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Contact Information
Health Insurance 
Blue Cross Blue Shield 
(800) 521-2227 PPO Plans
(877) 299-2377 HMO Plans
www.bcbstx.com

Dental
Aetna 
Group Policy Number: 737450 
(877) 238-6200
www.aetna.com
Dental Network: PDN II

Vision 
Davis Vision 
(877) 923-2847
www.davisvision.com/member

Long Term Disability 
UNUM 
(866) 679-3054
www.unum.com

Employer Paid Life/AD&D Voluntary Life/AD&D Whole Life/AD&D 
UNUM 
(866) 679-3054
www.unum.com

Accident/Cancer/Critical Illness/Hospital Indemnity 
Colonial Life 
(800) 325-4368
www.coloniallife.com

Flexible Spending Account 
Creative Benefit Administrators 
(210) 625-8765
www.cba-tx.com

Salazar Insurance Group 
(956) 425-8573

www.salazarinsurancegroup.com 
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Welcome to Your Benefits Guide 

This booklet has been provided to inform you of all the benefit options available to you. Please take 
the time to review the various plan designs and coverages and decide which option(s) best fit your 
needs for the 202 – 202  plan year.  

What Do You Need To Enroll? 

You will need to have the following items on hand: 
The names, Social Security numbers, dates of birth, and addresses of any/all dependents you
wish to enroll in one, or more, of the plans.
Life Insurance Beneficiary (Primary and Contingent) Information.
Proof of dependent status, if you are adding a dependent (i.e. marriage certificate, birth
certificate, court order, etc.)
Previous or current medical credible coverage information.

During your enrollment, you will be meeting with a benefits counselor who can answer questions 
about the benefit plans available to you.  

How to Make Changes 

Unless you have a qualified change in status (Qualifying Event), you cannot make changes to the 
benefits you elect until the next open enrollment period. Qualified changes in status include:  

Marriage, divorce or legal separation
Birth or adoption of a child, court order, disability, death, reaching the dependent child age
limit of 26
Significant changes in employment or employer-sponsored benefit coverage that affect you or
your spouse’s benefit eligibility

**Please note that any enrollment changes must be submitted within 30 days of the 
qualifying event. Contact your Human Resources office for these forms** 

Changes after October 1st will not be permitted unless you have a 
qualifying event such as:  

Change in the Employee's legal marital status
Newborn
Change in employment status that affects benefit eligibility
Dependent satisfies or ceases to satisfy dependent eligibility requirements
HIPAA Special Enrollment Rights
Judgements, Decrees or Orders
COBRA Events
Entitlement to Medicare or Medicaid
Significant changes in coverage under the plan of the Employer of a spouse or dependent
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Employee Insurance Premium Rate Sheet
Effective October 01, 2025 – September 30, 2026

Blue Cross Blue Shield Medical
HMO Plan

Description Total Premium Employer
Monthly

Employee
Monthly

Semi-Monthly
(24 Pay Periods)

Bi-Weekly
(26 Pay Periods)

Employee Only $582.39 $582.39 $0.00 $0.00
Employee & Spouse $1,309.16 $1,041.44 $267.72 $133.86
Employee & Children $1,228.14 $990.25 $237.89 $118.95
Employee & Family $2,025.43 $1,493.76 $531.67 $265.84

Blue Cross Blue Shield
Medical PPO Plan

Description Total Premium Employer
Monthly

Employee
Monthly

Semi-Monthly
(24 Pay Periods)

Bi-Weekly
(26 Pay Periods)

Employee Only $626.77 $582.39 $44.38 $22.19
Employee & Spouse $1,408.91 $1,041.44 $367.47 $183.74
Employee & Children $1,321.72 $990.25 $331.47 $165.74
Employee & Family $2,179.76 $1,493.76 $686.00 $343.00

Aetna
Dental - Low Plan

Description Total Premium Employer
Monthly

Employee
Monthly

Semi-Monthly
(24 Pay Periods)

Bi-Weekly
(26 Pay Periods)

Employee Only $23.20 $0.00 $23.20 $11.60
Employee + 1 Dep $45.47 $0.00 $45.47 $22.74
Employee & Family $73.26 $0.00 $73.26 $36.63

Aetna
Dental - High Plan

Description Total Premium Employer
Monthly

Employee
Monthly

Semi-Monthly
(24 Pay Periods)

Bi-Weekly
(26 Pay Periods)

Employee Only $35.24 $0.00 $35.24 $17.62
Employee + 1 Dep $69.76 $0.00 $69.76 $34.88
Employee & Family $117.56 $0.00 $117.56 $58.78

Davis
Vision - Option 1

Description Total Premium Employer
Monthly

Employee
Monthly

Semi-Monthly
(24 Pay Periods)

Bi-Weekly
(26 Pay Periods)

Employee Only $5.67 $0.00 $5.67 $2.84
Employee & Spouse $10.22 $0.00 $10.22 $5.11
Employee & Children $9.68 $0.00 $9.68 $4.84
Employee & Family $15.31 $0.00 $15.31 $7.66

Davis
Vision - Option 2

Description Total Premium Employer
Monthly

Employee
Monthly

Semi-Monthly
(24 Pay Periods)

Bi-Weekly
(26 Pay Periods)

Employee Only $7.31 $0.00 $7.31 $3.66
Employee & Spouse $13.11 $0.00 $13.11 $6.56
Employee & Children $12.43 $0.00 $12.43 $6.22
Employee & Family $19.74 $0.00 $19.74 $9.87

Employee Per Pay Employee Per Pay 
Period Deductions



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 10/01/2025 – 09/30/2026
CITY OF HARLINGEN TEXAS: HMO Plan Coverage for: Individual / Family | Plan Type: HMO

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross 
and Blue Shield Association Page 1 of 7

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-877-299-2377 or at

For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the 
Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-855-756-4448 to request a copy.

Important Questions Answers Why This Matters:

What is the overall
deductible? $1,750 Individual / $3,500 Family

Generally, you must pay all of the costs from providers up to the 
deductible amount before this plan begins to pay. If you have other family 
members on the plan, each family member must meet their own individual 
deductible until the total amount of deductible expenses paid by all family 
members meets the overall family deductible.

Are there services 
covered before you meet 
your deductible?

Yes. Services that charge a copayment, prescription 
drugs, and preventive care are covered before you meet 
your deductible.

This plan covers some items and services even if you haven’t yet met the 
deductible amount. But a copayment or coinsurance may apply. For 
example, this plan covers certain preventive services without cost sharing
and before you meet your deductible. See a list of covered preventive
services at www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific 
services?

No. You don’t have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan? $4,250 Individual / $8,500 Family

The out-of-pocket limit is the most you could pay in a year for covered 
services. If you have other family members in this plan, they have to meet 
their own out-of-pocket limits until the overall family out-of-pocket limit has 
been met.

What is not included in 
the out-of-pocket limit?

Premiums, balance-billing charges, and health care this 
plan doesn’t cover.

Even though you pay these expenses, they don’t count toward the out-of-
pocket limit.

Will you pay less if you 
use a network provider?

Yes. See www.bcbstx.com or call 1-800-810-2583 for a 
list of network providers.

This plan uses a provider network. You will pay less if you use a provider
in the plan’s network. You will pay the most if you use an out-of-network
provider, and you might receive a bill from a provider for the difference 
between the provider’s charge and what your plan pays (balance billing). 
Be aware, your network provider might use an out-of-network provider for 
some services (such as lab work). Check with your provider before you get 
services.

Do you need a referral to 
see a specialist? Yes. This plan will pay some or all of the costs to see a specialist for covered 

services but only if you have a referral before you see the specialist.

https://policy-srv.box.com/s/qsleua1i5s00gzut4qrt8c6awb2la7kf.
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*For more information about limitations and exceptions, see the plan or policy document at Page 2 of 7 
  

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

Common Medical Event Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information In-Network Provider 
(You will pay the least) 

Out-of-Network Provider 
(You will pay the most) 

If you visit a health care 
provider’s office or clinic 

Primary care visit to treat an 
injury or illness 

$25 copayment/visit; 
deductible does not apply Not Covered Virtual visits are available, please refer to your 

plan policy for more details. 
Specialist visit $25 copayment/visit; 

deductible does not apply Not Covered Referral required. 

Preventive care/screening/ 
immunization 

No Charge; 
deductible does not apply Not Covered 

You may have to pay for services that aren’t 
preventive. Ask your provider if the services 
needed are preventive. Then check what your 
plan will pay for. 

If you have a test 
Diagnostic test (x-ray, blood 
work) 

20% coinsurance after 
deductible Not Covered None 

Imaging (CT/PET scans, MRIs) 20% coinsurance after 
deductible Not Covered None 

If you need drugs to treat 
your illness or condition 
More information about 
prescription drug 
coverage is available at 
www.bcbstx.com 

Generic drugs 
$10 retail/$25 mail order 
copayment/prescription; 
deductible does not apply 

Not Covered 
Retail covers a 30-day supply. With 
appropriate prescription, up to a 90-day supply 
is available. Mail order covers a 90-day supply. 
Payment of the difference between the cost of 
a brand name drug and a generic may be 
required if a generic drug is available. 
Certain drugs require approval before they will 
be covered. 
The cost-sharing for insulin included in the 
drug list will not exceed $25 per prescription 
for a 30-day supply, regardless of the amount 
or type of insulin needed to fill the prescription. 

Preferred brand drugs 
$35 retail/$87.50 mail order 
copayment/prescription; 
deductible does not apply 

Not Covered 

Non-preferred brand drugs 
$70 retail/$175 mail order 
copayment/prescription; 
deductible does not apply 

Not Covered 

Specialty drugs 
$500 
copayment/prescription; 
deductible does not apply 

Not Covered 

Specialty drugs must be obtained from In-
Network specialty pharmacy provider. 
Specialty drugs are limited to a 30-day supply 
except for certain FDA-designated dosing 
regimens. Mail order is not covered. 

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory 
surgery center) 

20% coinsurance after 
deductible Not Covered None 

Physician/surgeon fees 20% coinsurance after 
deductible Not Covered None 

https://policy-srv.box.com/s/qsleua1i5s00gzut4qrt8c6awb2la7kf. 8



*For more information about limitations and exceptions, see the plan or policy document at Page 3 of 7 
  

Common Medical Event Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information In-Network Provider 
(You will pay the least) 

Out-of-Network Provider 
(You will pay the most) 

If you need immediate 
medical attention 

Emergency room care 

Facility Charges: 
$500 copayment/visit plus 
20% coinsurance after 
deductible 
ER Physician Charges: 
20% coinsurance after 
deductible 

Facility Charges: 
$500 copayment/visit plus 
20% coinsurance after 
deductible 
ER Physician Charges: 
20% coinsurance after 
deductible 

Emergency room copayment waived if 
admitted. 

Emergency medical 
transportation 

20% coinsurance after 
deductible 

20% coinsurance after 
deductible Ground and air transportation covered. 

Urgent care $75 copayment/visit; 
deductible does not apply Not Covered 

You may have to pay for services that are not 
covered by the visit fee. For an example, see 
“If you have a test” on page 2. 

If you have a hospital 
stay 

Facility fee (e.g., hospital room) 20% coinsurance after 
deductible Not Covered None 

Physician/surgeon fees 20% coinsurance after 
deductible Not Covered None 

If you need mental 
health, behavioral health, 
or substance abuse 
services 

Outpatient services 

$25 copayment/office visit; 
deductible does not apply 
20% coinsurance after 
deductible for other 
outpatient services 

Not Covered 
Certain services must be preauthorized; refer 
to your benefit booklet* for details. 
Virtual visits are available, please refer to your 
plan policy for more details. 

Inpatient services 20% coinsurance after 
deductible Not Covered None 

If you are pregnant 

Office visits $25 copayment/visit; 
deductible does not apply Not Covered 

Copayment applies to first prenatal visit (per 
pregnancy). 
Cost sharing does not apply for preventive 
services. Depending on the type of services, a 
copayment, coinsurance, or deductible may 
apply. Maternity care may include tests and 
service described elsewhere in the SBC (i.e. 
ultrasound). 

Childbirth/delivery professional 
services 

20% coinsurance after 
deductible Not Covered 

Childbirth/delivery facility 
services 

20% coinsurance after 
deductible Not Covered None 

https://policy-srv.box.com/s/qsleua1i5s00gzut4qrt8c6awb2la7kf. 9



*For more information about limitations and exceptions, see the plan or policy document at Page 4 of 7 
  

Common Medical Event Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information In-Network Provider 
(You will pay the least) 

Out-of-Network Provider 
(You will pay the most) 

If you need help 
recovering or have other 
special health needs 

Home health care 20% coinsurance after 
deductible Not Covered Preauthorization is required. 

Rehabilitation services 

$25 copayment/office visit; 
deductible does not apply 
20% coinsurance after 
deductible for other 
outpatient services and 
inpatient services 

Not Covered 

None 

Habilitation services 

$25 copayment/office visit; 
deductible does not apply 
20% coinsurance after 
deductible for other 
outpatient services and 
inpatient services 

Not Covered 

Skilled nursing care 20% coinsurance after 
deductible Not Covered Limited to 60 days per calendar year. 

Durable medical equipment 20% coinsurance after 
deductible Not Covered None 

Hospice services 20% coinsurance after 
deductible Not Covered None 

If your child needs dental 
or eye care 

Children’s eye exam $25 copayment/visit; 
deductible does not apply Not Covered None 

Children’s glasses Not Covered Not Covered None 
Children’s dental check-up Not Covered Not Covered None 

https://policy-srv.box.com/s/qsleua1i5s00gzut4qrt8c6awb2la7kf. 10



Page 5 of 7 

Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
Acupuncture
Bariatric surgery
Long-term care

Non-emergency care when traveling outside the
U.S.
Private-duty nursing

Routine foot care (with the exception of person
with diagnosis of diabetes)
Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
Chiropractic care
Cosmetic surgery (limited coverage)

Dental care (Adult, limited coverage)
Hearing aids (1 per ear per 36-month period)

Infertility treatment (diagnosis of infertility
covered; invitro not covered.)
Routine eye care (Adult)
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Page 6 of 7 

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 
agencies is: For group health coverage contact the plan, Blue Cross and Blue Shield of Texas at 1-877-299-2377 or visit www.bcbstx.com. For group health coverage 
subject to ERISA, contact the U.S. Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 
For non-federal governmental group health plans, contact Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 
1-877-267-2323 x61565 or www.cciio.cms.gov. Church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured,
individuals should contact their State insurance regulator regarding their possible rights to continuation coverage under State law. Other coverage options may be
available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit
www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact: For group health coverage subject to ERISA: Blue Cross and Blue Shield of Texas at 1-877-299-2377 or visit www.bcbstx.com, the U.S. Department of 
Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform, and the Texas Department of Insurance, Consumer 
Protection at 1-800-252-3439 or www.tdi.texas.gov. For non-federal governmental group health plans and church plans that are group health plans, Blue Cross and 
Blue Shield of Texas at 1-877-299-2377 or www.bcbstx.com or contact the Texas Department of Insurance, Consumer Protection at 1-800-252-3439 or 
www.tdi.texas.gov. Additionally, a consumer assistance program can help you file your appeal. Contact the Texas Department of Insurance’s Consumer Health 
Assistance Program at 1-800-252-3439 or visit www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants/tx.html. 

Does this plan provide Minimum Essential Coverage? Yes. 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 

Does this plan meet the Minimum Value Standards? Yes. 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 

Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-877-299-2377. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-299-2377. 
Chinese ( ):  1-877-299-2377. 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-299-2377. 

To see examples of how this plan might cover costs for a sample medical situation, see the next section. 
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The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7 

About these Coverage Examples: 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts 
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might 
pay under different health plans. Please note these coverage examples are based on self-only coverage. 

The plan’s overall deductible $1,750 
Specialist copayment $25 
Hospital (facility) coinsurance 20% 
Other coinsurance 20% 

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 

Total Example Cost $12,700 

In this example, Peg would pay: 
Cost Sharing 

Deductibles $1,750 
Copayments $40 
Coinsurance $2,200 

What isn’t covered 
Limits or exclusions $60 
The total Peg would pay is $4,050 

The plan’s overall deductible $1,750 
Specialist copayment $25 
Hospital (facility) coinsurance 20% 
Other coinsurance 20% 

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs  
Durable medical equipment (glucose meter) 

Total Example Cost $5,600 

In this example, Joe would pay: 
Cost Sharing 

Deductibles $900 
Copayments $700 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $20 
The total Joe would pay is $1,620 

The plan’s overall deductible $1,750 
Specialist copayment $25 
Hospital (facility) coinsurance 20% 
Other coinsurance 20% 

This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

Total Example Cost $2,800 

In this example, Mia would pay: 
Cost Sharing 

Deductibles $1,700 
Copayments $500 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $0 
The total Mia would pay is $2,200 

Mia’s Simple Fracture 
(in-network emergency room visit and follow up 

care) 

Managing Joe’s Type 2 Diabetes 
(a year of routine in-network care of a well- 

controlled condition) 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

13



bcbstx.com 
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 10/01/2025 – 09/30/2026
CITY OF HARLINGEN TEXAS: PPO Plan Coverage for: Individual / Family | Plan Type: PPO

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross 
and Blue Shield Association Page 1 of 7

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-521-2227 or at

For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the 
Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-855-756-4448 to request a copy.

Important Questions Answers Why This Matters:

What is the overall
deductible?

In-Network: $1,750 Individual / $3,500 Family
Out-of-Network: $7,000 Individual / $14,000 Family

Generally, you must pay all of the costs from providers up to the 
deductible amount before this plan begins to pay. If you have other family 
members on the plan, each family member must meet their own individual 
deductible until the total amount of deductible expenses paid by all family 
members meets the overall family deductible.

Are there services 
covered before you meet 
your deductible?

