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YOUR SERVICE TEAM 
BENEFITS

It is our desire to work with you and your personnel to establish direct, efficient 
communications with our office. We are committed to serving your insurance and 

risk management needs with excellence. 

PRIMARY CONTACTS 
RICHARD ALLM KIM NICHOLSEN
CONSULTANT ACCOUNT EXECUTIVE 
rallm@whainsurance.com knicholsen@whainsurance.com
DIRECT:  (541) 284-5853 DIRECT:  (541) 284-5842
Cell:  (503) 580-3185

FULL TEAM
CHRISTINE WALLACE SAMANTHA BIANCO
ACCOUNT MANAGER ACCOUNT MANAGER 
cwallace@whainsurance.com sbianco@whainsurance.com
DIRECT:  (541) 284-5837 DIRECT:  (541) 284-5849

HOLLY BELL CAMERON REESE
ACCOUNT MANAGER ACCOUNT MANAGER 
hbell@whainsurance.com creese@whainsurance.com
DIRECT:  (541) 632-8032 DIRECT: (541) 284-5834

CONTACT
LOCAL OFFICE TOLL FREE FAX 

(541) 342-4441 (800) 852-6140 (541) 484-5434
Eugene Office – 2930 Chad Drive, Eugene, OR 97408 

Wilsonville Office – 29100 SW Town Center Loop, Suite 160, Wilsonville, OR 97070 
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MEDICAL____________________________________________________________________________________________

PacificSource

(866) 373-7053

www.pacificsource.com

(800) 357-6246

PacificSource

(866) 373-7053

www.pacificsource.com

HSA Bank

HEALTH REIMBURSEMENT ARRANGEMENT (HRA)__________________________________________________________

OneBridge

www.guidanceresources.com  / Web ID: EAP4UH

PacificSource

MASA MEDICAL TRANSPORT:___________________________________________________________________________

www.hsabank.com

DENTAL____________________________________________________________________________________________

LIFE & DISABILITY____________________________________________________________________________________________

FLEXIBLE SPENDING ACCOUNT (FSA)____________________________________________________________________

VISION_____________________________________________________________________________________________

Eligibility Information

Full time employees or any employee regularly scheduled to work 20 or more hours per week will be eligible for all 

benefits at time of hire.  

Effective dates for insurance programs will be the 1st of the month following the month of employment.

Refer to this list when you need to contact one of your benefit vendors. For general information contact Human 

Resources.

Who is Eligible and When:

EXTRAS:_____________________________________________________________________________________________

(888) 659-8828

www.hraveba.org

OneBridge

HEALTH SAVINGS ACCOUNT (HSA)______________________________________________________________________

(888) 659-8828

www.hraveba.org

(866) 373-7053

www.pacificsource.com

United Heritage: ComPsych 

(866) 511-3361

EMPLOYEE ASSISTANCE PROGRAM (EAP)_________________________________________________________________

United Heritage

(208) 493-6100

www.unitedheritage.com
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Medical Benefits

 Individual Deductible per Calendar Year

 Maximum Family Ded. per Cal. Year

 Coinsurance

 Out of Pocket Maximum - Individual

 Out of Pocket Maximum - Family

Preventative Services

 Well-Baby Care

 Immunizations (all ages)

 Routine Physical Exams

 Routine, Preventive Colonoscopy

Professional Services

 Virtual Office Visit (vendor)

 Primary Care Office / Virtual Visit

 Specialist Office / Virtual Visit

 Urgent Care Office Visit

 Diagnostic Lab and X-ray

 Advanced Imaging

 Surgery

Hospital Services

 Hospital Stay 

 Maternity Hospital 

 Outpatient Day Surgery

 Emergency Room Visits 

Other Services

 Ambulance (ground)

 Ambulance (air)

 Outpatient Durable Medical Equipment 

 Outpatient Rehabilitation/Habilitation 

 Allergy Injections

Alternative Care

 Chiropractic, Acup. and Naturo. OV

 Massage Therapy Office Visits

 Annual Maximum

Prescription Drug Benefit

Prescription Supply

Pharmacy Deductible

 Tier 1

 Tier 2

 Tier 3

 Tier 4

Vision

Benefit Availability

Exam

Lens Benefit

Frame Benefit

Contact Lens Benefit (in place of glasses)

2024-25 Plan Year

Deductible Waived

1st 3 Visits

$5 then

$25

$25

1st 3 Visits

$5 then

$35

$35

30 Day 90 Day

Chiro 20 Visits, Acupuncture 

12 Visits, $500 Massage

30 Day 90 Day 30 Day 90 Day

1st 3 Visits

$0 then

20%

20%

20% 20% 20%

Plan Comparison

Lesser of $150 

or 10%

Lesser of $450 

or 10%

Lesser of $150 

or 10%

Lesser of $450 

or 10%
20% 20%

For illustration purposes only. If a conflict arises, carrier information takes precedence.

