employment-based health coverage offered by your employer.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace offers "one-stop shopping" to find and compare private
health insurance options. You may also be eligible for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance coverage through the
Marketplace begins in October 2013 for coverage starting as early as January 1, 2014.

Can I Save Money on my Health Insurance Premiums in the Marketplace?

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or offers coverage that doesn't meet certain standards. The savings
on your premium that you're eligible for depends on your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit through the Marketplace and may wish to enroll in
your employer's health plan. However, you may be eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if your employer does not offer
coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your employer that would cover you (and not any other members of your family)
is more than 9.5% of your household income for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the Affordable Care Act, you
may be eligible for a tax credit.1
Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer, then you may lose the employer contribution (if any) to the
employer-offered coverage. Also, this employer contribution -as well as your employee contribution to employer-offered coverage- is often excluded from income for Federal and State
income tax purposes. Your payments for coverage through the Marketplace are made on an after-tax basis.

How Can I Get More Information?

For more information about your coverage offered by your employer, please check your summary plan description or contact:

Keri Nelson 727-363-9233
The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the Marketplace and its cost. Please visit HealthCare.gov for more
information, including an online application for health insurance coverage and contact information for a Health Insurance Marketplace in your area.

PART B: Information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an application for coverage in the Marketplace, you will be asked
to provide this information. This information is numbered to correspond to the Marketplace application.

3. Employer Name

4. Employer Identification Number (EIN)

City of St. Pete Beach

59-6000423

5. Employer Address

6. Employer Phone Number

155 Corey Ave

727-363-9233

7. City

8. State

9. Zip Code

St. Pete Beach

FL

33706

10. Who can we contact about employee health coverage at this job?
Keri Nelson
11. Phone Number (if different from above)

12. E-mail address
knelson@stpetebeach.org

1 An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the plan is no less than 60 percent of
such costs

Here is some basic information about health coverage offered by this employer:
•

As your employer, we offer a health plan to:
X

All Employees. Eligible employees are:
All Full Time Employees working at least 30 hours.

Some employees. Eligible employees are:

•

With respect to dependents:
X

We do offer coverage. Eligible Dependents are:
Your Legal Spouse or qualified domestic partner. Your married or unmarried natural children, step-children living with you, legally adopted children and any
other children for whom you have legal guardianship, who are under 26 years of age. A dependent who is older than 26 years of age, but less than 30 years
of age may be eligible for medical benefits if the dependent is:
•
unmarried and not have dependents of his or her own; AND
•
Be a resident of Florida or a student; AND
•
Not have coverage of their own, or covered under any other plan; AND
•
Not entitled to benefits under Medicare
We do not offer coverage.

X

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be affordable, based on employee wages.
**Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount through the Marketplace. The Marketplace will use your
household income, along with other factors, to determine whether you may be eligible for a premium discount. If, for example, your wages vary from week to week (perhaps
you are an hourly employee or you work on a commission basis), if you are newly employed mid-year, or if you have other income losses, you may still qualify for a premium
discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the employer information you'll enter when you visit
HealthCare.gov to find out if you can get a tax credit to lower your monthly premiums.

The information below corresponds to the Marketplace Employer Coverage Tool. Completing this section is optional for employers, but will help ensure employees understand
their coverage choices.
13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in the next 3 months?
Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the employee eligible for coverage?

(mm/dd/yyyy) (Continue)

No (STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard*?
Yes (Go to question 15)

No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include family plans): If the employer has wellness programs, provide the
premium that the employee would pay if he/ she received the maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on wellness
programs.
a. How much would the employee have to pay in premiums for this plan?
b. How often?

Weekly

Every 2 weeks

$
Twice a month

Monthly

Quarterly

Yearly

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don’t know, STOP and return form to employee.
16. What change will the employer make for the new plan year?
Employer won’t offer health coverage
Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the employee that meets the minimum value
standard.* (Premium should reflect the discount for wellness programs. See question 15)
a. How much would the employee have to pay in premiums for this plan?
b. How often?

Weekly

Every 2 weeks

$
Twice a month

_________________________
Monthly

Quarterly

Yearly

1 An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the plan is no less than 60 percent of
such costs (Section 36(c)(2)(C)(ii) of the Internal Revenue Code of 1986)

NOTES

NOTES

The information in this Benefits Summary is presented for illustrative purposes and is based on information
provided by your employer. The text contained in this Summary was taken from various summary plan
descriptions and benefit information. While every effort was taken to accurately report your benefits,
discrepancies or errors are always possible. In case of discrepancy between the Benefits Summary and the
actual plan documents, the actual plan documents will prevail. All information is confidential, pursuant to
the Health Insurance Portability and Accountability Act of 1996. If you have any questions about this
summary, contact Human Resources.
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