Yes. Services that charge a copayment, prescription
drugs, emergency room services, certain preventive care, 
and In-Network diagnostic tests are covered before you 
meet your deductible.

This plan covers some items and services even if you haven’t yet met the 
deductible amount. But a copayment or coinsurance may apply. For 
example, this plan covers certain preventive services without cost sharing
and before you meet your deductible. See a list of covered preventive
services at www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific 
services?

No. You don’t have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

In-Network: $4,250 Individual / $8,500 Family 
Out-of-Network: $17,000 Individual / $34,000 Family

The out-of-pocket limit is the most you could pay in a year for covered 
services. If you have other family members in this plan, they have to meet 
their own out-of-pocket limits until the overall family out-of-pocket limit has 
been met.

What is not included in 
the out-of-pocket limit?

Premiums, balance-billing charges, and health care this 
plan doesn’t cover.

Even though you pay these expenses, they don’t count toward the out-of-
pocket limit.

Will you pay less if you 
use a network provider?

Yes. See www.bcbstx.com or call 1-800-810-2583 for a 
list of network providers.

This plan uses a provider network. You will pay less if you use a provider
in the plan’s network. You will pay the most if you use an out-of-network
provider, and you might receive a bill from a provider for the difference 
between the provider’s charge and what your plan pays (balance billing). 
Be aware, your network provider might use an out-of-network provider for 
some services (such as lab work). Check with your provider before you get 
services.

Do you need a referral to 
see a specialist? No. You can see the specialist you choose without a referral.

https://policy-srv.box.com/s/w8wxbttmyvofji2lel0pjixoyoebgh4w.

15



*For more information about limitations and exceptions, see the plan or policy document at Page 2 of 7 
  

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

Common Medical Event Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information In-Network Provider 
(You will pay the least) 

Out-of-Network Provider 
(You will pay the most) 

If you visit a health care 
provider’s office or clinic 

Primary care visit to treat an 
injury or illness 

$25 copayment/visit; 
deductible does not apply 

50% coinsurance after 
deductible 

Virtual visits are available, please refer to your 
plan policy for more details. 

Specialist visit $25 copayment/visit; 
deductible does not apply 

50% coinsurance after 
deductible None 

Preventive care/screening/ 
immunization 

No Charge; 
deductible does not apply 

50% coinsurance after 
deductible 

You may have to pay for services that aren’t 
preventive. Ask your provider if the services 
needed are preventive. Then check what your 
plan will pay for. 
No Charge for child immunizations Out-of-
Network through the 6th birthday. 

If you have a test 
Diagnostic test (x-ray, blood 
work) 

No Charge; 
deductible does not apply 

50% coinsurance after 
deductible Office visit copayment may apply. 

Imaging (CT/PET scans, MRIs) 20% coinsurance after 
deductible 

50% coinsurance after 
deductible None 

https://policy-srv.box.com/s/w8wxbttmyvofji2lel0pjixoyoebgh4w. 16



 

*For more information about limitations and exceptions, see the plan or policy document at Page 3 of 7 
  

Common Medical Event Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information In-Network Provider 
(You will pay the least) 

Out-of-Network Provider 
(You will pay the most)  

If you need drugs to treat 
your illness or condition 
More information about 
prescription drug 
coverage is available at 
www.bcbstx.com 

Generic drugs 
$10 retail/$25 mail order 
copayment/prescription; 
deductible does not apply 

$10 copayment/prescription 
plus 50% coinsurance; 
deductible does not apply 

Retail covers a 30-day supply. With 
appropriate prescription, up to a 90-day supply 
is available. Mail order covers a 90-day supply. 
Out-of-Network mail order is not covered. 
Payment of the difference between the cost of 
a brand name drug and a generic may be 
required if a generic drug is available. 
For Out-of-Network pharmacy, member must 
file claim. 
Certain drugs require approval before they will 
be covered. 
The cost-sharing for insulin included in the 
drug list will not exceed $25 per prescription 
for a 30-day supply, regardless of the amount 
or type of insulin needed to fill the prescription. 

Preferred brand drugs 
$35 retail/$87.50 mail order 
copayment/prescription; 
deductible does not apply 

$35 copayment/prescription 
plus 50% coinsurance; 
deductible does not apply 

Non-preferred brand drugs 
$70 retail/$175 mail order 
copayment/prescription; 
deductible does not apply 

$70 copayment/prescription 
plus 50% coinsurance; 
deductible does not apply 

Specialty drugs 
$500 
copayment/prescription; 
deductible does not apply 

$500 copayment/prescription 
plus 50% coinsurance; 
deductible does not apply 

For In-Network benefit, specialty drugs must 
be obtained from In-Network specialty 
pharmacy provider. Specialty drugs are limited 
to a 30-day supply except for certain FDA-
designated dosing regimens. Mail order is not 
covered. 

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory 
surgery center) 

20% coinsurance after 
deductible 

50% coinsurance after 
deductible None 

Physician/surgeon fees 20% coinsurance after 
deductible 

50% coinsurance after 
deductible None 

If you need immediate 
medical attention 

Emergency room care 

Facility Charges: 
$500 copayment/visit plus 
20% coinsurance; 
deductible does not apply 
ER Physician Charges: 
20% coinsurance after 
deductible 

Facility Charges: 
$500 copayment/visit plus 
20% coinsurance; 
deductible does not apply 
ER Physician Charges: 
20% coinsurance after 
deductible 

Emergency room copayment waived if 
admitted. 

Emergency medical 
transportation 

20% coinsurance after 
deductible 

20% coinsurance after 
deductible Ground and air transportation covered. 

Urgent care $75 copayment/visit; 
deductible does not apply 

50% coinsurance after 
deductible 

You may have to pay for services that are not 
covered by the visit fee. For an example, see 
“If you have a test” on page 2. 
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*For more information about limitations and exceptions, see the plan or policy document at Page 4 of 7 
  

Common Medical Event Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information In-Network Provider 
(You will pay the least) 

Out-of-Network Provider 
(You will pay the most)  

If you have a hospital 
stay 

Facility fee (e.g., hospital room) 20% coinsurance after 
deductible 

50% coinsurance after 
deductible None 

Physician/surgeon fees 20% coinsurance after 
deductible 

50% coinsurance after 
deductible None 

If you need mental 
health, behavioral health, 
or substance abuse 
services 

Outpatient services 

$25 copayment/office visit; 
deductible does not apply 
20% coinsurance after 
deductible for other 
outpatient services 

50% coinsurance after 
deductible 

Certain services must be preauthorized; refer 
to your benefit booklet* for details. 
Virtual visits are available, please refer to your 
plan policy for more details. 

Inpatient services 20% coinsurance after 
deductible 

50% coinsurance after 
deductible None 

If you are pregnant 

Office visits $25 copayment/visit; 
deductible does not apply 

50% coinsurance after 
deductible 

Copayment applies to first prenatal visit (per 
pregnancy). 
Cost sharing does not apply for preventive 
services. Depending on the type of services, a 
copayment, coinsurance, or deductible may 
apply. Maternity care may include tests and 
service described elsewhere in the SBC (i.e. 
ultrasound). 

Childbirth/delivery professional 
services 

20% coinsurance after 
deductible 

50% coinsurance after 
deductible  

Childbirth/delivery facility 
services 

20% coinsurance after 
deductible 

50% coinsurance after 
deductible None 
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*For more information about limitations and exceptions, see the plan or policy document at Page 5 of 7 
  

Common Medical Event Services You May Need 
What You Will Pay Limitations, Exceptions, & Other Important 

Information In-Network Provider 
(You will pay the least) 

Out-of-Network Provider 
(You will pay the most)  

If you need help 
recovering or have other 
special health needs 

Home health care 20% coinsurance after 
deductible 

50% coinsurance after 
deductible 

Limited to 60 visits per calendar year. 
Preauthorization is required. 

Rehabilitation services 

$25 copayment/office visit; 
deductible does not apply 
20% coinsurance after 
deductible for other 
outpatient services 

50% coinsurance after 
deductible Limited to 35 visits combined for all therapies 

per calendar year. Includes, but is not limited 
to, occupational, physical, and manipulative 
therapy. 

Habilitation services 

$25 copayment/office visit; 
deductible does not apply 
20% coinsurance after 
deductible for other 
outpatient services 

50% coinsurance after 
deductible 

Skilled nursing care 20% coinsurance after 
deductible 

50% coinsurance after 
deductible Limited to 60 visits per calendar year. 

Durable medical equipment 20% coinsurance after 
deductible 

50% coinsurance after 
deductible None 

Hospice services 20% coinsurance after 
deductible 

50% coinsurance after 
deductible  None 

If your child needs dental 
or eye care 

Children’s eye exam $25 copayment/visit; 
deductible does not apply 

50% coinsurance after 
deductible None 

Children’s glasses Not Covered Not Covered None 
Children’s dental check-up Not Covered Not Covered None 

 
Excluded Services & Other Covered Services: 
 
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 

Acupuncture   
Bariatric surgery   
Cosmetic surgery  
Dental care (Adult)  

Infertility treatment  
Long-term care  
Non-emergency care when traveling outside the 
U.S.  

Private-duty nursing  
Routine foot care  
Weight loss programs  

 
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 

Chiropractic care (35 visits per year) Hearing aids (1 per ear per 36-month period) Routine eye care (Adult)  
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 
agencies is: For group health coverage contact the plan, Blue Cross and Blue Shield of Texas at 1-800-521-2227 or visit www.bcbstx.com. For group health coverage 
subject to ERISA, contact the U.S. Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 
For non-federal governmental group health plans, contact Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 
1-877-267-2323 x61565 or www.cciio.cms.gov. Church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, 
individuals should contact their State insurance regulator regarding their possible rights to continuation coverage under State law. Other coverage options may be 
available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit 
www.HealthCare.gov or call 1-800-318-2596. 
 
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, 
contact: For group health coverage subject to ERISA: Blue Cross and Blue Shield of Texas at 1-800-521-2227 or visit www.bcbstx.com, the U.S. Department of 
Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform, and the Texas Department of Insurance, Consumer 
Protection at 1-800-252-3439 or www.tdi.texas.gov. For non-federal governmental group health plans and church plans that are group health plans, Blue Cross and 
Blue Shield of Texas at 1-800-521-2227 or www.bcbstx.com or contact the Texas Department of Insurance, Consumer Protection at 1-800-252-3439 or 
www.tdi.texas.gov. Additionally, a consumer assistance program can help you file your appeal. Contact the Texas Department of Insurance’s Consumer Health 
Assistance Program at 1-800-252-3439 or visit www.cms.gov/CCIIO/Resources/Consumer-Assistance-Grants/tx.html. 
 
Does this plan provide Minimum Essential Coverage? Yes. 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 
 
Does this plan meet the Minimum Value Standards? Yes. 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
 
Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-521-2227. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-521-2227. 
Chinese ( ):  1-800-521-2227. 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-521-2227. 
 

 To see examples of how this plan might cover costs for a sample medical situation, see the next section. 
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The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7 

About these Coverage Examples: 

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts 
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might 
pay under different health plans. Please note these coverage examples are based on self-only coverage. 

The plan’s overall deductible $1,750 
Specialist copayment $25 
Hospital (facility) coinsurance 20% 
Other coinsurance 20% 

This EXAMPLE event includes services like: 
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 

Total Example Cost $12,700 

In this example, Peg would pay: 
Cost Sharing 

Deductibles $1,750 
Copayments $40 
Coinsurance $1,900 

What isn’t covered 
Limits or exclusions $60 
The total Peg would pay is $3,750 

The plan’s overall deductible $1,750 
Specialist copayment $25 
Hospital (facility) coinsurance 20% 
Other coinsurance 20% 

This EXAMPLE event includes services like: 
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs  
Durable medical equipment (glucose meter) 

Total Example Cost $5,600 

In this example, Joe would pay: 
Cost Sharing 

Deductibles $800 
Copayments $700 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $20 
The total Joe would pay is $1,520 

The plan’s overall deductible $1,750 
Specialist copayment $25 
Hospital (facility) coinsurance 20% 
Other coinsurance 20% 

This EXAMPLE event includes services like: 
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

Total Example Cost $2,800 

In this example, Mia would pay: 
Cost Sharing 

Deductibles $1,700 
Copayments $500 
Coinsurance $0 

What isn’t covered 
Limits or exclusions $0 
The total Mia would pay is $2,200 

Mia’s Simple Fracture 
(in-network emergency room visit and follow up 

care) 

Managing Joe’s Type 2 Diabetes 
(a year of routine in-network care of a well- 

controlled condition) 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 
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 Annual Deductible*
 Individual $50 

   Family $150 
 Preventive Services 100%
 Basic Services 100%
 Major Services Not Covered
 Annual Benefit Maximum $1,250 
 Office Visit Copay N/A
 Orthodontic Services Not Covered
 Orthodontic Deductible Not Covered
 Orthodontic Lifetime Maximum Not Covered

Partial List of Services

 Preventive
Oral examinations (a) 100%
Cleanings (a) Adult/Child 100%
Fluoride (a) 100%
Sealants (permanent molars only) (a) 100%
Bitewing Images (a) 100%
Full mouth series Images (a) 100%
Space Maintainers 100%

Basic
Root canal therapy

Anterior teeth / Bicuspid teeth 100%
Scaling and root planing (a) 100%
Gingivectomy (a)* 100%
Amalgam (silver) fillings 100%
Composite fillings (anterior teeth only) 100%
Stainless steel crowns 100%
Incision and drainage of abscess* 100%
Uncomplicated extractions 100%
Surgical removal of erupted tooth* 100%
Surgical removal of impacted tooth (soft tissue)* 100%

Major
General anesthesia/intravenous sedation* Not Covered
Inlays Not Covered
Onlays Not Covered
Crowns Not Covered
Crown lengthening Not Covered
Full & partial dentures Not Covered
Pontics Not Covered
Root canal therapy, molar teeth Not Covered
Osseous surgery (a)* Not Covered
Surgical removal of impacted tooth (partial bony/ full bony)* Not Covered
Denture repairs Not Covered
Crown Build-Ups Not Covered

(a) Frequency and/or age limitations may apply to these services.  These limits are described in the booklet/certificate.

Passive PDN

Passive PDN

*The deductible applies to:  Basic services only

With PDNII Network

With PDNII Network

*Certain services may be covered under the Medical Plan. Contact Member Services for more details.

Dental Benefits Summary

Page: 1

Employee Only     2
Employee + 1      
Family

Low Plan
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 Annual Deductible*
 Individual $50 

   Family $150 
 Preventive Services 100%
 Basic Services 80%
 Major Services 50%
 Annual Benefit Maximum $1,250 
 Office Visit Copay N/A
 Orthodontic Services (Adult and Child) 50%
 Orthodontic Deductible None
 Orthodontic Lifetime Maximum $1,000 

Partial List of Services

 Preventive
Oral examinations (a) 100%
Cleanings (a) Adult/Child 100%
Fluoride (a) 100%
Sealants (permanent molars only) (a) 100%
Bitewing Images (a) 100%
Full mouth series Images (a) 100%
Space Maintainers 100%

Basic
Root canal therapy

Anterior teeth / Bicuspid teeth 80%
Scaling and root planing (a) 80%
Gingivectomy (a)* 80%
Amalgam (silver) fillings 80%
Composite fillings (anterior teeth only) 80%
Stainless steel crowns 80%
Incision and drainage of abscess* 80%
Uncomplicated extractions 80%
Surgical removal of erupted tooth* 80%
Surgical removal of impacted tooth (soft tissue)* 80%
General anesthesia/intravenous sedation* 80%

Major
Inlays 50%
Onlays 50%
Crowns 50%
Crown lengthening 50%
Full & partial dentures 50%
Pontics 50%
Root canal therapy, molar teeth 50%
Osseous surgery (a)* 50%
Surgical removal of impacted tooth (partial bony/ full bony)* 50%
Denture repairs 50%
Crown Build-Ups 50%
Implants 50%

(a) Frequency and/or age limitations may apply to these services.  These limits are described in the booklet/certificate.

Passive PDN

Passive PDN

*The deductible applies to:  Basic & Major services only

With PDNII Network

With PDNII Network

*Certain services may be covered under the Medical Plan. Contact Member Services for more details.

Dental Benefits Summary

CITY OF HARLINGEN
737450

Effective Date: 10-01-202

Page: 1

Employee Only    
Employee +1       
Family

High Plan
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Effective Date: 10-01-2022
737450

Dental Benefits Summary

CITY OF HARLINGEN

(b) a crown, bridge, or cast or processed restoration if a tooth was prepared for it before the person became a covered
person; or
(c) root canal therapy if the pulp chamber for it was opened before the person became a covered person.

15. Services given by a nonparticipating dental provider to the extent that the charges exceed the amount payable for the
services shown in the Dental Care Schedule that applies.
16. Those for a crown, cast or processed restoration unless:

(a) it is treatment for decay or traumatic injury, and teeth cannot be restored with a filling material; or
(b) the tooth is an abutment to a covered partial denture or fixed bridge.

17. Those for pontics, crowns, cast or processed restorations made with high-noble metals, unless otherwise specified in the
Booklet-Certificate.
18. Those for surgical removal of impacted wisdom teeth only for orthodontic reasons, unless otherwise specified in the Booklet-
Certificate.

13. Those for general anesthesia and intravenous sedation, unless specifically covered.  For plans that cover these services,
they will not be eligible for benefits unless done in conjunction with another necessary covered service.
14. Those for treatment by other than a dentist, except that scaling or cleaning of teeth and topical application of fluoride may 
be done by a licensed dental hygienist.  In this case, the treatment must be given under the supervision and guidance of a
dentist.

9. Services that Aetna defines as not necessary for the diagnosis, care or treatment of the condition involved.  This applies
even if they are prescribed, recommended or approved by the attending physician or dentist.
10. Those for services intended for treatment of any jaw joint disorder, unless otherwise specified in the Booklet-Certificate.