None Medical DeductibleNone

Up to $400 Allowance Up to $400 Allowance Up to $400 Allowance

Per calendar year Per calendar year Per calendar year

$10 $10 $10

$75 $225 $75 $225 20% 20%

$50 $150 $50 $150 20% 20%

$10 $30 $10 $30 20% 20%

Chiro 20 Visits, Acupuncture 

12 Visits, $500 Massage

Chiro 20 Visits, Acupuncture 

12 Visits, $500 Massage

$25 $35 20%

$25 $35 20%

$25 $35 20%

$5 $5 20%

50% 50% 20%

20% 20% 20%

20% after $150 Copay 20% 20%

20% 20% 20%

20% 20% 20%

20% 20% 20%

20% 20% 20%

20% 20% 20%

20%

20% 20% 20%

20% 20% 20%

$25 $35

Covered in Full Covered in Full Covered in Full

Covered in Full Covered in Full Covered in Full

Covered in Full Covered in Full Covered in Full

$5,500 $7,900 $5,000 

$11,000 $15,800 $8,150 

$6,000 $2,500

$4,000 $12,000 $5,000

$2,000

$2000 Deductible $6000 Deductible $2500 HSA

In-Network In-Network In-Network

20%

$25

Covered in Full Covered in Full Covered in Full

$35

Fern Ridge School District

Deductible Applies

PacificSource 
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6134208

Medical Benefit Summary

Navigator 2000+25_20 S3

Benefit Year: Calendar Year

Provider Network: Navigator

Deductible Per Benefit Year In-network Out-of-network

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

Out-of-Pocket Limit Per Benefit
Year

In-network Out-of-network

Individual/Family $5,500/$11,000 $10,000/$20,000

Note: In-network deductible and out-of-pocket limit accumulate separately from the out-of-network
deductible and out-of-pocket limit. Even though you may have the same benefit for in-network and
out-of-network, your actual costs for services provided out-of-network may exceed this plan’s
out-of-pocket limit for out-of-network services. In addition, out-of-network providers may in certain
circumstances bill you for the difference between the amount charged by the provider and the
amount allowed by the insurance company (called balance billing). Balance billing amounts are not
counted toward the out-of-network out-of-pocket limit. For additional information about balance
billing or allowable fees, see your handbook.

The member is responsible for any amounts shown above, in addition to the
following amounts:

Service/Supply In-network Member Pays
Out-of-network Member

Pays

Preventive Care

Well baby/Well child care No deductible, 0% After deductible, 40%

Preventive physicals No deductible, 0% After deductible, 40%

Well woman visits No deductible, 0% After deductible, 40%

Preventive mammograms No deductible, 0% After deductible, 40%

Immunizations No deductible, 0% After deductible, 40%

Preventive colonoscopy No deductible, 0% After deductible, 40%

Prostate cancer screening No deductible, 0% After deductible, 40%

Professional Services

Office and home visits
First three visits no

deductible, $5. Subsequent
visits, no deductible, $25*

After deductible, 40%

PSGCC.OR.LG.0124
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Service/Supply In-network Member Pays
Out-of-network Member

Pays

Naturopath office visits No deductible, $25 After deductible, 40%

Specialist office and home visits No deductible, $25 After deductible, 40%

Telehealth visits
First three visits no

deductible, $5. Subsequent
visits, no deductible, $25*

After deductible, 40%

Office procedures and supplies No deductible, 0% After deductible, 40%

Surgery After deductible, 20% After deductible, 40%

Outpatient rehabilitation and
habilitation services

No deductible, $25 After deductible, 40%

Acupuncture (12 visits per benefit
year)

No deductible, $25 After deductible, 40%

Chiropractic manipulation/Spinal
manipulation (20 visits per benefit
year)

No deductible, $25 After deductible, 40%

Massage therapy ($500 per
benefit year)

No deductible, $25 After deductible, 40%

Hospital Services

Inpatient room and board After deductible, 20% After deductible, 40%

Inpatient rehabilitation and
habilitation services

After deductible, 20% After deductible, 40%

Skilled nursing facility care After deductible, 20% After deductible, 40%

Outpatient Services

Outpatient surgery/services After deductible, 20% After deductible, 40%

Diagnostic imaging – advanced After deductible, 20% After deductible, 40%

Diagnostic and therapeutic
radiology/laboratory and dialysis
– non-advanced

No deductible, 20% No deductible, 40%

Urgent and Emergency Services

Urgent care center visits No deductible, $25 After deductible, 40%

Emergency room visits – medical
emergency

No deductible, $150 plus
20%^

No deductible, $150 plus
20%^

Emergency room visits –
non-emergency

No deductible, $150 plus
20%^ After deductible, 40%

PSGCC.OR.LG.0124
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Service/Supply In-network Member Pays
Out-of-network Member