11. Those for space maintainers, except when needed to preserve space resulting from the premature loss of deciduous teeth.

12. Those for orthodontic treatment, unless otherwise specified in the Booklet-Certificate.

8. Those for any of the following services (Does not apply to the DMO plan in TX):
(a) an appliance or modification of one if an impression for it was made before the person became a covered person;

3. Services not listed in the Dental Care Schedule that applies, unless otherwise specified in the Booklet-Certificate.
4. Those for replacement of a lost, missing or stolen appliance, and those for replacement of appliances that have been
damaged due to abuse, misuse or neglect.
5. Those for plastic, reconstructive or cosmetic surgery, or other dental services or supplies, that are primarily intended to
improve, alter or enhance appearance.  This applies whether or not the services and supplies are for psychological or emotional
reasons.  Facings on molar crowns and pontics will always be considered cosmetic.
6. Those for or in connection with services, procedures, drugs or other supplies that are determined by Aetna to be
experimental or still under clinical investigation by health professionals. (Does not apply to TX plans)

When emergency services are provided by a participating PDN dentist, your co-payment/coinsurance amount will be based on a 
negotiated fee schedule.  When emergency services are provided by a non-participating dentist, you will be responsible for the 
difference between the plan payment and the dentist's usual charge.  Refer to your plan documents for details.  Subject to state 
requirements.  Out-of-area emergency dental care may be reviewed by our dental consultants to verify appropriateness of 
treatment.

(b) under any other plan of group benefits provided by or through your employer.

If you need emergency dental care for the palliative treatment (pain relieving, stabilizing) of a dental emergency, you are 
covered 24 hours a day, 7 days a week.

Emergency Dental Care

7. Those for dentures, crowns, inlays, onlays, bridgework, or other appliances or services used for the purpose of splinting, to
alter vertical dimension, to restore occlusion, or to correct attrition, abrasion or erosion.

(a) a non-occupational disease; or
(b) a non-occupational injury.

This Aetna Dental® Participating Dental Network (PDN) benefits summary is provided by Aetna Life Insurance Company for 
some of the more frequently performed dental procedures.  Under the Dental Participating Dental Network (PDN) plan, you may 
choose at the time of service either a PDN participating dentist or any nonparticipating dentist.  With the PDN plan, savings are 
possible because the participating dentists have agreed to provide care for covered services at negotiated rates.  Non-
participating benefits are subject to recognized charge limits.

Other Important Information

1. Services or supplies that are covered in whole or in part:
(a) under any other part of this Dental Care Plan; or

Partial List of Exclusions and Limitations* - Coverage is not provided for the following:

2. Services and supplies to diagnose or treat a disease or injury that is not:

Page: 2
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Effective Date: 10-01-2022
737450

Dental Benefits Summary

CITY OF HARLINGEN

The replacement or addition of teeth is required to replace one or more teeth extracted after the existing denture or
bridgework was installed.  This coverage must have been in force for the covered person when the extraction took place.

The existing denture, crown; cast or processed restoration, removable denture, bridgework, or other prosthetic service cannot 
be made serviceable, and was installed at least 8 years before its replacement. 

The existing denture is an immediate temporary one to replace one or more natural teeth extracted while the person is covered, 
and cannot be made permanent, and replacement by a permanent denture is required.  The replacement must take place within 
12 months from the date of initial installation of the immediate temporary denture.

Consult Aetna Dentals online provider search for the most current provider listings. Participating providers are independent 
contractors in private practice and are neither employees nor agents of Aetna Dental or its affiliates. The availability of any 
particular provider cannot be guaranteed, and provider network composition is subject to change without notice. For the most 
current information, please contact the selected provider or Aetna Member Services at the toll-free number on your online ID 
card, or use our Internet-based provider search available at www.aetna.com.

In the event of a problem with coverage, members should contact Member Services at the toll-free number on their online ID 
cards for information on how to utilize the grievance procedure when appropriate.
All member care and related decisions are the sole responsibility of participating providers. Aetna Dental does not provide 
health care services and, therefore, cannot guarantee any results or outcomes.

Dental plans are provided or administered by Aetna Life Insurance Company, Aetna Dental Inc., Aetna Dental of California Inc. 
and/or Aetna Health Inc.

Specific products may not be available on both a self-funded and insured basis. The information in this document is subject to 
change without notice. In case of a conflict between your plan documents and this information, the plan documents will govern.

The extraction of a third molar does not qualify. Any such appliance or fixed bridge must include the replacement of an extracted 
tooth or teeth.

Reinstatement Rule: If your Employee and Dependents coverage terminates because your contributions are not paid when due, 
you may not be covered again for a period of two years from the date your coverage terminates.  If you are in an eligible class, 
you may re-enroll yourself and your eligible dependents at the end of such two-year period.  Your dental coverage will be 
effective as described in the Effective date of Coverage section of the Booklet-Certificate.  Your dental coverage will be subject 
to any rules that apply to a person who enrolls after the first 31 days the person is eligible for the coverage.

Replacement Rule
The replacement of; addition to; or modification of:  existing dentures; crowns; casts or processed restorations; removable 
denture; fixed bridgework; or other prosthetic services is covered only if one of the following terms is met:

Any exclusion above will not apply to the extent that coverage of the charges is required under any law that applies to the 
coverage.

(a) the copayment for the approved less costly service; plus

*This is a partial list of exclusions and limitations, others may apply.  Please check your plan booklet for details.

Alternate Treatment Rule: If more than one service can be used to treat a covered person’s dental condition, Aetna may decide 
to authorize coverage only for a less costly covered service provided that all of the following terms are met:

(a) the service must be listed on the Dental Care Schedule;
(b) the service selected must be deemed by the dental profession to be an appropriate method of treatment; and
(c) the service selected must meet broadly accepted national standards of dental practice.

If treatment is being given by a participating dental provider and the covered person asks for a more costly covered service than 
that for which coverage is approved, the specific copayment for such service will consist of:

(b) the difference in cost between the approved less costly service and the more costly covered service.

Finding Participating Providers

Your Dental Care Plan Coverage Is Subject to the Following Rules:

20. Services done where there is no evidence of pathology, dysfunction or disease other than covered preventive services.
19. Services needed solely in connection with non-covered services.

Telehealth Services: The plan will reimburse the treating or consulting provider for the diagnosis, consultation, or treatment of an 
enrollee via telehealth on the same basis and to the same extent that the plan would reimburse the same covered in-person 
service.

Page: 3
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TTY:711

English

Albanian

Amharic

Arabic

Armenian

Bantu-Kirundi

Bengali

Burmese

This material is for informational purposes only and is neither an offer of coverage nor dental advice.  It contains only a partial, 
general description of plan or program benefits and does not constitute a contract.  The availability of a plan or program may 
vary by geographic service area.  Certain dental plans are available only for groups of a certain size in accordance with 
underwriting guidelines.  Some benefits are subject to limitations or exclusions.  Consult the plan documents (Schedule of 
Benefits, Certificate/Evidence of Coverage, Booklet, Booklet-Certificate, Group Agreement, Group Policy) to determine 
governing contractual provisions, including procedures, exclusions and limitations relating to your plan.

In Texas, the Dental Participating Dental Network (PDN) is known as the Participating Dental Network (PDN), and is 
administered by Aetna Life Insurance Company.

If you believe we have failed to provide these services or otherwise discriminated based on a protected class noted above, you can 
also file a grievance with the Civil Rights Coordinator by contacting: 

Civil Rights Coordinator, 
P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA  93779), 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights 
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at: U.S. Department of Health and Human 
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, or at 1-800-368-1019, 800-537-
7697 (TDD). 

Aetna is the brand name used for products and services provided by one or more of the Aetna group of subsidiary companies, 
including Aetna Life Insurance Company, Coventry Health Care plans and their affiliates (Aetna).

1-800-648-7817, TTY: 711,
Fax: 859-425-3379 (CA HMO customers: 860-262-7705),
CRCoordinator@aetna.com.

Aetna complies with applicable Federal civil rights laws and does not discriminate, exclude or treat people differently based on 
their race, color, national origin, sex, age, or disability.

Aetna provides free aids/services to people with disabilities and to people who need language assistance.

If you need a qualified interpreter, written information in other formats, translation or other services, call 877-238-6200.

To access language services at no cost to you, call the number on your ID card.

Për shërbime përkthimi falas për ju, telefononi në numrin që gjendet në kartën tuaj të identitetit.

የቋንቋ አገልግሎቶችን ያለክፍያ ለማግኘት፣ በመታወቂያዎት ላይ ያለውን ቁጥር ይደውሉ፡፡

.للحصول على الخدمات اللغویة دون أي تكلفة، الرجاء الاتصال على الرقم الموجود على بطاقة اشتراكك

Ձեր նախընտրած լեզվով ավվճար խորհրդատվություն  ստանալու համար զանգահարեք ձեր բժշկական  
ապահովագրության քարտի վրա նշված հէրախոսահամարով
Kugira uronke serivisi z'indimi ata kiguzi, hamagara inomero iri ku karangamuntu kawe

আপনােক িবনামূেলƦ ভাষা পিরেষবা Łপেত হেল আপনার পিরচয়পেƶ Łদওয়া ন˟ের Łটিলেফান কˠন।

Page: 4
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1 Unum internal data, 2017

City of Harlingen

Term Life  with Accidental Death & Dismemberment (AD&D) Insurance  
can provide money for your family if you die or are diagnosed with a terminal illness.

How does it work?
You keep coverage for a set period of time, or “term.” If you 
die during that term, the money can help your family pay for 
basic living expenses, final arrangements, tuition and more.

AD&D Insurance is also available, which can pay a benefit 
if you survive an accident but have certain serious injuries. 
It can pay an additional amount if you die from a covered 
accident.

Why choose Unum?
Your employer is offering you this coverage at no cost to you. 
Unum is the leading provider of employee benefits, with 
more than 165 years of experience.1 We’ll be there to back 
our benefits and provide you with the support you need.

What else is included? 

A “Living” Benefit 
If you are diagnosed with a terminal illness with less 
than 12 months to live, you can request 75% of your life 
insurance benefit (up to $500,000) while you are still 
living. This amount will be taken out of the death benefit 
and may be taxable.  

Waiver of premium 
Your cost may be waived if you are totally disabled for a 
period of time.

Portability 
You may be able to keep coverage if you leave the 
company, retire or change the number of hours you 
work.
Employees or dependents who have a sickness or injury having a material effect on 
life expectancy at the time their group coverage ends are not eligible for portability.

Who can get Term Life coverage?
If you are actively at work at least 40 hours per week, you 
can receive coverage for:

You: You can receive a benefit amount of $13,000.

Who can get Accidental Death & Dismemberment 
(AD&D) coverage?

You: You can receive an AD&D benefit amount of $13,000.
No questions or health exams required for AD&D coverage.
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Exclusions and limitations
Actively at work
Eligible employees must be actively at work to apply for coverage. Being actively at work 
means on the day the employee applies for coverage, the individual must be working at 
one of his/her company’s business locations; or the individual must be working at a location 
where he/she is required to represent the company. If applying for coverage on a day that 
is not a scheduled workday, the employee will be considered actively at work as of his/
her last scheduled workday. Employees are not considered actively at work if they are on a 
leave of absence or lay off.
Employees must be U.S. citizens or legally authorized to work in the U.S. to receive 
coverage.
Employees must be actively employed in the United States with the Employer to receive 
coverage. Employees must be insured under the plan for spouses and dependents to be 
eligible for coverage.

Exclusions and limitations
Life insurance benefits will not be paid for deaths that are caused by suicide occurring 
within 24 months after the effective date of coverage or the date that increases to existing 
coverage becomes effective. This exclusion standardly applies to all medically written 
amounts and contributory amounts that are funded by the employee including shared 
funding plans.

AD&D specific exclusions and limitations:
Accidental death and dismemberment benefits will not be paid for losses caused by, 
contributed to by, or resulting from:
• Disease of the body; diagnostic, medical or surgical treatment or mental disorder as set 

forth in the latest edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM)
• Suicide, self-destruction while sane, intentionally self-inflicted injury while sane or self-

inflicted injury while insane
• War, declared or undeclared, or any act of war
• Active participation in a riot
• Committing or attempting to commit a crime under state or federal law
• The voluntary use of any prescription or non-prescription drug, poison, fume or other 

chemical substance unless used according to the prescription or direction of your doctor. 
This exclusion does not apply to you if the chemical substance is ethanol.

• Intoxication – “Being intoxicated” means your blood alcohol level equals or exceeds the 
legal limit for operating a motor vehicle in the state or jurisdiction where the accident 
occurred.

Delayed effective date of coverage 
Employee: Insurance coverage will be delayed if you are not in active employment because 
of an injury, sickness, temporary layoff, or leave of absence on the date that insurance 
would otherwise become effective.
Age reduction
Coverage amounts for Life and AD&D Insurance for you will reduce to:
• 65% of the original amount when you reach age 65
• 50% of the original amount when you reach age 70
• 35% of the original amount when you reach age 75
Coverage may not be increased after a reduction.

Termination of coverage
Your coverage under the policy ends on the earliest of:
• The date the policy or plan is cancelled
• The date you no longer are in an eligible group
• The date your eligible group is no longer covered
• The last day of the period for which you made any required contributions
• The last day you are actively employed (unless coverage is continued due to a covered 

layoff, leave of absence, injury or sickness), as described in the certificate of coverage
This information is not intended to be a complete description of the insurance coverage 
available. The policy or its provisions may vary or be unavailable in some states. The policy 
has exclusions and limitations which may affect any benefits payable. For complete details 
of coverage and availability, please refer to Policy Form C.FP-1 et al or contact your Unum 
representative.
Life Planning Financial & Legal Resources services, provided by HealthAdvocate, are available 
with select Unum insurance offerings. Terms and availability of service are subject to change. 
Service provider does not provide legal advice; please consult your attorney for guidance. 
Services are not valid after coverage terminates. Please contact your Unum representative 
for details.

Underwritten by:
Unum Life Insurance Company of America, Portland, Maine
© 2018 Unum Group. All rights reserved. Unum is a registered trademark and marketing 
brand of Unum Group and its insuring subsidiaries.

Term Life Insurance  with Accidental Death & Dismemberment (AD&D)
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City of Harlingen

Term Life and Accidental Death & Dismemberment (AD&D) Insurance
can provide money for your family if you die or are diagnosed with a terminal illness.

Who can get Term Life coverage?
If you are actively at work at least 40 hours per week, you 
may apply for coverage for:

You: Choose from $5,000 to $500,000 in $5,000 increments, 
up to 5 times your earnings.
If you previously purchased coverage, you can increase 
it up to $150,000, your guaranteed issue amount, 
with no health questions. If you previously declined 
coverage, you may have to answer some health 
questions.

Your 
spouse:

Get up to $250,000 of coverage in $5,000 increments. 
Spouse coverage cannot exceed 100% of the coverage 
amount you purchase for yourself.
If you previously purchased coverage for your spouse, 
they can increase their coverage up to $25,000, their 
guaranteed issue amount, with no health questions 
or exams, if eligible (see delayed effective date). If 
you previously declined spouse coverage, some health 
questions may be required.

Your 
children:

Get up to $10,000 of coverage in $2,000 increments if 
eligible (see delayed effective date). One policy covers 
all of your children until their 26th birthday.
The maximum benefit for children live birth to 6 
months is $1,000.

How does it work?
You choose the amount of coverage that’s right for you, and 
you keep coverage for a set period of time, or “term.” If you 
die during that term, the money can help your family pay for 
basic living expenses, final arrangements, tuition and more.

AD&D Insurance is also available, which pays a benefit if you 
survive an accident but have certain serious injuries. It pays 
an additional amount if you die from a covered accident.

Why is this coverage so valuable?
If you previously purchased coverage, you can increase it up 
to $150,000 to meet your growing needs — with no health 
questions or exams.

What else is included? 

A ‘Living’ Benefit — If you are diagnosed with a 
terminal illness with less than 12 months to live, you 
can request 75% of your life insurance benefit (up to 
$500,000) while you are still living. This amount will 
be taken out of the death benefit, and may be taxable. 
These benefit payments may adversely affect the 
recipient’s eligibility for Medicaid or other government 
benefits or entitlements, and may be taxable. 
Recipients should consult their tax attorney or advisor 
before utilizing living benefit payments.

Waiver of premium — Your cost may be waived if you 
are totally disabled for a period of time.

Portability — You may be able to keep coverage if you 
leave the company, retire or change the number of 
hours you work.
Employees or dependents who have a sickness or injury having a material effect on 
life expectancy at the time their group coverage ends are not eligible for portability.

Who can get Term Life coverage?
If you are actively at work at least 40 hours per week, you 
may apply for coverage for:

You: Choose from $5,000 to $500,000 in $5,000 increments, 
up to 5 times your earnings.
If you previously purchased coverage, you can increase 
it up to $150,000, your guaranteed issue amount, 
with no health questions. If you previously declined 
coverage, you may have to answer some health 
questions.

Your 
spouse:

Get up to $250,000 of coverage in $5,000 increments. 
Spouse coverage cannot exceed 100% of the coverage 
amount you purchase for yourself.
If you previously purchased coverage for your spouse, 
they can increase their coverage up to $25,000, their 
guaranteed issue amount, with no health questions 
or exams, if eligible (see delayed effective date). If 
you previously declined spouse coverage, some health 
questions may be required.

Your 
children:

Get up to $10,000 of coverage in $2,000 increments if 
eligible (see delayed effective date). One policy covers 
all of your children until their 26th birthday.
The maximum benefit for children live birth to 6 
months is $1,000.

Who can get Accidental Death & Dismemberment 
(AD&D) coverage?
You: Get up to $500,000 of AD&D coverage for yourself 

in $5,000 increments to a maximum of 5 times your 
earnings.

No questions or health exams required for AD&D coverage.
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Term Life and Accidental Death & Dismemberment (AD&D) Insurance

How much coverage can I get?

1. Enter the coverage 
amount you want.

2. Divide by the amount 
shown.

3. Multiply by the rate. 
Use the rate table (at 
right) to find the rate 
based on age.
(To get your age, subtract 
your birth year from 2021. To 
determine your spouse rate, 
subtract the spouse birth 
year from 2021 and use the 
rate for the appropriate age 
band.)

4. Enter your cost.

Billed amount may vary slightly.
If you apply for coverage above the guaranteed issue amount, you will be asked health-related questions which may affect your ability to get the larger coverage amount. In order to 
purchase coverage for your dependents, you must buy coverage for yourself. Coverage amounts cannot exceed 100% of your coverage amounts. 

Calculate your costs 1 2 3 4
Employee $______,000 ÷  $1,000 = $________ X   $______  = $_______

Spouse $______,000 ÷  $1,000 = $________ X   $______  = $_______

Child $______,000 ÷  $1,000 = $________ X   $______  = $_______

Total cost

Spouse monthly rate

Per $1,000  
of coverage

Cost
$0.062
$0.062
$0.068
$0.084
$0.121
$0.203
$0.299
$0.472
$0.723
$1.340
$2.200
$7.253

Employee monthly rate

Age
Per $1,000 
of coverage

Cost
15-24 $0.054
25-29 $0.054
30-34 $0.058
35-39 $0.076
40-44 $0.119
45-49 $0.203
50-54 $0.308
55-59 $0.514
60-64 $0.584
65-69 $1.082
70-74 $1.776
75+ $5.858

Child monthly rate

$0.050 per $1,000 of 
coverage

1. Enter the AD&D 
coverage amount  
you want.

2. Divide by the amount 
shown.

3. Multiply by the rate. 
Use the AD&D rate 
table (at right) to find 
the rate.

4. Enter your cost.

AD&D monthly rates

Coverage amount Rate

Employee per $1,000 of coverage $0.025

AD&D 1 2 3 4
Employee $______,000 ÷  $1,000 = $________ X   $0.025  = $_______

Total cost
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Exclusions and limitations
Actively at work
Eligible employees must be actively at work to apply for coverage. Being actively at work 
means on the day the employee applies for coverage, the individual must be working at 
one of his/her company’s business locations; or the individual must be working at a location 
where he/she is required to represent the company. If applying for coverage on a day that 
is not a scheduled workday, the employee will be considered actively at work as of his/
her last scheduled workday. Employees are not considered actively at work if they are on a 
leave of absence or lay off.
An unmarried handicapped dependent child who becomes handicapped prior to the child’s 
attainment age of 26 may be eligible for benefits. Please see your plan administrator for 
details on eligibility.
Employees must be U.S. citizens or legally authorized to work in the U.S. to receive 
coverage. Employees must be actively employed in the United States with the Employer to 
receive coverage. Employees must be insured under the plan for spouses and dependents 
to be eligible for coverage.

Exclusions and limitations
Life insurance benefits will not be paid for deaths caused by suicide occurring within 24 
months after the effective date of coverage. The same applies for increased or additional 
benefits. 

AD&D specific exclusions and limitations:
Accidental death and dismemberment benefits will not be paid for losses caused by, 
contributed to by, or resulting from:
• Disease of the body; diagnostic, medical or surgical treatment or mental disorder as set 

forth in the latest edition of the Diagnostic and Statistical Manual of Mental Disorders 
(DSM)

• Suicide, self-destruction while sane, intentionally self-inflicted injury while sane or self-
inflicted injury while insane

• War, declared or undeclared, or any act of war
• Active participation in a riot
• Committing or attempting to commit a crime under state or federal law
• The voluntary use of any prescription or non-prescription drug, poison, fume or other 

chemical substance unless used according to the prescription or direction of your or 
your dependent’s  doctor. This exclusion does not apply to you or your dependent  if the 
chemical substance is ethanol.

• Intoxication – ‘Being intoxicated’ means your or your dependent’s  blood alcohol level 
equals or exceeds the legal limit for operating a motor vehicle in the state or jurisdiction 
where the accident occurred.

Delayed effective date of coverage
Insurance coverage will be delayed if you are not an active employee because of an injury, 
sickness, temporary layoff, or leave of absence on the date that insurance would otherwise 
become effective.
Delayed Effective Date: if your spouse or child has a serious injury, sickness, or disorder, or 
is confined, their coverage may not take effect. Payment of premium does not guarantee 
coverage. Please refer to your policy contract or see your plan administrator for an 
explanation of the delayed effective date provision that applies to your plan.

Age Reduction
Coverage amounts for Life and AD&D Insurance for you will reduce to:
• 65% of the original amount when you reach age 65
• 50% of the original amount when you reach age 70
• 35% of the original amount when you reach age 75
Coverage may not be increased after a reduction.
Coverage may not be increased after a reduction.

Termination of coverage
Your coverage  and your dependents’ coverage under the policy ends on the earliest of:
• The date the policy or plan is cancelled
• The date you no longer are in an eligible group
• The date your eligible group is no longer covered
• The last day of the period for which you made any required contributions
• The last day you are actively employed (unless coverage is continued due to a covered 

layoff, leave of absence, injury or sickness), as described in the certificate of coverage
In addition, coverage for any one dependent will end on the earliest of:
• The date your coverage under a plan ends
• The date your dependent ceases to be an eligible dependent
• For a spouse, the date of a divorce or annulment
• For dependents, the date of your death
Unum will provide coverage for a payable claim that occurs while you and your dependents 
are covered under the policy or plan.

This information is not intended to be a complete description of the insurance coverage 
available. The policy or its provisions may vary or be unavailable in some states. The policy 

Term Life and Accidental Death & Dismemberment (AD&D) Insurance

has exclusions and limitations which may affect any benefits payable. For complete details 
of coverage and availability, please refer to Policy Form C.FP-1 et al or contact your Unum 
representative.

Life Planning Financial & Legal Resources services, provided by HealthAdvocate, are 
available with select Unum insurance offerings. Terms and availability of service are subject 
to change. Service provider does not provide legal advice; please consult your attorney 
for guidance. Services are not valid after coverage terminates. Please contact your Unum 
representative for details.
Unum complies with state civil union and domestic partner laws when applicable.

Underwritten by: Unum Life Insurance Company of America, Portland, Maine
© 2021 Unum Group. All rights reserved. Unum is a registered trademark and marketing 
brand of Unum Group and its insuring subsidiaries.
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City of Harlingen

Long Term Disability Insurance 
can replace part of your income if a disability keeps  
you out of work for a long period of time.

How does it work?
This coverage can pay a monthly benefit if you have a 
covered illness or injury and you can’t work for a few 
months — or even longer.

You’re generally considered disabled if you’re unable to do 
important parts of your job — and your income suffers as  
a result. 

Why is this coverage so valuable?
You can use the money however you choose. It can help 
you pay for your rent or mortgage, groceries, out-of-pocket 
medical expenses and more.

What else is included?
Work-life balance EAP 
Get access to professional help for a range of personal and 
work-related issues, including counselor referrals, financial 
planning and legal support.

Worldwide emergency travel assistance 
One phone call gets you and your family immediate help 
anywhere in the world, as long as you’re traveling 100 or 
more miles from home. However, a spouse traveling on 
business for his or her employer is not covered.

Survivor benefit 
If you die while you’ve been disabled and receiving benefits 
for at least 180 days, your family could get a benefit equal to 
3 months of your gross disability payment. 

Waiver of premium 
If you’re disabled and receiving benefit payments, Unum 
waives your cost until you return to work.

1 Unum internal data, 2018. Note: Causes are listed in ranked order.

What’s covered? 

This insurance may cover a variety of conditions and 
injuries. Here are Unum’s top reasons for long term 
disability claims:1 

• Cancer
• Back disorders
• Injuries
• Cardiovascular
• Joint disorders
This plan does not cover pre-existing conditions. See 
the disclosure section to learn more.

Consider your monthly expenses

Food $_______

Transportation _______ 
(gas, car payments, repairs)

Child care/elder care _______

Mortgage/rent _______

Utilities _______ 
(electric, water, cable, phone)

Medical costs _______ 
(co-pays, medications)

Insurance _______ 
(health, life, car, home)

Total monthly expenses $_______
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Long Term Disability Insurance

How much coverage can I get?

! If you didn’t get coverage when you were first eligible, you’ll 
have to answer medical questions now. If you’re newly eligible, 
you are guaranteed coverage now with no medical questions. 
If you already have coverage, you can increase it up to the 
maximum available with no medical questions. New coverage 
may be subject to pre-existing condition limitations.

 

Elimination period (EP)
Your elimination period is 180 days. This is the number of days that 
must pass after a covered accident or illness before you can begin 
to receive benefits.

Benefit duration (BD)
This is the maximum length of time you can receive benefits while 
you’re disabled. You can receive benefits to age 65.

Billed amount may vary slightly. Your rate is based on your age and will increase as you move to the next age band. 

• Use $160,000 if your 
annual earnings exceed 
this amount. This is the 
maximum coverage 
amount offered in this 
plan. 

• Multiply by your rate.
Use the rate table to find 
the rate based on your age. 

(To get your age, subtract your 
birth year from 2021.)

Calculate your cost

You* You are eligible for coverage if you are an active 
employee in the United States working a minimum of 
40 hours per week. 

Coverage amounts 
Cover 60% of your monthly income, up to a maximum 
payment of $8,000. 
The monthly benefit may be reduced or offset by other 
sources of income. 
*See the Legal Disclosures for more information.

Age Rates
15-24 $0.110
25-29 $0.180
30-34 $0.320
35-39 $0.500
40-44 $0.820
45-49 $0.970
50-54 $1.190
55-59 $1.490
60-64 $1.240
65-69 $1.010
70+ $0.930

Disability worksheet

1 Enter your annual earnings and calculate your maximum monthly benefit available.

$________ ÷ 12 = $_______  x 60%  = $__________
Your annual 
earnings

Your monthly 
earnings

(Max % of income covered) Max monthly benefit available (if the amount 
exceeds the plan max of $8,000, enter $8,000)

2 Calculate your cost per paycheck 

$_______÷ 100 = $_______  x $_____ = $_______  ÷ 12  = $__________

Your annual 
earnings

Rate Number of paychecks  
per year

Total cost per paycheck
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Exclusions and limitations
Active employee
You are considered in active employment, if on the day you apply for coverage, you are 
being paid regularly by City of Harlingen for the required minimum hours each week and 
you are performing the material and substantial duties of your regular occupation.

Delayed effective date of coverage
Insurance coverage will be delayed if you are not an active employee because of an injury, 
sickness, temporary layoff, or leave of absence on the date that insurance would otherwise 
become effective.

Benefit duration (BD)
The duration of your benefit payments is based on your age when your disability occurs. 
Your Long Term Disability benefits are payable while you continue to meet the definition of 
disability. Please refer to your plan document for the duration of benefits under this policy.

Definition of disability
You are considered disabled when Unum determines that:
• You are limited from performing the material and substantial duties of your regular 

occupation due to sickness or injury; and
• You have a 20% or more loss of indexed monthly earnings due to the same sickness or 

injury
After 24 months, you are considered disabled when Unum determines that due to the same 
sickness or injury, you are unable to perform the duties of any gainful occupation for which 
you are reasonably fitted by education, training or experience.
You must be under the regular care of a physician in order to be considered disabled.
The loss of a professional or occupational license or certification does not, in itself, constitute 
disability.
“Substantial and material acts” means the important tasks, functions and operations that 
are generally required by employers from those engaged in your usual occupation and that 
cannot be reasonably omitted or modified.
Unless the policy specifies otherwise, as part of the disability claims evaluation process, 
Unum will evaluate your occupation based on how it is normally performed in the national 
economy, not how work is performed for a specific employer, at a specific location or in a 
specific region.

Pre-existing conditions
You have a pre-existing condition if:
• You received medical treatment, consultation, care or services including diagnostic 

measures for the condition, or took prescribed drugs or medicines for it in the 12
• The disability begins in the first 24 months after your effective date of coverage, unless you 

have been treatment-free from the pre-existing condition for 12 consecutive months after 
your effective date.

Deductible sources of income
Your disability benefit may be reduced by deductible sources of income and any earnings 
you have while you are disabled, including such items as group disability benefits or other 
amounts you receive or are entitled to receive:
• Workers’ compensation or similar occupational benefit laws, including a temporary 

disability benefit under a workers’ compensation law
• State compulsory benefit laws
• Automobile liability insurance policy
• No fault motor vehicle plan
• Third-party settlements
• Other group insurance plans
• A group plan sponsored by your employer
• Governmental retirement system
• Salary continuation or sick leave plans, if applicable
• Retirement payments
• Social Security or similar governmental programs

Exclusions and limitations
Benefits will not be paid for disabilities caused by, contributed to by, or resulting from:
• Intentionally self-inflicted injuries;
• Active participation in a riot;
• War, declared or undeclared or any act of war;
• Commission of a crime for which you have been convicted;
• Loss of professional license, occupational license or certification; or
• Pre-existing conditions (See the disclosure section to learn more).
The loss of a professional or occupational license does not, in itself, constitute disability.
Unum will not pay a benefit for any period of disability during which you are incarcerated.
The lifetime cumulative maximum benefit for all disabilities due to mental illness is 24 
months. Disabilities based primarily on self-reported symptoms are limited to 24 months. 
Only 24 months of benefits will be paid for any combination of such disabilities even if the 
disabilities are not continuous and/or are not related. Payments can continue beyond 24 
months only if you are confined to a hospital or institution as a result of the disability.

Long Term Disability Insurance

Termination of coverage
Your coverage under the policy ends on the earliest of the following:
• The date the policy or plan is cancelled
• The date you no longer are in an eligible group
• The date your eligible group is no longer covered
• The last day of the period for which you made any required contributions
• The last day you are in active employment except as provided under the covered layoff or 

leave of absence provision.
Unum will provide coverage for a payable claim that occurs while you are covered under the 
policy or plan.
Social Security advocacy services are provided by GENEX Services, Inc. or The Advocator 
Group, LLC. Referral to one of our advocacy partners is determined by Unum.
Worldwide emergency travel assistance services are provided by Assist America, Inc. 
Work-life balance employee assistance program services are provided by HealthAdvocate.  
Services are available with select Unum insurance offerings. Terms and availability of service 
are subject to change and prior notification requirements. Service providers do not provide 
legal advice; please consult your attorney for guidance. Services are not valid after coverage 
terminates. Please contact your Unum representative for details.

This information is not intended to be a complete description of the insurance coverage 
available. The policy or its provisions may vary or be unavailable in some states. The policy 
has exclusions and limitations which may affect any benefits payable. For complete details 
of coverage and availability, please refer to Policy Form C.FP-1 et al. or contact your Unum 
representative.

Underwritten by:
Unum Life Insurance Company of America, Portland, Maine
© 2020 Unum Group. All rights reserved. Unum is a registered trademark and marketing 
brand of Unum Group and its insuring subsidiaries.
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Whole Life Insurance 
can pay money to your family if you die. It can help them with basic living expenses, 
final arrangements, tuition and more.

How does it work?
You can keep Whole Life Insurance as long as you want.  
Once you’ve bought coverage, your cost won’t increase as 
you age. The benefit amount stays the same, too — it doesn’t 
decrease as you get older. That means you get protection 
during your working years and into retirement.

Whole Life Insurance also builds cash value at a guaranteed 
rate of 4.5%.* You can borrow from that cash value, or you can 
buy a smaller, paid-up policy — with no more premiums due.

What’s included?
A “Living” Benefit
You can request an early payout of your policy’s death benefit 
(up to $150,000 maximum) if you’re expected to live 12 
months or less. It would reduce the benefit that’s paid when 
you die. 

Who can get coverage?
You: You can purchase coverage for as little as $3 weekly, as 

long as the minimum benefit is at least $2,000. The benefit 
amount is based on the premium amount you select, your 
age when coverage begins, and whether you use tobacco.

Your 
spouse:
Individual 
coverage

Available for your spouse between the ages of 15 to 80, 
but you must purchase coverage for yourself. If you leave 
your employer, you can keep this coverage and be billed 
at home. 
You can purchase coverage for as little as $3 weekly, as 
long as the minimum benefit is at least $2,000. The benefit 
amount is based on the premium amount you choose, your 
spouse’s age when coverage begins, and whether they 
use tobacco.

Your 
children:
Individual 
coverage

Your children can have individual coverage, even if 
you don’t get coverage for yourself. If you leave your 
employer, your children can keep their coverage.  
You can purchase coverage for each child for as little as $1 
a week.

Why should I buy coverage now?

• It’s more affordable when you’re younger. Once you’ve 
bought coverage, your cost stays the same as long as 
you keep it. 

• The cost is conveniently deducted from your paycheck.
• Whole life gives you valuable protection in addition to 

any term life insurance you might have.

What else can I add?
An Accidental Death Benefit
This increases the payment your family would receive if you 
die from a covered accident before age 70.

• Available for you and your spouse, age 15-65
• Doubles the death benefit, which could add up to $150,000 

extra coverage
 
This option will increase your cost.