Pays

Ambulance, ground After deductible, 20% After deductible, 20%

Ambulance, air After deductible, 50% After deductible, 50%

Maternity Services**

Physician/Provider services
(global charge)

After deductible, 20% After deductible, 40%

Hospital/Facility services After deductible, 20% After deductible, 40%

Mental Health and Substance Use Disorder Services

Office visits
First three visits no

deductible, $5. Subsequent
visits, no deductible, $25*

After deductible, 40%

Inpatient care After deductible, 20% After deductible, 40%

Residential programs After deductible, 20% After deductible, 40%

Other Covered Services

Allergy injections No deductible, $5 After deductible, 40%

Durable medical equipment After deductible, 20% After deductible, 40%

Home health services After deductible, 20% After deductible, 40%

Transplants After deductible, 0% After deductible, 40%

This is a brief summary of benefits. Refer to your handbook for additional
information or a further explanation of benefits, limitations, and exclusions.

^ Copay waived if admitted into hospital.
* First 3 visits per benefit year combined for Professional Services – Office and home visits,
Telehealth visits, and Mental Health and Substance Use Disorder Services – Office visits.
** Medically necessary services, medication, and supplies to manage diabetes during pregnancy from
conception through six weeks postpartum will not be subject to a deductible, copayment, or
coinsurance.

PSGCC.OR.LG.0124
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Additional information
What is the deductible?

Your plan’s deductible is the amount of money that you pay first, before your plan starts to pay. You’ll
see that many services, especially preventive care, are covered by the plan without you needing to
meet the deductible. The individual deductible applies if you enroll without dependents. If you and one
or more dependents enroll, the individual deductible applies for each member only until the family
deductible has been met.
Note that there is a separate category for in-network and out-of-network when it comes to meeting
your deductible.

What is the out-of-pocket limit?

The out-of-pocket limit is the most you’ll pay for covered services during the benefit year. Once the
out-of-pocket limit has been met, the plan will pay 100 percent of allowed amounts for covered
services for the rest of that benefit year. The individual out-of-pocket limit applies only if you enroll
without dependents. If you and one or more dependents enroll, the individual out-of-pocket limit
applies for each member only until the family out-of-pocket limit has been met. Be sure to check your
handbook, as there are some charges, such as non-essential health benefits, penalties, and balance
billed amounts that do not count toward the out-of-pocket limit.
Note that there is a separate category for in-network and out-of-network when it comes to meeting
your out-of-pocket limit.

Payments to providers

Payment to providers is based on the prevailing or allowable fee for covered services. In-network
providers accept the allowable fee as payment in full. Services of out-of-network providers could
result in out-of-pocket expense in addition to the percentage indicated.

Prior authorization

Coverage of certain medical services and surgical procedures requires a benefit determination by
PacificSource before the services are performed. This process is called prior authorization. Prior
authorization is necessary to determine if certain services and supplies are covered under this plan,
and if you meet the plan’s eligibility requirements. Prior authorization does not change your
out-of-pocket expense for in-network and out-of-network providers. You can search for procedures
and services that require prior authorization on our website, Authgrid.PacificSource.com (select
Commercial for the line of business).

Discrimination is against the law

PacificSource Health Plans complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. PacificSource does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

PSGCC.OR.LG.0124
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6134205

Prescription Drug Benefit Summary

OR 10-50-75 S2 ODL

Benefit Year: Calendar Year

Formulary: Oregon Drug List (ODL)

This plan includes coverage for prescription drugs and certain other pharmaceuticals, subject to the
information below. This plan complies with federal healthcare reform. To check which tier your
prescription falls under, call our Customer Service team or visit PacificSource.com/find-a-drug.
The amount you pay for covered prescriptions at in-network pharmacies applies toward your plan’s
in-network medical out-of-pocket limit, the amount you pay for covered prescriptions at out-of-network
pharmacies applies toward your plan’s out-of-network out-of-pocket limit which is shown on the
Medical Benefit Summary. The copayment and/or coinsurance for prescription drugs obtained from
an in-network or out-of-network pharmacy are waived during the remainder of the benefit year in
which you have satisfied the medical out-of-pocket limit.

PacificSource Expanded (Preventive) No-cost Drug List

Your prescription benefit includes certain outpatient drugs as a preventive benefit at no deductible, $0
copay. This includes specific drugs that are taken regularly to prevent a disease or to keep a specific
disease or condition from progressing. You can get a list of covered preventive drugs by contacting
our Customer Service team or visit PacificSource.com and select Find a Drug.