City of Harlingen
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EN-1973     FOR EMPLOYEES     (4-21) 

When you buy life insurance, you name the people who will receive the money from the 
policy when you die. These people are called beneficiaries. Unum will pay benefits to the 
beneficiaries in one lump sum; however, if a beneficiary is a minor (typically younger than 
18, but this may vary by state) and no financial guardian has been appointed, the benefits 
will be paid to that minor through a Unum Retained Asset Account.
A Unum Retained Asset Account is a fund held in Unum’s general account for the named 
minor beneficiary. The account accrues interest regardless of Unum’s actual investment 
performance, and, while not FDIC insured, the account funds are fully guaranteed by Unum.
For more information about the retained asset account, please contact Unum.
*The policy accumulates cash value based on a non-forfeiture interest rate of 4.5% and 
the 2017 CSO mortality table. The cash value is guaranteed and will be equal to the values 
shown in the policy. Cash value will be reduced by any outstanding loans against the policy.
Eligible employees must be actively at work to apply for coverage.
Employees must be U.S. citizens, Canadian citizens working in the U.S., or have a Green 
Card to receive coverage.
Effective date of coverage
Your coverage will be effective on the first day of the month in which payroll deductions 
begin.

Exclusions
Life Insurance benefits will not be paid for deaths caused by suicide. If within two years 
from the policy effective date, the insured commits suicide, whether sane or insane, Unum 
will not pay the death benefit. The amount payable by us in place of all other benefits, shall 
be the sum of premiums paid, without interest, less the sum of any debt and the cost of 
any riders.
Termination of coverage
All coverage under this policy will terminate on the earliest of the following:
• Written request by you to terminate the policy;
• The insured dies;
• The policy matures; or
• The loan value exceeds the guaranteed cash value of this policy.
In Virginia, this life insurance does not specifically cover funeral goods or services and may 
not cover the entire cost of your funeral at the time of your death. The beneficiary of this 
life insurance may use the proceeds for any purpose, unless otherwise directed.
This information is not intended to be a complete description of the insurance coverage 
available. The policy or its provisions may vary or be unavailable in some states. The policy 
has exclusions and limitations which may affect any benefits payable. For complete details 
of coverage and availability, please refer to Policy Form L-21848 et al. or contact your 
Unum representative.
Unum complies with state civil union and domestic partner laws when applicable.

Underwritten by: Provident Life and Accident Insurance Company, Chattanooga, TN
© 2021 Unum Group. All rights reserved. Unum is a registered trademark and marketing 
brand of Unum Group and its insuring subsidiaries.

Whole Life Insurance

Here’s how your premiums work
Lifetime premium 
You’ll have coverage as long as you make your payments. 
Your premiums are spread out over your lifetime.

Paid-up at 70 
If you’re between 15 and 50, you can pay an adjusted 
premium so your payments end when you turn 70. Then you’ll 
continue to keep coverage, with no more payments due.

Sample rates** (Choose the plan that’s right for you)
Lifetime premium
You’ll have coverage as long as you make your payments. Your 
premiums are spread out over your lifetime.

Paid-up at 70
If you’re between 15 and 50, you can pay an adjusted premium 
so your payments end when you turn 70. Then you’ll continue 
to keep coverage, with no more payments due.

$3 Weekly cost

Issue age      Coverage amount      Guaranteed cash value at 65                  
25 $17,910 $6,215
35 $11,650 $3,629
45 $6,949 $1,767

$6 Weekly cost

Issue age      Coverage amount      Guaranteed cash value at 65                  
25 $35,821 $12,430
35 $23,301 $7,260
45 $13,898 $3,534

$9 Weekly cost

Issue age      Coverage amount      Guaranteed cash value at 65                  
25 $53,731 $18,646
35 $34,951 $10,890
45 $20,846 $5,302

**Sample amounts shown are for non-tobacco users.
Cash values may vary for policies effective prior to 01/01/2021.

$3 Weekly cost

Issue age      Coverage amount      Guaranteed cash value at 65                  
25 $15,264 $5,964
35 $9,665 $3,634
45 $5,387 $1,875

$6 Weekly cost

Issue age      Coverage amount      Guaranteed cash value at 65                  
25 $30,528 $11,928
35 $19,331 $7,270
45 $10,773 $3,751

$9 Weekly cost

Issue age      Coverage amount      Guaranteed cash value at 65                  
25 $45,793 $17,893
35 $28,996 $10,905
45 $16,160 $5,627
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Group Accident Insurance
Basic Plan

If you are in an accident, your focus should be on recovery, 
not how you’re going to pay your bills. Colonial Life accident 

 
you like — from medical costs to everyday expenses. Whether 

support when you need it.

Our coverage  
includes:
•  

to you

• No medical questions to 
qualify for coverage

• Coverage for simple and 
complex injuries

• 
of other insurance

• Worldwide coverage

• Works alongside your Health 
Savings Account (HSA)

BENEFITS STORY 

Milo was working in his yard when  
he tripped and injured his hand.

 
annual deductible and co-payments for his health insurance  
plan without using his savings or taking on debt. MILO’S ACCIDENT BENEFITS

 
immediate care.

Treatment in a physician’s 
office or urgent care facility

$75

The doctor ordered an X-ray and discovered  • X-ray
• Fracture (hand)

$50
$1,020

 
his hand but did not require stitches. 

Laceration (no repair) $50

Durable medical equipment $35

 
follow-up appointments with his doctor. 

Physician follow-up visits  
(2 visits)

$50 x 2 = $100

Total $1,330

GROUP ACCIDENT (GAC4100) – BASIC PLAN 
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We know that more complicated or severe accidents result in more 
expensive medical bills and more disruption in your life. 

BENEFITS STORY 

Olivia was driving to the store when  
she got into a car accident.

 
she was injured in a car accident, helping her to focus  
on her recovery. OLIVIA’S  ACCIDENT BENEFITS

Olivia arrived by ambulance at the nearest  
emergency room and received immediate care.

• Ambulance
• Emergency department visit
• Injury due to auto accident

$200
$150 
$250

The doctor ordered an X-ray and discovered Olivia  
had fractured her thigh (femur). He also ordered a  
CT scan of her head to check for brain injury.

• X-ray
• 
• Fracture (thigh)

$50
$150 

$2,100

Olivia required surgery for her leg.
• Surgical repair (thigh fracture)
• General anesthesia

$2,100 
$150

Olivia boarded her pet for two nights  
after her surgery. 

Pet boarding (2 days) $20 x 2 = $40

Olivia had eight sessions of physical therapy  
to help regain the strength in her leg and two  
follow-up appointments with her doctor.

• Therapy services (8 sessions)
• Physician follow-Up visits (2 visits)

$35 x 8 = $280
$50 x 2 = $100

Olivia’s benefits for this accident totaled  
Benefit Booster $500

Total $6,070 

• Burns (based on size and degree)  . . . . . . . . . . . . . .$375–$12,000
• Concussion  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$275
•   . . . . . . . . . . . . . . . . . . . . . . $100–$200
• Eye injury  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $200 
• Hearing loss injuries  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $120

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . $250 
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $200 
•  . . . . . . . . . . . . . . . . . . . . . . . $100 
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50–$600
•  . . . . . . . . . . . . . . . . . . . . . . . . .$200–$400
•   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $500–$1,500

•  . . . . . . . . . . . . . . . . . . . . . . $125–$25041



• Injury  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$200–$2,250 

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . 100%

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 25% 

• Injury  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $140-$2,000 

•  . . . . . . . . . . . . . . . . . . . . . . . . . . 100%

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .25%

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,000 
•  . . . . . . . . . . . . . . . . . . . . . . . . . $200 
•  . . . . . . . . . . . . . . . . . . . . . . $35–$150
•  . . . . . . . . . . . . . . . . . . . . . . . . . $50–$150
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $150

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
 

combined, up to a maximum of three days per covered  
accident, regardless of the number of children)

•  . . . . . . . . . . . . . . . . . . .$50 

• Lodging  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $150 
•  . . . . . . . . . . . . . . . . . . . . . . . . . . .$50 
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 
combined, up to a maximum of three days per covered  
accident, regardless of the number of pets that are boarded)

•   . . . . . . . . . . . . . .$750–$1,500
•   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 50%

•  . . . . . . . . . . . . . . . . . . . . $125–$250
• Transfusions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $300 
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

•  . . . . $75

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$50

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50–$150
•  . . . . . . . . . . . . . . . . . . . . . .$100–$1,000
• Eye surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $200
• General surgery

 –  . . . . . . . . . . . . . . . . . . . .$1,000 
 –  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $150 

• Hernia surgery  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $250 
•  . . . . . . . . . . . . . . . . $75–$400
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . .$200 
•   . . . . . . . . . . . . . . $100–$900

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $500
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 

 
and 12 days per calendar year)

•  
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 

•  
 . . . . . . . . . . . . . . . . . . . . . . . . . .

Options checked below have been chosen by your employer to enhance your Group Accident Coverage. 

 Recovery Plus package
•  . . . . . . . . . . . . . . . . . . .

•  . . . . . . . . . . . . $200 
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$25 
•  

 . . . . . .$35 
 

•  
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $250

 
with an accompanying police report)

a non-fatal gunshot wound. It offers you a lump sum for a 
covered injury regardless of any other insurance you may have 
and includes on/off-job coverage.

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $_________

and overnight hospitalization within 24 hours of the injury. If 
you are shot more than once in a 24-hour period, we can pay 
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Group Accident Insurance
Preferred Plan

If you are in an accident, your focus should be on recovery, 
not how you’re going to pay your bills. Colonial Life accident 

 
you like — from medical costs to everyday expenses. Whether 

Our coverage  
includes:
•  

to you

• No medical questions to 
qualify for coverage

• Coverage for simple and 
complex injuries

• 
of other insurance

• Worldwide coverage

• Works alongside your Health 
Savings Account (HSA)

BENEFITS STORY 

Milo was working in his yard when  
he tripped and injured his hand.

 
annual deductible and co-payments for his health insurance  
plan without using his savings or taking on debt. MILO’S ACCIDENT BENEFITS

 
immediate care.

Treatment in a physician’s 
office or urgent care facility

$100

The doctor ordered an X-ray and discovered  • X-ray
• Fracture (hand)

$60
$1,200

 
his hand but did not require stitches. 

Laceration (no repair) $50

Durable medical equipment $50

 
follow-up appointments with his doctor. 

Physician follow-up visits  
(2 visits)

$50 x 2 = $100

Total $1,560

GROUP ACCIDENT (GAC4100) — PREFERRED PLAN 
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We know that more complicated or severe accidents result in more 
expensive medical bills and more disruption in your life. 

BENEFITS STORY 

Olivia was driving to the store when  
she got into a car accident.

when she was injured in a car accident, helping her to 
focus on her recovery. OLIVIA’S  ACCIDENT BENEFITS

Olivia arrived by ambulance at the nearest  
emergency room and received immediate care.

• Ambulance
• Emergency department visit
• Injury due to auto accident

$300
$200 
$250

The doctor ordered an X-ray and discovered Olivia  
had fractured her thigh (femur). He also ordered a  
CT scan of her head to check for brain injury.

• X-ray
• 
• Fracture (thigh)

$60
$200 

$3,150

Olivia required surgery for her leg.
• Surgical repair (thigh fracture)
• General anesthesia

$3,150
$250

Olivia boarded her pet for two nights  
after her surgery. 

Pet boarding (2 days) $20 x 2 = $40

Olivia had eight sessions of physical therapy  
to help regain the strength in her leg and two  
follow-up appointments with her doctor.

• Therapy services (8 sessions)
• Physician follow-up visits (2 visits)

$45 x 8 = $360
$50 x 2 = $100

Olivia’s benefits for this accident totaled 
Benefit Booster $500

Total $8,560 

• Burns (based on size and degree)  . . . . . . . . . . . . . $500–$15,000
• Concussion  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$375
•   . . . . . . . . . . . . . . . . . . . . . . $100–$200
• Eye injury  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $300 
• Hearing loss injuries  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $120

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . $250 
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $200 
•  . . . . . . . . . . . . . . . . . . . . . . . $150 
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50–$600
•  . . . . . . . . . . . . . . . . . . . . . . . . . $300–$600
•   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $750–$2,000

•  . . . . . . . . . . . . . . . . . . . . . . $150–$30044



• Injury  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$200–$3,750 

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . 100%

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 25% 

• Injury  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$200–$3,000 

•  . . . . . . . . . . . . . . . . . . . . . . . . . . 100%

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .25%

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,500 
•  . . . . . . . . . . . . . . . . . . . . . . . . . $300 
•  . . . . . . . . . . . . . . . . . . . . . . $50–$200
•  . . . . . . . . . . . . . . . . . . . . . . . . $100–$300
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $200

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
 

combined, up to a maximum of three days per covered  
accident, regardless of the number of children)

•  . . . . . . . . . . . . . . . . . . .$50 

• Lodging  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $200 
•  . . . . . . . . . . . . . . . . . . . . . . . . . . $100 
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 
combined, up to a maximum of three days per covered  
accident, regardless of the number of pets that are boarded)

•   . . . . . . . . . . . . $1,250–$2,500
•   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 50%

•  . . . . . . . . . . . . . . . . . . . . $250–$500
• Transfusions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $400 
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

•  . . . $100

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$60

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $150–$250
•  . . . . . . . . . . . . . . . . . . . . . .$125–$1,600
• Eye surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $300
• General surgery

 –  . . . . . . . . . . . . . . . . . . . .$1,500 
 –  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $225 

• Hernia surgery  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $300 
•  . . . . . . . . . . . . . . . $100–$600
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . .$300 
•   . . . . . . . . . . . . .$125–$1,500

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $500
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 

 

•  
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 

•  
 . . . . . . . . . . . . . . . . . . . . . . . . . .

Options checked below have been chosen by your employer to enhance your Group Accident Coverage. 

 Recovery Plus package
•  . . . . . . . . . . . . . . . . . .

•  . . . . . . . . . . . . $200 
•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$25 
•  

 . . . . . .$45 
 

•  
 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $250

 
with an accompanying police report)

a non-fatal gunshot wound. It offers you a lump sum for a 
covered injury regardless of any other insurance you may have 
and includes on/off-job coverage.

•  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $_________

and overnight hospitalization within 24 hours of the injury. If 
you are shot more than once in a 24-hour period, we can pay 
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CT:

for “outpatient emergency medical care for accidental ingestion of a 

KS: Chiropractic therapy is not available.  

NH:

MD:

PA:

TN:

TX:

HEALTH SAVINGS ACCOUNT (HSA) COMPATIBLE

This plan is compatible with HSA guidelines and any other HSA plan in 
which a covered family member may participate.

It may also be offered to employees who do not have HSAs.

THIS INSURANCE PROVIDES LIMITED BENEFITS.

This coverage is a supplement to health insurance. It is not a substitute 

federal law. Insureds in some states must be covered by comprehensive 
health insurance before applying for this insurance. 

EXCLUSIONS

or resulting from elective procedures, felonies or illegal occupations, 
hazardous avocations, impaired driving, incarceration, racing, semi-

ID: ”Semi-professional sports or professional sports” exclusion is 
replaced by “professional sports” exclusion. 

IL:
Exclusions.

MD: Includes an exclusion for “Prohibited referrals.” The “felonies or illegal 
occupations” and “impaired driving” exclusions apply only to Accidental 

MI:
not apply. 

MN:

NH: “Incarceration” and “racing” exclusions do not apply.

UT:
from Exclusions.

VT: “Impaired driving” exclusion does not apply. 

This information is not intended to be a complete description of the 
insurance coverage available. The insurance or its provisions may 
vary or be unavailable in some states. The insurance has exclusions 

TX). For cost and complete details of coverage, call or write your Colonial 

Underwritten by Colonial Life & Accident Insurance Company, Columbia, SC.

marketing brand of Colonial Life & Accident Insurance Company.
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Group C
Plan 4 – Level 1

GCI6000 – PLAN 4 – LEVEL 1  – CANCER WITH ADDITIONAL BENEFITS

When a cancer diagnosis takes life on an unexpected turn, your focus should be 
on treatment and recovery — not finances. Colonial Life’s group critical illness 
insurance helps relieve the stress of financial worry by providing a lump-sum 
benefit payable directly to you to cover any expenses.

Coverage amount: _______________________

* For illustrative purposes only. Coverage 
amounts vary based on benefit level.

COVERED CONDITION1 PERCENTAGE OF APPLICABLE  
COVERAGE AMOUNT

Invasive cancer (including all breast cancer) 100%

Non-invasive cancer 25%

Skin cancer initial diagnosis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $400 per lifetime

Cancer benefits

Reoccurrence of invasive cancer (including all breast cancer)
If you receive a benefit for invasive cancer and are later diagnosed with a reoccurrence of invasive 
cancer, 25% of the coverage amount is payable if treatment-free for at least 12 months and in 
complete remission prior to the date of reoccurrence; excludes non-invasive or skin cancer.

Facing challenges 
together
Tom enjoys the outdoors, including 
hiking with his family, bike riding 
and walking his dog. When he was 
diagnosed with lung cancer, he 
worried that he’d never do those 
things again. 

HOW TOMʼS COVERAGE HELPED*
With his coverage, he received 
benefits for:

Initial lung cancer 
diagnosis
$5,000

Second opinion
$150

MRI scan
$50

Hospital stay  
of 3 nights
$300

Total amount $5,500
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  Available coverage for 
spouse and eligible 
dependent children 

  Cover your eligible 
dependent children 
at no additional cost 

  Receive coverage 
regardless of medical 
history, within 
specified limits

  Works alongside 
your health savings 
account (HSA)

  Benefits payable 
regardless of other 
insurance

KEY BENEFITS

Level 1 benefits
Cancer benefits can help provide financial protection through a variety of benefits.

Air ambulance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $2,000 per trip
Transportation to or from a hospital/medical facility (max. of two trips per confinement per covered person)

Ambulance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $250 per trip
Transportation to or from a hospital/medical facility (max. of two trips per confinement per covered person)

Anesthesia
Administered during a surgical procedure treatment of invasive cancer

  General  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 25% of surgical 
procedures benefit

  Local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $25 per procedure

Anti-nausea medication . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $25 per
Doctor-prescribed medication as a result of radiation or chemotherapy day administered or  
(max. benefit amount of $100 per covered person per calendar month) per prescription filled

Blood/plasma/platelets/immunoglobulins2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $150 per day
A transfusion required during the treatment of invasive cancer 
(max. benefit amount of $10,000 per covered person per calendar year)

Bone marrow donor screening . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50
Testing in connection with being a potential donor (max. of one per covered person per lifetime)

Bone marrow or peripheral stem cell donation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $500
Receiving another person’s bone marrow or stem cells for a transplant 
(max. of one per covered person per lifetime)

Bone marrow or peripheral stem cell transplant . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $3,500 per transplant 
Transplant you receive for the treatment of invasive cancer  
(max. of two transplant benefits per covered person per lifetime) 

Cancer vaccine . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50
An FDA-approved vaccine for the prevention of invasive cancer (max. of one per covered person per lifetime)

Companion transportation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $.50 per mile
Companion travels by plane, train or bus to accompany a covered cancer patient more than 50 miles 
one way for treatment (max. benefit amount of $1,000 per covered person per round trip)

Egg(s) extraction or harvesting/sperm collection and storage (cryopreservation)
Extracted/harvested or collected before chemotherapy, radiation or immunotherapy 
(max. of one per covered person per lifetime)

  Egg(s) extraction or harvesting or sperm collection . . . . . . . . . . . . . . . . . . . . . . . . . . . $500
  Egg(s) or sperm storage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $150

Experimental treatment . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $200 per day
Hospital, medical or surgical care for experimental treatment of invasive cancer  
(max. benefit amount of $2,000 per covered person per calendar year)

Hair/external breast/voice box prosthesis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $200 per year
Prosthesis needed as a direct result of invasive cancer (per covered person per calendar year)

Home health care services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 per day
Examples include physical therapy, occupational therapy, speech therapy and audiology; 
prosthesis and orthopedic appliances; rental or purchase of durable medical equipment 
(max. of 30 days per covered person per calendar year or twice the number of days of hospital 
confinement per covered person per calendar year)

Hospice
(max. benefit amount of $15,000 for initial and daily hospice care per covered person per lifetime)

  Initial hospice care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,000
(max. of one per covered person per lifetime)

  Daily hospice care. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 per day
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For more information,  
talk with your  

benefits counselor.

Hospital confinement
Hospital stay (including intensive care) required for the treatment of invasive cancer (per covered person)

  30 days or less . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $100 per day

  31 days or more . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $200 per day

Lodging . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 per day
Hotel/motel expenses while being treated for invasive cancer more than 50 miles from home  
(max. of 90 days per covered person per calendar year)

Medical imaging studies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 per study
Specific studies for cancer treatment (max. benefit amount of $100 per covered person per calendar year)

Outpatient surgical center . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $150 per day
Surgery at an outpatient center for the treatment of invasive cancer  
(max. benefit amount of $450 per covered person per calendar year)

Private full-time nursing services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 per day
Services while hospital confined other than those regularly furnished by a hospital (per covered person)

Prosthetic device/artificial limb . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,000
 A surgical implant needed because of invasive cancer surgery per device or limb 
(max. benefit amount of $2,000 per covered person per lifetime)

Radiation/chemotherapy or immunotherapy
(max. benefit amount per covered person)

  Self-administered . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $100 per calendar
Self-injected/topical/oral non-hormonal month
(max. benefit amount of $1,200 per covered person per calendar year)

  Physician-administered . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $250 per calendar
Injected chemotherapy by medical personnel/pump/immunotherapy month
(max. benefit amount of $3,000 per covered person per calendar year)

  Hormonal therapy  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 per calendar
Oral hormonal month
(max. benefit amount of $600 per covered person per calendar year)

Reconstructive surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $30 per surgical unit
Surgery to reconstruct anatomical defects resulting from treatment of invasive cancer (max. benefit amount 
of $1,500 per covered person per procedure, including 25% for general anesthesia; limit two per site)

Second medical opinion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $150
A second physician's opinion on surgery or treatment following the positive diagnosis of invasive cancer 
(max. of one per covered person per lifetime)

Skilled nursing care facility . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $75 per day
Confinement to a covered facility after hospital release during the treatment of invasive cancer  
(per covered person per day up to the number of days for hospital confinement)

Supportive/protective care drugs and colony stimulating factors . . . . . . . . . . . . . . . . . . $25 per day
Doctor-prescribed drugs for the treatment of invasive cancer 
(max. benefit amount of $200 per covered person per calendar year)

Surgical procedures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $30 per surgical unit
Inpatient or outpatient surgery for the treatment of invasive cancer 
(max. benefit amount of $1,800 per covered person per procedure)

Transportation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $.50 per mile
Travel expenses when being treated for invasive cancer more than 50 miles from home
(max. benefit amount of $1,000 per covered person per round trip)

Waiver of premium . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes
No premiums due if the named insured is disabled longer than 90 consecutive days  
(lifetime maximum of 24 months)

GCI6000 – PLAN 4 – LEVEL 1
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Group C
Plan 4 – Level 2

GCI6000 – PLAN 4 – LEVEL 2  – CANCER WITH ADDITIONAL BENEFITS

When a cancer diagnosis takes life on an unexpected turn, your focus should be  
on treatment and recovery — not finances. Colonial Life’s group critical illness  
insurance helps relieve the stress of financial worry by providing a lump-sum  
benefit payable directly to you to cover any expenses.

Coverage amount: _______________________

* For illustrative purposes only. Coverage 
amounts vary based on benefit level.

Cancer benefits

Reoccurrence of invasive cancer (including all breast cancer)
If you receive a benefit for invasive cancer and are later diagnosed with a reoccurrence of invasive 
cancer, 25% of the coverage amount is payable if treatment-free for at least 12 months and in 
complete remission prior to the date of reoccurrence; excludes non-invasive or skin cancer.

Facing challenges 
together
Tom enjoys the outdoors, including 
hiking with his family, bike riding 
and walking his dog. When he was 
diagnosed with lung cancer, he 
worried that he’d never do those 
things again. 

HOW TOMʼS COVERAGE HELPED*
With his coverage, he received 
benefits for:

Initial lung cancer 
diagnosis
$7,000

Second opinion
$200

MRI scan
$75

Hospital stay  
of 3 nights
$600

Total amount $7,875

COVERED CONDITION1 PERCENTAGE OF APPLICABLE  
COVERAGE AMOUNT

Invasive cancer (including all breast cancer) 100%

Non-invasive cancer 25%

Skin cancer initial diagnosis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $400 per lifetime
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  Available coverage for 
spouse and eligible 
dependent children 

  Cover your eligible 
dependent children 
at no additional cost 

  Receive coverage 
regardless of medical 
history, within 
specified limits

  Works alongside 
your health savings 
account (HSA)

  Benefits payable 
regardless of other 
insurance

KEY BENEFITS

Level 2 benefits
Cancer benefits can help provide financial protection through a variety of benefits.

Air ambulance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $2,000 per trip
Transportation to or from a hospital/medical facility (max. of two trips per confinement per covered person)

Ambulance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $250 per trip
Transportation to or from a hospital/medical facility (max. of two trips per confinement per covered person)

Anesthesia
Administered during a surgical procedure for treatment of invasive cancer

  General  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 25% of surgical 
procedures benefit

  Local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $30 per procedure

Anti-nausea medication . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $40 per
Doctor-prescribed medication as a result of radiation or chemotherapy day administered or  
(max. benefit amount of $160 per covered person per calendar month) per prescription filled

Blood/plasma/platelets/immunoglobulins2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $175 per day
A transfusion required during the treatment of invasive cancer 
(max. benefit amount of $10,000 per covered person per calendar year)

Bone marrow donor screening . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50
Testing in connection with being a potential donor (max. of one per covered person per lifetime)

Bone marrow or peripheral stem cell donation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $750
Receiving another person’s bone marrow or stem cells for a transplant 
(max. of one per covered person per lifetime)

Bone marrow or peripheral stem cell transplant . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $4,000 per transplant 
Transplant you receive for the treatment of invasive cancer  
(max. of two transplant benefits per covered person per lifetime) 

Cancer vaccine . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50
An FDA-approved vaccine for the prevention of invasive cancer (max. of one per covered person per lifetime)

Companion transportation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $.50 per mile
Companion travels by plane, train or bus to accompany a covered cancer patient more than 50 miles 
one way for treatment (max. benefit amount of $1,000 per covered person per round trip)

Egg(s) extraction or harvesting/sperm collection and storage (cryopreservation)
Extracted/harvested or collected before chemotherapy, radiation or immunotherapy 
(max. of one per covered person per lifetime)

  Egg(s) extraction or harvesting or sperm collection . . . . . . . . . . . . . . . . . . . . . . . . . . . $700
  Egg(s) or sperm storage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $175

Experimental treatment . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $250 per day
Hospital, medical or surgical care for experimental treatment of invasive cancer  
(max. benefit amount of $2,500 per covered person per calendar year)

Hair/external breast/voice box prosthesis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $200 per year
Prosthesis needed as a direct result of invasive cancer (per covered person per calendar year)

Home health care services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $75 per day
Examples include physical therapy, occupational therapy, speech therapy and audiology; 
prosthesis and orthopedic appliances; rental or purchase of durable medical equipment 
(max. of 30 days per covered person per calendar year or twice the number of days of hospital 
confinement per covered person per calendar year)

Hospice
(max. benefit amount of $15,000 for initial and daily hospice care per covered person per lifetime)

  Initial hospice care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,000
(max. of one per covered person per lifetime)

  Daily hospice care. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 per day
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talk with your  

benefits counselor.
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Hospital confinement
Hospital stay (including intensive care) required for the treatment of invasive cancer (per covered person)

  30 days or less . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $200 per day

  31 days or more . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $400 per day

Lodging . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 per day
Hotel/motel expenses while being treated for invasive cancer more than 50 miles from home  
(max. of 90 days per covered person per calendar year)

Medical imaging studies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $75 per study
Specific studies for cancer treatment (max. benefit amount of $150 per covered person per calendar year)

Outpatient surgical center . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $250 per day
Surgery at an outpatient center for the treatment of invasive cancer  
(max. benefit amount of $750 per covered person per calendar year)

Private full-time nursing services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $100 per day
Services while hospital confined other than those regularly furnished by a hospital (per covered person)

Prosthetic device/artificial limb . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,500
 A surgical implant needed because of invasive cancer surgery per device or limb 
(max. benefit amount of $3,000 per covered person per lifetime)

Radiation/chemotherapy or immunotherapy
(max. benefit amount per covered person)

  Self-administered . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $200 per calendar
Self-injected/topical/oral non-hormonal month
(max. benefit amount of $2,400 per covered person per calendar year)

  Physician-administered . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $350 per calendar
Injected chemotherapy by medical personnel/pump/immunotherapy month
(max. benefit amount of $4,200 per covered person per calendar year)

  Hormonal therapy  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $75 per calendar
Oral hormonal month
(max. benefit amount of $900 per covered person per calendar year)

Reconstructive surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $40 per surgical unit
Surgery to reconstruct anatomical defects resulting from treatment of invasive cancer (max. benefit amount 
of $2,000 per covered person per procedure, including 25% for general anesthesia; limit two per site)

Second medical opinion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $200
A second physician's opinion on surgery or treatment following the positive diagnosis of invasive cancer 
(max. of one per covered person per lifetime)

Skilled nursing care facility . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $100 per day
Confinement to a covered facility after hospital release during the treatment of invasive cancer  
(per covered person per day up to the number of days for hospital confinement)

Supportive/protective care drugs and colony stimulating factors . . . . . . . . . . . . . . . . . . $40 per day
Doctor-prescribed drugs for the treatment of invasive cancer  
(max. benefit amount of $320 per covered person per calendar year)

Surgical procedures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 per surgical unit
Inpatient or outpatient surgery for the treatment of invasive cancer 
(max. benefit amount of $3,500 per covered person per procedure)

Transportation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $.50 per mile
Travel expenses when being treated for invasive cancer more than 50 miles from home
(max. benefit amount of $1,200 per covered person per round trip)

Waiver of premium . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes
No premiums due if the named insured is disabled longer than 90 consecutive days
(lifetime maximum of 24 months) 52



Group C
Plan 4 – Level 3

GCI6000 – PLAN 4 – LEVEL 3  – CANCER WITH ADDITIONAL BENEFITS

When a cancer diagnosis takes life on an unexpected turn, your focus should be  
on treatment and recovery — not finances. Colonial Life’s group critical illness  
insurance helps relieve the stress of financial worry by providing a lump-sum  
benefit payable directly to you to cover any expenses.

Coverage amount: _______________________

* For illustrative purposes only. Coverage 
amounts vary based on benefit level.

Reoccurrence of invasive cancer (including all breast cancer)
If you receive a benefit for invasive cancer and are later diagnosed with a reoccurrence of invasive 
cancer, 25% of the coverage amount is payable if treatment-free for at least 12 months and in 
complete remission prior to the date of reoccurrence; excludes non-invasive or skin cancer.

Facing challenges 
together
Tom enjoys the outdoors, including 
hiking with his family, bike riding 
and walking his dog. When he was 
diagnosed with lung cancer, he 
worried that he’d never do those 
things again. 

HOW TOMʼS COVERAGE HELPED*
With his coverage, he received 
benefits for:

Initial lung cancer 
diagnosis
$10,000

Second opinion
$300

MRI scan
$125

Hospital stay  
of 3 nights
$900

Total amount $11,325

Cancer benefits

COVERED CONDITION1 PERCENTAGE OF APPLICABLE  
COVERAGE AMOUNT

Invasive cancer (including all breast cancer) 100%

Non-invasive cancer 25%

Skin cancer initial diagnosis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $400 per lifetime
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  Available coverage for 
spouse and eligible 
dependent children 

  Cover your eligible 
dependent children 
at no additional cost 

  Receive coverage 
regardless of medical 
history, within 
specified limits

  Works alongside 
your health savings 
account (HSA)

  Benefits payable 
regardless of other 
insurance

KEY BENEFITS

Level 3 benefits
Cancer benefits can help provide financial protection through a variety of benefits.

Air ambulance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $2,000 per trip
Transportation to or from a hospital/medical facility (max. of two trips per confinement per covered person)

Ambulance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $250 per trip
Transportation to or from a hospital/medical facility (max. of two trips per confinement per covered person)

Anesthesia
Administered during a surgical procedure for treatment of invasive cancer

  General  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 25% of surgical 
procedures benefit

  Local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 per procedure

Anti-nausea medication . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 per
Doctor-prescribed medication as a result of  radiation or chemotherapy day administered or  
(max. benefit amount of $200 per covered person per calendar month) per prescription filled

Blood/plasma/platelets/immunoglobulins2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $250 per day
A transfusion required during the treatment of invasive cancer  
(max. benefit amount of $10,000 per covered person per calendar year)

Bone marrow donor screening . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50
Testing in connection with being a potential donor (max. of one per covered person per lifetime)

Bone marrow or peripheral stem cell donation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,000
Receiving another person’s bone marrow or stem cells for a transplant 
(max. of one per covered person per lifetime)

Bone marrow or peripheral stem cell transplant . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $7,000 per transplant 
Transplant you receive for the treatment of invasive cancer  
(max. of two transplant benefits per covered person per lifetime) 

Cancer vaccine . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50
An FDA-approved vaccine for the prevention of invasive cancer (max. of one per covered person per lifetime)

Companion transportation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $.50 per mile
Companion travels by plane, train or bus to accompany a covered cancer patient more than 50 miles 
one way for treatment (max. benefit amount of $1,000 per covered person per round trip)

Egg(s) extraction or harvesting/sperm collection and storage (cryopreservation)
Extracted/harvested or collected before chemotherapy, radiation or immunotherapy 
(max. of one per covered person per lifetime)

  Egg(s) extraction or harvesting or sperm collection . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,000
  Egg(s) or sperm storage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $300

Experimental treatment . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $300 per day
Hospital, medical or surgical care for experimental treatment of invasive cancer  
(max. benefit amount of $3,000 per covered person per calendar year)

Hair/external breast/voice box prosthesis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $350 per year
Prosthesis needed as a direct result of invasive cancer (per covered person per calendar year)

Home health care services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $100 per day
Examples include physical therapy, occupational therapy, speech therapy and audiology; 
prosthesis and orthopedic appliances; rental or purchase of durable medical equipment 
(max. of 30 days per covered person per calendar year or twice the number of days of hospital 
confinement per covered person per calendar year)

Hospice
(max. benefit amount of $15,000 for initial and daily hospice care per covered person per lifetime)

  Initial hospice care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,000
(max. of one per covered person per lifetime)

  Daily hospice care. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 per day
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For more information,  
talk with your  

benefits counselor.