Affordable Care Act Standard Preventive No-cost Drug List

Your prescription benefit includes preventive care drugs at no cost to you and are not subject to a
deductible or MAC penalties. This benefit includes some drugs required by the Affordable Care Act,
including tobacco cessation drugs. These drugs are identified on the drug list as Tier 0.

Each time a covered prescription is dispensed, you are responsible for any
amounts shown above, in addition to the following amounts:

Service/
Supply

Tier 1 Member
Pays

Tier 2 Member
Pays

Tier 3 Member
Pays

Tier 4 Member
Pays

In-network Retail Pharmacy

Up to a 30 day
supply:

No deductible,
$10

No deductible,
$50*

No deductible,
$75*

No deductible, the
lesser of $150 or

10%

31 - 60 day
supply:

No deductible,
$20

No deductible,
$100

No deductible,
$150

No deductible, the
lesser of $300 or

10%

61 - 90 day
supply:

No deductible,
$30

No deductible,
$150

No deductible,
$225

No deductible, the
lesser of $450 or

10%

PSGBS.OR.LG.RX.0124
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Service/
Supply

Tier 1 Member
Pays

Tier 2 Member
Pays

Tier 3 Member
Pays

Tier 4 Member
Pays

In-network Mail Order Pharmacy

Up to a 30 day
supply:

No deductible,
$10

No deductible,
$50*

No deductible,
$75*

No deductible, the
lesser of $150 or

10%

31 - 90 day
supply:

No deductible,
$20

No deductible,
$100

No deductible,
$150

No deductible, the
lesser of $300 or

10%

Compound Drugs**

Up to a 30 day
supply:

No deductible, $75

31 - 60 day
supply:

No deductible, $150

61 - 90 day
supply:

No deductible, $225

Out-of-network Pharmacy

30 day maximum
fill, no more than
three fills allowed
per year:

No deductible, 90%

*Formulary prescription insulin will not be subject to a deductible and limited to $85 copay per 30 day
supply.
**Compounded medications are subject to a prior authorization process. Compounds are generally
covered only when all commercially available formulary products have been exhausted and all the
ingredients in the compounded medications are on the applicable formulary.
Specialty Medications must be filled through an in-network specialty pharmacy and are limited to a 30
day supply.
MAC B - Unless the prescribing provider requires the use of a brand name drug, the prescription will
automatically be filled with a generic drug when available and permissible by state law. If you receive
a brand name drug when a generic is available, you will be responsible for the brand name drug’s
copayment and/or coinsurance plus the difference in cost between the brand name drug and its
generic equivalent. If your prescribing provider requires the use of a brand name drug, the
prescription will be filled with the brand name drug and you will be responsible for the brand name
drug’s copayment and/or coinsurance. The cost difference between the brand name and generic drug
does not apply toward the medical out-of-pocket limit. Does not apply to preventive bowel prep kits
covered under USPSTF guidelines.
If your provider prescribes a brand name contraceptive due to medical necessity it may be subject to
prior authorization for coverage at no charge.

PSGBS.OR.LG.RX.0124
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6134207

Medical Benefit Summary

Navigator 6000+35_20 S3

Benefit Year: Calendar Year

Provider Network: Navigator

Deductible Per Benefit Year In-network Out-of-network

Individual/Family $6,000/$12,000 $10,000/$20,000

Out-of-Pocket Limit Per Benefit
Year

In-network Out-of-network

Individual/Family $7,900/$15,800 $20,000/$40,000

Note: In-network deductible and out-of-pocket limit accumulate separately from the out-of-network
deductible and out-of-pocket limit. Even though you may have the same benefit for in-network and
out-of-network, your actual costs for services provided out-of-network may exceed this plan’s
out-of-pocket limit for out-of-network services. In addition, out-of-network providers may in certain
circumstances bill you for the difference between the amount charged by the provider and the
amount allowed by the insurance company (called balance billing). Balance billing amounts are not
counted toward the out-of-network out-of-pocket limit. For additional information about balance
billing or allowable fees, see your handbook.

The member is responsible for any amounts shown above, in addition to the
following amounts:

Service/Supply In-network Member Pays
Out-of-network Member

Pays

Preventive Care

Well baby/Well child care No deductible, 0% After deductible, 40%

Preventive physicals No deductible, 0% After deductible, 40%

Well woman visits No deductible, 0% After deductible, 40%

Preventive mammograms No deductible, 0% After deductible, 40%

Immunizations No deductible, 0% After deductible, 40%

Preventive colonoscopy No deductible, 0% After deductible, 40%

Prostate cancer screening No deductible, 0% After deductible, 40%

Professional Services

Office and home visits
First three visits no

deductible, $5. Subsequent
visits, no deductible, $35*

After deductible, 40%

PSGCC.OR.LG.0124
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Service/Supply In-network Member Pays
Out-of-network Member

Pays

Naturopath office visits No deductible, $35 After deductible, 40%

Specialist office and home visits No deductible, $35 After deductible, 40%

Telehealth visits
First three visits no

deductible, $5. Subsequent
visits, no deductible, $35*

After deductible, 40%

Office procedures and supplies No deductible, 0% After deductible, 40%

Surgery After deductible, 20% After deductible, 40%

Outpatient rehabilitation and
habilitation services

No deductible, $35 After deductible, 40%

Acupuncture (12 visits per benefit
year)

No deductible, $35 After deductible, 40%

Chiropractic manipulation/Spinal
manipulation (20 visits per benefit
year)

No deductible, $35 After deductible, 40%

Massage therapy ($500 per
benefit year)

No deductible, $35 After deductible, 40%

Hospital Services

Inpatient room and board After deductible, 20% After deductible, 40%

Inpatient rehabilitation and
habilitation services

After deductible, 20% After deductible, 40%

Skilled nursing facility care After deductible, 20% After deductible, 40%

Outpatient Services

Outpatient surgery/services After deductible, 20% After deductible, 40%

Diagnostic imaging – advanced After deductible, 20% After deductible, 40%

Diagnostic and therapeutic
radiology/laboratory and dialysis
– non-advanced

After deductible, 20% After deductible, 40%

Urgent and Emergency Services

Urgent care center visits No deductible, $35 After deductible, 40%

Emergency room visits – medical
emergency

After deductible, 20% After deductible, 20%

Emergency room visits –
non-emergency

After deductible, 20% After deductible, 20%

PSGCC.OR.LG.0124
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Service/Supply In-network Member Pays
Out-of-network Member

Pays

Ambulance, ground After deductible, 20% After deductible, 20%

Ambulance, air After deductible, 50% After deductible, 50%

Maternity Services**

Physician/Provider services
(global charge)

After deductible, 20% After deductible, 40%

Hospital/Facility services After deductible, 20% After deductible, 40%

Mental Health and Substance Use Disorder Services

Office visits
First three visits no

deductible, $5. Subsequent
visits, no deductible, $35*

After deductible, 40%

Inpatient care After deductible, 20% After deductible, 40%

Residential programs After deductible, 20% After deductible, 40%

Other Covered Services

Allergy injections No deductible, $5 After deductible, 40%

Durable medical equipment After deductible, 20% After deductible, 40%

Home health services After deductible, 20% After deductible, 40%

Transplants After deductible, 0% After deductible, 40%

This is a brief summary of benefits. Refer to your handbook for additional
information or a further explanation of benefits, limitations, and exclusions.

* First 3 visits per benefit year combined for Professional Services – Office and home visits,
Telehealth visits, and Mental Health and Substance Use Disorder Services – Office visits.
** Medically necessary services, medication, and supplies to manage diabetes during pregnancy from
conception through six weeks postpartum will not be subject to a deductible, copayment, or
coinsurance.
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Additional information
What is the deductible?

Your plan’s deductible is the amount of money that you pay first, before your plan starts to pay. You’ll
see that many services, especially preventive care, are covered by the plan without you needing to
meet the deductible. The individual deductible applies if you enroll without dependents. If you and one
or more dependents enroll, the individual deductible applies for each member only until the family
deductible has been met.
Note that there is a separate category for in-network and out-of-network when it comes to meeting
your deductible.

What is the out-of-pocket limit?

The out-of-pocket limit is the most you’ll pay for covered services during the benefit year. Once the
out-of-pocket limit has been met, the plan will pay 100 percent of allowed amounts for covered
services for the rest of that benefit year. The individual out-of-pocket limit applies only if you enroll
without dependents. If you and one or more dependents enroll, the individual out-of-pocket limit
applies for each member only until the family out-of-pocket limit has been met. Be sure to check your
handbook, as there are some charges, such as non-essential health benefits, penalties, and balance
billed amounts that do not count toward the out-of-pocket limit.
Note that there is a separate category for in-network and out-of-network when it comes to meeting
your out-of-pocket limit.

Payments to providers

Payment to providers is based on the prevailing or allowable fee for covered services. In-network
providers accept the allowable fee as payment in full. Services of out-of-network providers could
result in out-of-pocket expense in addition to the percentage indicated.

Prior authorization

Coverage of certain medical services and surgical procedures requires a benefit determination by
PacificSource before the services are performed. This process is called prior authorization. Prior
authorization is necessary to determine if certain services and supplies are covered under this plan,
and if you meet the plan’s eligibility requirements. Prior authorization does not change your
out-of-pocket expense for in-network and out-of-network providers. You can search for procedures
and services that require prior authorization on our website, Authgrid.PacificSource.com (select
Commercial for the line of business).