GCI6000 – PLAN 4 – LEVEL 3

Hospital confinement
Hospital stay (including intensive care) required for the treatment of invasive cancer (per covered person)

  30 days or less . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $300 per day

  31 days or more . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $600 per day

Lodging . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $75 per day
Hotel/motel expenses while being treated for invasive cancer more than 50 miles from home  
(max. of 90 days per covered person per calendar year)

Medical imaging studies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $125 per study
Specific studies for cancer treatment (max. benefit amount of $250 per covered person per calendar year)

Outpatient surgical center . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $500 per day
Surgery at an outpatient center for the treatment of invasive cancer  
(max. benefit amount of $1,500 per covered person per calendar year)

Private full-time nursing services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $150 per day
Services while hospital confined other than those regularly furnished by a hospital (per covered person)

Prosthetic device/artificial limb . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $3,000
 A surgical implant needed because of invasive cancer surgery per device or limb 
(max. benefit amount of $6,000 per covered person per lifetime)

Radiation/chemotherapy or immunotherapy
(max. benefit amount per covered person)

  Self-administered . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $400 per calendar
Self-injected/topical/oral non-hormonal month
(max. benefit amount of $4,800 per covered person per calendar year)

  Physician-administered . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $700 per calendar
Injected chemotherapy by medical personnel/pump/immunotherapy month
(max. benefit amount of $8,400 per covered person per calendar year)

  Hormonal therapy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $150 per calendar
Oral hormonal month
(max. benefit amount of $1,800 per covered person per calendar year)

Reconstructive surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $60 per surgical unit
Surgery to reconstruct anatomical defects resulting from treatment of invasive cancer (max. benefit amount 
of $3,000 per covered person per procedure, including 25% for general anesthesia; limit two per site)

Second medical opinion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $300
A second physician's opinion on surgery or treatment following the positive diagnosis of invasive cancer 
(max. of one per covered person per lifetime)

Skilled nursing care facility . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $150 per day
Confinement to a covered facility after hospital release during the treatment of invasive cancer  
(per covered person per day up to the number of days for hospital confinement)

Supportive/protective care drugs and colony stimulating factors . . . . . . . . . . . . . . . . . . $50 per day
Doctor-prescribed drugs for the treatment of invasive cancer 
(max. benefit amount of $400 per covered person per calendar year)

Surgical procedures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $60 per surgical unit
Inpatient or outpatient surgery for the treatment of invasive cancer 
(max. benefit amount of $4,800 per covered person per procedure)

Transportation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $.50 per mile
Travel expenses when being treated for invasive cancer more than 50 miles from home
(max. benefit amount of $1,500 per covered person per round trip)

Waiver of premium . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes
No premiums due if the named insured is disabled longer than 90 consecutive days
(lifetime maximum of 24 months) 55
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Underwritten by Colonial Life & Accident Insurance Company, Columbia, SC.
©2020 Colonial Life & Accident Insurance Company. All rights reserved. Colonial Life is a registered trademark 
and marketing brand of Colonial Life & Accident Insurance Company.

1.  Refer to the certificate for complete definitions of covered conditions. 
2.  In North Carolina, pays actual charges incurred for blood/plasma/platelets/immunoglobulins and their 

administration, subject to the maximum benefit amount.

THIS INSURANCE PROVIDES LIMITED BENEFITS.
Insureds in MA must be covered by comprehensive health insurance before applying for this coverage.

EXCLUSIONS AND LIMITATIONS FOR CANCER 
We will not pay the Invasive Cancer (including all Breast Cancer) Benefit, Non-Invasive Cancer Benefit, Benefit Payable 
Upon Reoccurrence of Invasive Cancer (including all Breast Cancer) or Skin Cancer Initial Diagnosis Benefit for a 
covered person’s invasive cancer or non-invasive cancer that: is diagnosed or treated outside the territorial limits of the 
United States, its possessions, or the countries of Canada and Mexico; is a pre-existing condition, unless the covered 
person has satisfied the pre-existing condition limitation period shown on the Certificate Schedule on the date the 
covered person is initially diagnosed as having invasive or non-invasive cancer. No pre-existing condition limitation will 
be applied for dependent children who are born or adopted while the named insured is covered under the certificate, 
and who are continuously covered from the date of birth or adoption.

EXCLUSIONS AND LIMITATIONS FOR CANCER BENEFITS RIDER
We will not pay Cancer Benefits for treatment of invasive cancer, including skin cancer where applicable, that is a 
pre-existing condition, unless the covered person has satisfied the pre-existing condition limitation period on the date 
the covered person receives treatment for invasive cancer, including skin cancer where applicable, or is diagnosed or 
treated outside the territorial limits of the United States, its possessions, or the countries of Canada and Mexico.

PRE-EXISTING CONDITION LIMITATION
We will not pay a benefit for a pre-existing condition that occurs during the 12-month period after the coverage 
effective date. Pre-existing condition means a sickness or physical condition for which a covered person was 
treated, had medical testing, received medical advice or had taken medication within 12 months before the 
coverage effective date.

This information is not intended to be a complete description of the insurance coverage available. The insurance 
or its provisions may vary or be unavailable in some states. The insurance has exclusions and limitations which 
may affect any benefits payable. Applicable to policy form GCI6000-P and certificate form GCI6000-C (including 
state abbreviations where used, for example: GCI6000-C-TX) and rider form R-GCI6000-CB. For cost and complete 
details of coverage, call or write your Colonial Life benefits counselor or the company.

Preparing for the unexpected is simpler than you think.  
With Colonial Life, youʼll have the support you need to face  
lifeʼs toughest challenges.
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These rates were prepared on 9/20/2023 and are valid for 90 days.
Guaranteed issue amount: $10,000

▪ Group  Monthly Rates for City of Harlingen
Situs State - TX

▪ Plan 4 - Composite Cancer Benefits
Rates illustrated per unit. Named Insured unit value=$1,000.
Uni-Tobacco Rates

ISSUE AGE NAMED INSURED NAMED INSURED AND NAMED INSURED AND NAMED INSURED, SPOUSE
SPOUSE DEPENDENT CHILD(REN) AND DEPENDENT CHILD(REN)

17-74 $1.67 $3.09 $1.67 $3.09

▪ $50 Health Screening Benefit
Uni-Tobacco Rates

ISSUE AGE NAMED INSURED NAMED INSURED AND NAMED INSURED AND NAMED INSURED, SPOUSE
SPOUSE DEPENDENT CHILD(REN) AND DEPENDENT CHILD(REN)

17-74 $2.90 $4.50 $2.90 $4.50

▪ Cancer Benefit Rider
Uni-Tobacco Rates

ISSUE AGE NAMED INSURED NAMED INSURED AND NAMED INSURED AND NAMED INSURED, SPOUSE
SPOUSE DEPENDENT CHILD(REN) AND DEPENDENT CHILD(REN)

Level 1 17-74 $6.96 $11.04 $6.96 $11.04
Level 2 17-74 $10.40 $16.18 $10.40 $16.18
Level 3 17-74 $14.93 $25.19 $14.93 $25.19
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Group Critical Illness Insurance
Plan 1

GCI6000 – PLAN 1 – CRITICAL ILLNESS

When life takes an unexpected turn due to a critical illness diagnosis, your 
focus should be on recovery — not finances. Colonial Life’s group critical illness 
insurance helps provide financial support by providing a lump-sum benefit 
payable directly to you for your greatest needs. 

Coverage amount: ____________________________

Household expenses 
while he was unable 
to work

Co-payments and 
hospital bills not  
covered by his  
medical insurance

Physical therapy to 
get back to doing 
what he loves

For illustrative purposes only.

An unexpected moment 
changes life forever
Chris was mowing the lawn when he 
suffered a stroke. His recovery will be 
challenging, and he's worried, since 
his family relies on his income. 

HOW CHRIS’S COVERAGE HELPED
The lump-sum payment from his 
critical illness insurance helped 
pay for:

COVERED CONDITION1 PERCENTAGE OF APPLICABLE  
COVERAGE AMOUNT

Benign brain tumor 100%

Coma 100%

End stage renal (kidney) failure 100%

Heart attack (myocardial infarction) 100%

Loss of hearing 100%

Loss of sight 100%

Loss of speech 100%

Major organ failure requiring transplant 100%

Occupational infectious HIV or occupational infectious 
hepatitis B, C or D 100%

Stroke 100%

Sudden cardiac arrest 100%

Coronary artery disease 25%

Critical illness benefit 
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Underwritten by Colonial Life & Accident Insurance Company, Columbia, SC.
©2020 Colonial Life & Accident Insurance Company. All rights reserved. Colonial Life is a registered trademark 
and marketing brand of Colonial Life & Accident Insurance Company.

For more information, 
talk with your 

benefits counselor.

  Available coverage for 
spouse and eligible 
dependent children 
at 50% of your 
coverage amount 

  Cover your eligible 
dependent children at 
no additional cost 

  Receive coverage 
regardless of medical 
history, within 
specified limits

  Works alongside 
your health savings 
account (HSA)

  Benefits payable 
regardless of other 
insurance

KEY BENEFITS

COVERED CONDITION1 PERCENTAGE OF APPLICABLE  
COVERAGE AMOUNT

Cerebral palsy 100%

Cleft lip or palate 100%

Cystic fibrosis 100%

Down syndrome 100%

Spina bifida 100%

Additional covered conditions for dependent children

Subsequent diagnosis of a different critical illness2
If you receive a benefit for a critical illness and are later diagnosed with a different critical 
illness, 100% of the coverage amount may be payable for that particular critical illness.

Subsequent diagnosis of the same critical illness2
If you receive a benefit for a critical illness and are later diagnosed with the same critical 
illness,3 25% of the coverage amount may be payable for that critical illness.

1.  Refer to the certificate for complete definitions of covered conditions. 
2.  Dates of diagnoses of a covered critical illness must be separated by more than 180 days. 
3.  Critical illnesses that do not qualify include: coronary artery disease, loss of hearing, loss of sight, loss of speech,  

and occupational infectious HIV or occupational infectious hepatitis B,C  or D.

THIS INSURANCE PROVIDES LIMITED BENEFITS.

EXCLUSIONS AND LIMITATIONS FOR CRITICAL ILLNESS 
We will not pay the Critical Illness Benefit, Benefits Payable Upon Subsequent Diagnosis of a Critical Illness or 
Additional Critical Illness Benefit for Dependent Children that occurs as a result of a covered person’s: doctor 
or physician relationship; felonies or illegal occupations; intoxicants and narcotics; suicide or injuring oneself 
intentionally, whether sane or not; war or armed conflict; or pre-existing condition, unless the covered person has 
satisfied the pre-existing condition limitation period shown on the Certificate Schedule on the date the covered person 
is diagnosed with a critical illness.

PRE-EXISTING CONDITION LIMITATION 
We will not pay a benefit for a pre-existing condition that occurs during the 12-month period after the coverage effective 
date. Pre-existing condition means a sickness or physical condition for which a covered person received medical advice or 
treatment within 12 months before the coverage effective date.

This information is not intended to be a complete description of the insurance coverage available. The insurance  
has exclusions and limitations which may affect any benefits payable. Applicable to policy forms GCI6000-P-EE-TX 
and GCI6000-P-AU-TX and certificate forms GCI6000-C-EE-TX and GCI6000-C-AU-TX. For cost and complete details of 
coverage, call or write your Colonial Life benefits counselor or the company.

Preparing for the unexpected is simpler than you think.  
With Colonial Life, youʼll have the support you need to face  
lifeʼs toughest challenges.
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These rates were prepared on 9/20/2023 and are valid for 90 days.
Guaranteed issue amount: $35,000

▪ Group Critical Illness Monthly Rates for City of Harlingen
Situs State - TX

▪ Plan 1 - Issue Age Critical Illness Benefits
Rates illustrated per unit. Named Insured unit value=$1,000.
Non-Tobacco Rates

ISSUE AGE NAMED INSURED NAMED INSURED AND NAMED INSURED AND NAMED INSURED, SPOUSE
SPOUSE DEPENDENT CHILD(REN) AND DEPENDENT CHILD(REN)

17-24 $0.20 $0.28 $0.20 $0.28
25-29 $0.27 $0.39 $0.27 $0.39
30-34 $0.34 $0.50 $0.34 $0.50
35-39 $0.51 $0.77 $0.51 $0.77
40-44 $0.69 $1.03 $0.69 $1.03
45-49 $0.97 $1.49 $0.97 $1.49
50-54 $1.30 $2.01 $1.30 $2.01
55-59 $1.71 $2.65 $1.71 $2.65
60-64 $2.34 $3.62 $2.34 $3.62
65-69 $2.56 $3.94 $2.56 $3.94
70-74 $2.94 $4.54 $2.94 $4.54

Tobacco Rates
ISSUE AGE NAMED INSURED NAMED INSURED AND NAMED INSURED AND NAMED INSURED, SPOUSE

SPOUSE DEPENDENT CHILD(REN) AND DEPENDENT CHILD(REN)
17-24 $0.35 $0.50 $0.35 $0.50
25-29 $0.49 $0.70 $0.49 $0.70
30-34 $0.62 $0.90 $0.62 $0.90
35-39 $0.93 $1.37 $0.93 $1.37
40-44 $1.24 $1.85 $1.24 $1.85
45-49 $1.76 $2.67 $1.76 $2.67
50-54 $2.33 $3.61 $2.33 $3.61
55-59 $3.09 $4.76 $3.09 $4.76
60-64 $4.22 $6.51 $4.22 $6.51
65-69 $4.60 $7.10 $4.60 $7.10
70-74 $5.29 $8.17 $5.29 $8.17

▪ $50 Health Screening Benefit
Uni-Tobacco Rates

ISSUE AGE NAMED INSURED NAMED INSURED AND NAMED INSURED AND NAMED INSURED, SPOUSE
SPOUSE DEPENDENT CHILD(REN) AND DEPENDENT CHILD(REN)

17-74 $2.90 $4.50 $2.90 $4.50
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For more information,  
talk with your  

benefits counselor.

Group Hospital Indemnity Insurance
Plan 2

ColonialLife.com

Group Medical BridgeTM insurance can help with medical costs associated with a 
hospital stay that your health insurance may not cover. These benefits are available 
for you, your spouse and eligible dependent children.

Hospital confinement . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $_______________  per day
Maximum of one day per covered person per calendar year

Waiver of premium
Available after 30 continuous days of a covered confinement of the named insured

  Daily hospital confinement . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $100 per day
Maximum of 365 days per covered person per confinement. Re-confinement for the same or related  
condition within 90 days of discharge is considered a continuation of a previous confinement.

  Diagnostic procedure . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $_______________  per day
Maximum of one day per covered person per calendar year

  Outpatient surgical procedure
 Tier 1 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $_______________  per day

 Tier 2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $_______________  per day

Maximum of $________________ per covered person per calendar year for Tier 1 and 2 combined 
Maximum of one day per outpatient surgical procedure

GMB7000 – PLAN 2

Diagnostic procedures
The following is a list of common diagnostic procedures that may be covered if the diagnostic procedure 
benefit is selected.

Breast
– Biopsy (incisional, needle, stereotactic)

Cardiac
– Angiogram
– Arteriogram
– Thallium stress test
– Transesophageal echocardiogram (TEE)

Diagnostic radiology
– Computerized tomography scan (CT scan)
– Electroencephalogram (EEG)
– Magnetic resonance imaging (MRI)
– Myelogram
– Nuclear medicine test
– Positron emission tomography scan (PET scan)

Digestive
– Barium enema/lower GI series
– Barium swallow/upper GI series
– Esophagogastroduodenoscopy (EGD)

Ear, nose, throat, mouth
– Laryngoscopy

Gynecological
– Amniocentesis
– Cervical biopsy
– Cone biopsy
– Endometrial biopsy

Liver
– Biopsy

Lymphatic
– Biopsy

Miscellaneous
– Bone marrow aspiration/biopsy

Renal
– Biopsy

Respiratory
– Biopsy
– Bronchoscopy
– Pulmonary function test (PFT)

Skin
– Biopsy
– Excision of lesion

Thyroid
– Biopsy

Urologic
– Cystoscopy

– Hysteroscopy
–  Loop electrosurgical 

excisional procedure
(LEEP)

1 00

500 or 1000

500
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ColonialLife.com

11-21  |  101918-2

THIS INSURANCE PROVIDES LIMITED BENEFITS.

EXCLUSIONS
We will not pay any benefits for injuries received in accidents or for sicknesses which are caused by, contributed to by or occur 
as a result of the following exclusions and limitations.  (a) alcoholism or drug addiction; (b) dental procedures; (c) elective 
procedures and cosmetic surgery; (d) felonies or illegal occupations; (e) mental or nervous disorders; (f) pregnancy of a 
dependent child; (g) suicide or injuries which any covered person intentionally does to himself or herself; (h) war or armed 
forces service. We will not pay benefits for hospital confinement (i) due to giving birth within the first nine months after the 
effective date of the policy or (j) for a newborn who is neither injured nor sick.(k) The policy may have additional exclusions 
and limitations which may affect any benefits payable.

PRE-EXISTING CONDITION LIMITATIONS
(l) We will not pay benefits for loss during the first 12 months after the certificate effective date due to a pre-existing 
condition. (m) A pre-existing condition is a sickness or physical condition, whether diagnosed or not, for which a covered 
person was treated, had medical testing, received medical advice or had taken medication within the 12 months before 
the certificate effective date. (n) This limitation applies to the following benefits, if applicable: Hospital Confinement, Daily 
Hospital Confinement, Inpatient Mental and Nervous, Rehabilitation Unit Confinement, Specified Critical Illness, Diagnostic 
Procedure, and Outpatient Surgical Procedure.

This information is not intended to be a complete description of the insurance coverage available. The insurance or its 
provisions may vary or be unavailable in some states. The insurance has exclusions and limitations which may affect any 
benefits payable. Applicable to policy form GMB7000-P and certificate form GMB7000-C (including state abbreviations 
where used, for example: GMB7000-C-TX). For cost and complete details of coverage, call or write your Colonial Life 
benefits counselor or the company.

  Breast
– Breast reconstruction
– Breast reduction

  Cardiac
– Angioplasty
– Cardiac catheterization

  Digestive
– Exploratory laparoscopy
– Laparoscopic appendectomy
– Laparoscopic cholecystectomy

  Ear, nose, throat, mouth
– Ethmoidectomy
– Mastoidectomy
– Septoplasty
– Stapedectomy
– Tympanoplasty

Tier 2 outpatient surgical procedures
  Eye

– Cataract surgery
– Corneal surgery (penetrating keratoplasty)
– Glaucoma surgery (trabeculectomy)
– Vitrectomy 

  Gynecological
– Hysterectomy
– Myomectomy

  Musculoskeletal system
–  Arthroscopic knee surgery with meniscectomy 

(knee cartilage repair)
– Arthroscopic shoulder surgery
– Clavicle resection
–  Dislocations (open reduction with internal fixation)
–  Fracture (open reduction with internal fixation)
– Removal or implantation of cartilage
– Tendon/ligament repair

The procedures listed below are only a sampling of the procedures that may be covered if the outpatient 
surgical procedure benefit is selected. Procedures must be performed by a doctor in a hospital or ambulatory 
surgical center. For complete details and definitions, refer to your certificate.

Tier 1 outpatient surgical procedures
  Breast

– Axillary node dissection
– Breast capsulotomy
– Lumpectomy

  Cardiac
– Pacemaker insertion

  Digestive
– Colonoscopy* 
– Fistulotomy
– Hemorrhoidectomy
– Lysis of adhesions

  Ear, nose, throat, mouth
– Adenoidectomy
– Removal of oral lesions
– Myringotomy
– Tonsillectomy
– Tracheostomy
– Tympanotomy

  Gynecological
– Dilation and curettage (D&C)
– Endometrial ablation
– Lysis of adhesions

  Liver
– Paracentesis

  Musculoskeletal system
– Carpal/cubital repair or release
–  Foot surgery (bunionectomy, exostectomy,  

arthroplasty, hammertoe repair)
– Removal of orthopedic hardware
– Removal of tendon lesion

  Skin
– Laparoscopic hernia repair
– Skin grafting

KS: "Surgical Procedure" benefit replaces "Outpatient Surgical Procedure." Diagnostic Procedures must be performed in a 
hospital or an ambulatory surgical center.
PA: "Hospital Confinement Admission" benefit replaces the "Hospital Confinement" benefit

* Colonoscopy must result in polyp removal or be recommended by a physician for the purposes of treating 
or diagnosing a sickness.

If a covered family member has a qualified high deductible health plan (HDHP) and actively contributes to a health 
savings account (HSA), their HSA can be disqualified with this coverage.

  Thyroid
– Excision of a mass

  Urologic
– Lithotripsy

Underwritten by Colonial Life & Accident Insurance Company, Columbia, SC
©2021 Colonial Life & Accident Insurance Company. All rights reserved. Colonial Life is a  
registered trademark and marketing brand of Colonial Life & Accident Insurance Company.
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AGE: Employee Employee & Spouse Employee & Children Employee & Family
17-49 $11.76 $22.56 $19.04 $29.84
50-59 $17.04 $33.96 $24.32 $41.24
60-64 $22.92 $46.76 $30.20 $54.04
65+ $33.80 $69.24 $41.08 $76.52

AGE: Employee Employee & Spouse Employee & Children Employee & Family
17-49 $15.52 $29.32 $24.40 $38.20
50-59 $21.92 $43.64 $30.80 $52.52
60-64 $29.76 $61.00 $38.64 $69.88
65+ $43.40 $89.20 $52.28 $98.08

Plan 1: $500

Group Hospital Indemnity Rates

Plan 2: $1000

Colonial Life
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9901 I-10 W Ste 800
San Antonio, TX 78230

(210) 625-8765
inf -TX.c

Enrollment Options

up toFlexible Spending Account (FSA)  
with 
• ANNUAL LIMIT:  Set aside up to  to pay for a long list of eligible medical expenses not covered by 

insurance, including co-pays, deductibles, co-insurance, dental care, vision care, prescriptions, and many 
over-the-counter products

• SAVE TAXES:  Deductions are made before payroll taxes are calculated, lowering your taxable income. You do 
not pay withholding tax, Social Security, or Medicare on the amount you choose to set aside

• :
• UNIFORM COVERAGE RULE:  

Dependent Care FSA (DCFSA)            up to $5,000
• ANNUAL LIMIT: 

$5,000
$2,500 (and your spouse can also set aside up to $2,500).

• QUALIFIED TAX DEPENDENTS:  Children who have not yet reached their 13th birthday and persons of any 
age, including elderly parents, who cannot care for themselves

• ELIGIBLE CARE:  Infant daycare, preschool, before-school care, after-school care, summer day camps, elderly 

• SAVE TAXES: Deductions are made before payroll taxes are calculated, lowering your taxable income. You do 
not pay withholding tax, Social Security, or Medicare on the amount you choose to set aside 
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See the other side for Frequently Asked Questions (FAQs).
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Subhead

*If prescribed for a particular ailment or medical condition; provider letter required.

(ground or air)

(prescription)

(bracelet, necklace)

(legal)

(psychologists, 
psychotherapists)

(special, relief, or handicapped)

(essentially and primarily 
for medical care; limits apply)

(diaper rash ointments, teething gel, 

Bandages and bandaids 
Breast pumps for nursing mothers
Braces & supports

Contact lens solution
Contraceptives 

CPAP equipment & supplies
Diabetic testing supplies/equipment
Durable medical equipment 

Eczema & psoriasis remedies
Eye drops, ear drops, nasal sprays
First aid kits
Hemorrhoidal preparations
Home diagnostic (pregnancy tests, 

ovulation kits, thermometers, blood
pressure monitors, etc.)

Hydrogen peroxide, rubbing alcohol

Laxatives
Medicated bandaids & dressings
Menstrual care products 
Motion sickness remedies

OTC varieties of Insulin
Pain relievers 

Reading glasses
Sleep aids & sedatives
Wart removal remedies, corn patches

All OTC items listed are examples.

These items are commonly mistaken as eligible but do not meet the requirements:
Cosmetic surgery and procedures
Cosmetic dental procedures (incl. teeth 

whitening, vitamins and supplements

Health programs, health clubs and gyms
Insurance premiums
(not reimbursable under FSA)

Teeth whitening
Vitamins & supplements

without prescription





Substantiation

1

2

3



Welcome to 
Mobile

*Login credentials include username, password, and the TPA Code provided by your plan administrator. If the TPA Code is not
available, you can use the URL for your online Summit account portal instead. Just enter the URL in the TPA Code field
(URL example: www.MySummitTPA.com).



Please note: Your homepage may look different than the one seen here, depending on what 
benefits you have available.



A DCAP plan is an employer-sponsored benefit that helps employees pay 
for the care of a qualified dependent. Each pay period, the employee 

makes a pre-tax contribution to the DCAP account. After paying for care 
and filing a claim, the employee receives reimbursement from the DCAP.  

A dependent who is 12 
years old or younger 
(& lives with the employee)

Qualified Dependents:

A spouse or other 
IRS-recognized dependent who 
is physically or mentally 
unable to provide self-care

• Daycare
Pre-school
Pre-kindergarten

• Before and After
school care
(Extended day)

• Summer day
camps (overnight
camp does
not qualify)

• Adult/Elderly care
programs

• Babysitting during
work and/or
college hours

• Sick child care

• Deposits for
child care

Use Your DCAP to Pay for the Following: 
(not all eligible items are listed)

© 2017, DataPath, Inc.
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Getting sick after hours or on weekends used to mean a lengthy, costly trip to the emergency room 
or urgent care center. But with your virtual visits benefit, provided by Blue Cross and Blue Shield of 
Texas (BCBSTX) and powered by MDLIVE, the doctor is in 24/7/365. And you don’t have to leave the 
comfort of your own home.

Virtual visits allow you to consult a doctor for non-emergency situations by phone, mobile app or 
online video anytime, anywhere. Speak to a doctor or schedule an appointment at a time that works 
best for you.

VIRTUAL  
VISITS: Speak with a doctor — 

anytime, anywhere
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With virtual visits, you get:
• 24/7 access to an independently contracted, board-certified doctor

• Access via online video, mobile app or telephone 

• If necessary, e-prescription sent to your local pharmacy

Virtual visits doctors can treat a variety of health conditions, including: 
• Allergies  • Ear problems (age 12+) • Pink eye

• Asthma  • Fever (age 3+) • Rash

• Cold/flu  • Nausea • Sinus infections

Talk Therapy
Speak with a licensed counselor, therapist or psychiatrist for support with virtual visits, available by appointment. You can 

choose who you want to work with for issues such as anxiety, depression, trauma and loss or relationship problems.

Virtual visits may not be available on all plans. Non-emergency medical service in Idaho, Montana and New Mexico is limited to interactive audio/video (video only). Non-emergency medical service in 
Arkansas is limited to interactive audio/video (video only) for initial consultation.

MDLIVE is a separate company that operates and administers the virtual visits program for Blue Cross and Blue Shield of Texas. MDLIVE is solely responsible for its operations and for those of its 
contracted providers. MDLIVE® and the MDLIVE logo are registered trademarks of MDLIVE, Inc., and may not be used without written permission. 

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.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an independent Licensee of the Blue Cross and Blue Shield Association

Activate your account or schedule a virtual visit
• Go to Blue Access for MembersSM  

or MDLIVE.com/bcbstx.

• Download the MDLIVE app from Apple’s  
App StoreSM or Google PlayTM.

• Call MDLIVE at (888) 680-8646.

• Text BCBSTX to 635-483. (MDLIVE’s online  
assistant Sophie will help you activate  
your account.)

731392.0918

Get connected today!  
To register, you’ll need to provide your BCBSTX member ID number.
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Get information about your health benefits, anytime, anywhere. 
Use your computer, phone or tablet to access the Blue Cross 
and Blue Shield of Texas (BCBSTX) secure member website, 
Blue Access for Members (BAM).  

With BAM, you can: 

• Check the status or history of a claim 

• View or print Explanation of Benefits statements 

• Locate a doctor or hospital in your plan’s network

• Find Spanish-speaking providers

• Request a new ID card – or print a temporary one

•  Visit Health Care School to see articles and videos to help 
you make the most of your benefits

Blue Access for MembersSM

Get all the advantages your health plan offers

Text* BCBSTXAPP to 
33633 to get the BCBSTX 
app that lets you use BAM 
while you’re on the go.

*Message and data rates may apply

It’s easy to get started
1 Go to bcbstx.com/member

2    Click Register Now

3 Use the information 

on your BCBSTX ID card 

to complete the 

registration process.

75



Find what you need with Blue Access for Members

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association                          

                55525.1014

1 2 3 4 5

6

7

1098

1   My Coverage: Review benefit details for you and family members covered under your plan. 

2     Claims Center: View and organize details such as payments, dates of service, provider names, claims status  
and more.

3   My Health: Make more informed health care decisions by reading about health and wellness topics and researching 
specific conditions.

4    Doctors & Hospitals: Use Provider Finder® to locate a network doctor, hospital or other health care provider, and 
get driving directions.

5    Forms & Documents: Use the form finder to get medical, dental, pharmacy and other forms quickly and easily.

6    Message Center: Learn about updates to your benefit plan and receive promotional information via secure messaging.

7    Quick Links: Go directly to some of the most popular pages, such as medical coverage, replacement ID cards, 
manage preferences and more.

8   Settings: Set up notifications and alerts to receive updates via text and email, review your member information and 
change your secure password at anytime.

9   Help: Look up definitions of health insurance terms, get answers to frequently asked questions and find  
Health Care School articles and videos.

10  Contact Us: Submit a question and a Customer Service Advocate will respond by phone or through the message center.
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758764.0424
Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation,  
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

Choosing or Changing your Primary Care Provider
Blue EssentialsSM  
Blue Essentials member, you select a PCP from the Blue EssentialsSM  

Q How do I choose a PCP? 

A  When you enrolled in your HMO, you and your covered family members were each asked to select a PCP that participates 
in our network. If you did not select a PCP at that time, one is selected for you. However, you can change your PCP. The 
most common PCP specialties to choose from are family practitioners, pediatricians, geriatricians, internists and 
gynecologists. Specialists are not PCPs.

   Each PCP has a 10-digit PCP ID which includes letters and numbers. You will need this number when enrolling or 

Q. How do I change my PCP? 

A  To ensure that you are comfortable with your choice of doctors, you may change your PCP once a month for any reason. 

current PCP, simply call the group to inform them of your decision. The medical group will let you know if the PCP you 

telephone; log in to Blue Access for MembersSM at bcbstx.com/member or call the customer service number on the 
back of your member ID card.

Q 
A  You can search from your computer, smartphone or other mobile device. Visit bcbstx.com/member to access 

BAMSM.  Enter your username and password - to register for a BAM account, all you need are your group numbers, 
found on your member ID card.

Continues on reverse
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Your doctor may already be in the Blue Essentials network. If not, and you are undergoing a course of evaluation and/or 

It depends. If you see another PCP or specialist within the medical group that your PCP participates in and it’s billed under 

Please keep in mind, not all PCP groups have specialists within their clinic, therefore you would need a referral.  
You do not need a referral for urgent or emergency care. Also, women do not need a referral to see a gynecologist.

 
of your member ID card.
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New Health Insurance Marketplace Coverage 
Options and Your Health Coverage

PART A: General Information 
:

What is the Health Insurance Marketplace? 

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

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

How Can I Get More Information? 

Form Approved
OMB No. 1210-0149 
(expires 6-30-2023) 
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PART B: Information About Health Coverage Offered by Your Employer 

3. Employer name

5. Employer address

7. City 8. State 9. ZIP code

10. Who can we contact about employee health coverage at this job?

11. Phone number (if different from above) 12. Email address

Harlingen Waterworks System
4. Employer Identification Number (EIN)

74-6001061

121 East Harrison Ave.
6. Employer phone number

956-430-6115

Harlingen TX 78550

assy Mata

mata wws com

Eligible employees working 30 hours or more per week

Eligible spouses and eligible dependent children up to age 26

83



No Surprises: 
Understand your rights against 
surprise medical bills 

The No Surprises Act protects people covered under group and individual health plans from receiving 
surprise medical bills when they receive most emergency services, non-emergency services from out-
of-network providers at in-network facilities, and services from out-of-network air ambulance service 
providers. It also establishes an independent dispute resolution process for payment disputes between 
plans and providers, and provides new dispute resolution opportunities for uninsured and self-pay 
individuals when they receive a medical bill that is substantially greater than the good faith estimate they 
get from the provider. 

Starting in 2022, there are new protections that prevent surprise medical bills. If you have private health 
insurance, these new protections ban the most common types of surprise bills. If you’re uninsured or you 
decide not to use your health insurance for a service, under these protections, you can often get a good 
faith estimate of the cost of your care up front, before your visit. If you disagree with your bill, you may be 
able to dispute the charges. Here’s what you need to know about your new rights. 

What are surprise medical bills? 

• Before the No Surprises Act, if you had health insurance and received care from an out-of-network
provider or an out-of-network facility, even unknowingly, your health plan may not have covered the
entire out-of-network cost. This could have left you with higher costs than if you got care from an
in-network provider or facility. In addition to any out-of-network cost sharing you might have owed,
the out-of-network provider or facility could bill you for the difference between the billed charge
and the amount your health plan paid, unless banned by state law. This is called “balance billing.”
An unexpected balance bill from an out-of-network provider is also called a surprise medical bill.
People with Medicare and Medicaid already enjoy these protections and are not at risk for surprise
billing.

What are the new protections if I have health insurance? 

If you get health coverage through your employer, a Health Insurance Marketplace®, 1 or an individual 
health insurance plan you purchase directly from an insurance company, these new rules will: 

• Ban surprise bills for most emergency services, even if you get them out-of-network and without
approval beforehand (prior authorization).

• Ban out-of-network cost-sharing (like out-of-network coinsurance or copayments) for most
emergency and some non-emergency services. You can’t be charged more than in-network cost-
sharing for these services.

• Ban out-of-network charges and balance bills for certain additional services (like anesthesiology or
radiology) furnished by out-of-network providers as part of a patient’s visit to an in-network facility.

• Require that health care providers and facilities give you an easy-to-understand notice explaining
the applicable billing protections, who to contact if you have concerns that a provider or facility has
violated the protections, and that patient consent is required to waive billing protections (i.e., you
must receive notice of and consent to being balance billed by an out-of-network provider).

1 Health Insurance Marketplace® is a registered service mark of the U.S. Department of Health & Human Services. 
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What if I don’t have health insurance or choose to pay for care on my own without using my health 
insurance (also known as “self-paying”)? 

If you don’t have insurance or you self-pay for care, in most cases, these new rules make sure you can get 
a good faith estimate of how much your care will cost before you receive it. 

What if I’m charged more than my good faith estimate? 

For services provided in 2022, you can dispute a medical bill if your final charges are at least $400 higher 
than your good faith estimate and you file your dispute claim within 120 days of the date on your bill. 

What if I do not have insurance from an employer, a Marketplace, or an individual plan? Do these new 
protections apply to me? 

Some health insurance coverage programs already have protections against surprise medical bills. If 
you have coverage through Medicare, Medicaid, or TRICARE, or receive care through the Indian Health 
Services or Veterans Health Administration, you don’t need to worry because you’re already protected 
against surprise medical bills from providers and facilities that participate in these programs. 

What if my state has a surprise billing law? 

The No Surprises Act supplements state surprise billing laws; it does not supplant them. The No Surprises 
Act instead creates a “floor” for consumer protections against surprise bills from out-of-network 
providers and related higher cost-sharing responsibility for patients. So as a general matter, as long as 
a state’s surprise billing law provides at least the same level of consumer protections against surprise 
bills and higher cost-sharing as does the No Surprises Act and its implementing regulations, the state 
law generally will apply. For example, if your state operates its own patient-provider dispute resolution 
process that determines appropriate payment rates for self-pay consumers and Health and Human 
Services (HHS) has determined that the state’s process meets or exceeds the minimum requirements 
under the federal patient-provider dispute resolution process, then HHS will defer to the state process 
and would not accept such disputes into the Federal process. 

As another example, if your state has an All-Payer Model Agreement or another state law that determines 
payment amounts to out-of-network providers and facilities for a service, the All-Payer Model Agreement 
or other state law will generally determine your cost-sharing amount and the out-of-network payment 
rate. 

Where can I learn more? 

Still have questions? Visit CMS.gov/nosurprises, or call the Help Desk at 1-800-985-3059 for more 
information. TTY users can call 1-800-985-3059. 
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