Discrimination is against the law

PacificSource Health Plans complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. PacificSource does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

PSGCC.OR.LG.0124
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6134205

Prescription Drug Benefit Summary

OR 10-50-75 S2 ODL

Benefit Year: Calendar Year

Formulary: Oregon Drug List (ODL)

This plan includes coverage for prescription drugs and certain other pharmaceuticals, subject to the
information below. This plan complies with federal healthcare reform. To check which tier your
prescription falls under, call our Customer Service team or visit PacificSource.com/find-a-drug.
The amount you pay for covered prescriptions at in-network pharmacies applies toward your plan’s
in-network medical out-of-pocket limit, the amount you pay for covered prescriptions at out-of-network
pharmacies applies toward your plan’s out-of-network out-of-pocket limit which is shown on the
Medical Benefit Summary. The copayment and/or coinsurance for prescription drugs obtained from
an in-network or out-of-network pharmacy are waived during the remainder of the benefit year in
which you have satisfied the medical out-of-pocket limit.

PacificSource Expanded (Preventive) No-cost Drug List

Your prescription benefit includes certain outpatient drugs as a preventive benefit at no deductible, $0
copay. This includes specific drugs that are taken regularly to prevent a disease or to keep a specific
disease or condition from progressing. You can get a list of covered preventive drugs by contacting
our Customer Service team or visit PacificSource.com and select Find a Drug.

Affordable Care Act Standard Preventive No-cost Drug List

Your prescription benefit includes preventive care drugs at no cost to you and are not subject to a
deductible or MAC penalties. This benefit includes some drugs required by the Affordable Care Act,
including tobacco cessation drugs. These drugs are identified on the drug list as Tier 0.

Each time a covered prescription is dispensed, you are responsible for any
amounts shown above, in addition to the following amounts:

Service/
Supply

Tier 1 Member
Pays

Tier 2 Member
Pays

Tier 3 Member
Pays

Tier 4 Member
Pays

In-network Retail Pharmacy

Up to a 30 day
supply:

No deductible,
$10

No deductible,
$50*

No deductible,
$75*

No deductible, the
lesser of $150 or

10%

31 - 60 day
supply:

No deductible,
$20

No deductible,
$100

No deductible,
$150

No deductible, the
lesser of $300 or

10%

61 - 90 day
supply:

No deductible,
$30

No deductible,
$150

No deductible,
$225

No deductible, the
lesser of $450 or

10%

PSGBS.OR.LG.RX.0124
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Service/
Supply

Tier 1 Member
Pays

Tier 2 Member
Pays

Tier 3 Member
Pays

Tier 4 Member
Pays

In-network Mail Order Pharmacy

Up to a 30 day
supply:

No deductible,
$10

No deductible,
$50*

No deductible,
$75*

No deductible, the
lesser of $150 or

10%

31 - 90 day
supply:

No deductible,
$20

No deductible,
$100

No deductible,
$150

No deductible, the
lesser of $300 or

10%

Compound Drugs**

Up to a 30 day
supply:

No deductible, $75

31 - 60 day
supply:

No deductible, $150

61 - 90 day
supply:

No deductible, $225

Out-of-network Pharmacy

30 day maximum
fill, no more than
three fills allowed
per year:

No deductible, 90%

*Formulary prescription insulin will not be subject to a deductible and limited to $85 copay per 30 day
supply.
**Compounded medications are subject to a prior authorization process. Compounds are generally
covered only when all commercially available formulary products have been exhausted and all the
ingredients in the compounded medications are on the applicable formulary.
Specialty Medications must be filled through an in-network specialty pharmacy and are limited to a 30
day supply.
MAC B - Unless the prescribing provider requires the use of a brand name drug, the prescription will
automatically be filled with a generic drug when available and permissible by state law. If you receive
a brand name drug when a generic is available, you will be responsible for the brand name drug’s
copayment and/or coinsurance plus the difference in cost between the brand name drug and its
generic equivalent. If your prescribing provider requires the use of a brand name drug, the
prescription will be filled with the brand name drug and you will be responsible for the brand name
drug’s copayment and/or coinsurance. The cost difference between the brand name and generic drug
does not apply toward the medical out-of-pocket limit. Does not apply to preventive bowel prep kits
covered under USPSTF guidelines.
If your provider prescribes a brand name contraceptive due to medical necessity it may be subject to
prior authorization for coverage at no charge.
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Medical Benefit Summary

Navigator HSA 2500_20+Rx
Non-embedded S3

Benefit Year: Calendar Year

Provider Network: Navigator

Deductible Per Benefit Year In-network Out-of-network

Individual/Family $2,500/$5,000 $7,500/$15,000

Out-of-Pocket Limit Per Benefit
Year

In-network Out-of-network

Individual/Family $5,000/$8,150 $15,000/$30,000

Note: In-network deductible and out-of-pocket limit accumulate separately from the out-of-network
deductible and out-of-pocket limit. Even though you may have the same benefit for in-network and
out-of-network, your actual costs for services provided out-of-network may exceed this plan’s
out-of-pocket limit for out-of-network services. In addition, out-of-network providers may in certain
circumstances bill you for the difference between the amount charged by the provider and the
amount allowed by the insurance company (called balance billing). Balance billing amounts are not
counted toward the out-of-network out-of-pocket limit. For additional information about balance
billing or allowable fees, see your handbook.

The member is responsible for any amounts shown above, in addition to the
following amounts:

Service/Supply In-network Member Pays
Out-of-network Member

Pays

Preventive Care

Well baby/Well child care No deductible, 0% After deductible, 40%

Preventive physicals No deductible, 0% After deductible, 40%

Well woman visits No deductible, 0% After deductible, 40%

Preventive mammograms No deductible, 0% After deductible, 40%

Immunizations No deductible, 0% After deductible, 40%

Preventive colonoscopy No deductible, 0% After deductible, 40%

Prostate cancer screening No deductible, 0% After deductible, 40%

Professional Services

PSGBS.OR.LG.MED.0124
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Service/Supply In-network Member Pays
Out-of-network Member

Pays

Office and home visits
First three visits after

deductible, 0%. Subsequent
visits, after deductible, 20%*

After deductible, 40%

Naturopath office visits After deductible, 20% After deductible, 40%

Specialist office and home visits After deductible, 20% After deductible, 40%

Telehealth visits
First three visits after

deductible, 0%. Subsequent
visits, after deductible, 20%*

After deductible, 40%

Office procedures and supplies After deductible, 20% After deductible, 40%

Surgery After deductible, 20% After deductible, 40%

Outpatient rehabilitation and
habilitation services

After deductible, 20% After deductible, 40%

Acupuncture (12 visits per benefit
year)

After deductible, 20% After deductible, 40%

Chiropractic manipulation/Spinal
manipulation (20 visits per benefit
year)

After deductible, 20% After deductible, 40%

Massage therapy ($500 per
benefit year)

After deductible, 20% After deductible, 40%

Hospital Services

Inpatient room and board After deductible, 20% After deductible, 40%

Inpatient rehabilitation and
habilitation services

After deductible, 20% After deductible, 40%

Skilled nursing facility care After deductible, 20% After deductible, 40%

Outpatient Services

Outpatient surgery/services After deductible, 20% After deductible, 40%

Diagnostic imaging – advanced After deductible, 20% After deductible, 40%

Diagnostic and therapeutic
radiology/laboratory and dialysis
– non-advanced

After deductible, 20% After deductible, 40%

Urgent and Emergency Services

Urgent care center visits After deductible, 20% After deductible, 40%
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Service/Supply In-network Member Pays
Out-of-network Member

Pays

Emergency room visits – medical
emergency

After deductible, 20% After deductible, 20%

Emergency room visits –
non-emergency

After deductible, 20% After deductible, 40%

Ambulance, ground After deductible, 20% After deductible, 20%

Ambulance, air After deductible, 20% After deductible, 20%

Maternity Services**

Physician/Provider services
(global charge)

After deductible, 20% After deductible, 40%

Hospital/Facility services After deductible, 20% After deductible, 40%

Mental Health and Substance Use Disorder Services

Office visits
First three visits after

deductible, 0%. Subsequent
visits, after deductible, 20%*

After deductible, 40%

Inpatient care After deductible, 20% After deductible, 40%

Residential programs After deductible, 20% After deductible, 40%

Other Covered Services

Allergy injections After deductible, 20% After deductible, 40%

Durable medical equipment After deductible, 20% After deductible, 40%

Home health services After deductible, 20% After deductible, 40%

Transplants After deductible, 0% After deductible, 40%

This is a brief summary of benefits. Refer to your handbook for additional
information or a further explanation of benefits, limitations, and exclusions.

* First 3 visits per benefit year combined for Professional Services – Office and home visits,
Telehealth visits, and Mental Health and Substance Use Disorder Services – Office visits.
** Medically necessary services, medication, and supplies to manage diabetes during pregnancy from
conception through six weeks postpartum will not be subject to a deductible, copayment, or
coinsurance.
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Additional information
What is the deductible?

Your plan’s deductible is the amount of money that you pay first, before your plan starts to pay. You’ll
see that many services, especially preventive care, are covered by the plan without you needing to
meet the deductible. The individual deductible applies if you enroll without dependents. If you and one
or more dependents enroll, you and your dependents must satisfy the family deductible before
benefits are paid.
Note that there is a separate category for in-network and out-of-network when it comes to meeting
your deductible.

What is the out-of-pocket limit?

The out-of-pocket limit is the most you’ll pay for covered services during the benefit year. Once the
out-of-pocket limit has been met, the plan will pay 100 percent of allowed amounts for covered
services for the rest of that benefit year. The individual out-of-pocket limit applies only if you enroll
without dependents. If you and one or more dependents enroll, you and your dependents must satisfy
the family out-of-pocket limit. Be sure to check your handbook, as there are some charges, such as
non-essential health benefits, penalties, and balance billed amounts that do not count toward the
out-of-pocket limit.
Note that there is a separate category for in-network and out-of-network when it comes to meeting
your out-of-pocket limit.

Payments to providers

Payment to providers is based on the prevailing or allowable fee for covered services. In-network
providers accept the allowable fee as payment in full. Services of out-of-network providers could
result in out-of-pocket expense in addition to the percentage indicated.

Prior authorization

Coverage of certain medical services and surgical procedures requires a benefit determination by
PacificSource before the services are performed. This process is called prior authorization. Prior
authorization is necessary to determine if certain services and supplies are covered under this plan,
and if you meet the plan’s eligibility requirements. Prior authorization does not change your
out-of-pocket expense for in-network and out-of-network providers. You can search for procedures
and services that require prior authorization on our website, Authgrid.PacificSource.com (select
Commercial for the line of business).

Discrimination is against the law

PacificSource Health Plans complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. PacificSource does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
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6134204

Prescription Drug Benefit Summary

OR 20P 2500D S2 ODL

Benefit Year: Calendar Year

Formulary: Oregon Drug List (ODL)

This plan includes coverage for prescription drugs and certain other pharmaceuticals, subject to the
information below. This plan complies with federal healthcare reform. To check which tier your
prescription falls under, call our Customer Service team or visit PacificSource.com/find-a-drug.
The amount you pay for covered prescriptions at in-network pharmacies applies toward your plan’s
in-network medical out-of-pocket limit, the amount you pay for covered prescriptions at out-of-network
pharmacies applies toward your plan’s out-of-network out-of-pocket limit which is shown on the
Medical Benefit Summary. The copayment and/or coinsurance for prescription drugs obtained from
an in-network or out-of-network pharmacy are waived during the remainder of the benefit year in
which you have satisfied the medical out-of-pocket limit.

Medical Deductible

You must meet the medical deductible, which is shown on the Medical Benefit Summary, before your
prescription drug benefits begin.

PacificSource Expanded (Preventive) No-cost Drug List

Your prescription benefit includes certain outpatient drugs as a preventive benefit at no deductible, $0
copay. This includes specific drugs that are taken regularly to prevent a disease or to keep a specific
disease or condition from progressing. You can get a list of covered preventive drugs by contacting
our Customer Service team or visit PacificSource.com and select Find a Drug.

Affordable Care Act Standard Preventive No-cost Drug List

Your prescription benefit includes preventive care drugs at no cost to you and are not subject to a
deductible or MAC penalties. This benefit includes some drugs required by the Affordable Care Act,
including tobacco cessation drugs. These drugs are identified on the drug list as Tier 0.

Each time a covered prescription is dispensed, you are responsible for any
amounts shown above, in addition to the following amounts:

Service/
Supply

Tier 1 Member
Pays

Tier 2 Member
Pays

Tier 3 Member
Pays

Tier 4 Member
Pays

In-network Retail Pharmacy

Up to a 90 day
supply:

After deductible,
20%

After deductible,
20%*

After deductible,
20%*

After deductible,
20%

In-network Mail Order Pharmacy

Up to a 90 day
supply:

After deductible,
20%

After deductible,
20%*

After deductible,
20%*

After deductible,
20%
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Service/
Supply

Tier 1 Member
Pays

Tier 2 Member
Pays

Tier 3 Member
Pays

Tier 4 Member
Pays

Compound Drugs**

Up to a 90 day
supply:

After deductible, 20%

Out-of-network Pharmacy

30 day maximum
fill, no more than
three fills allowed
per year:

After deductible, 90%

*Formulary prescription insulin will not be subject to a deductible and limited to $85 copay per 30 day
supply.
**Compounded medications are subject to a prior authorization process. Compounds are generally
covered only when all commercially available formulary products have been exhausted and all the
ingredients in the compounded medications are on the applicable formulary.
Specialty Medications must be filled through an in-network specialty pharmacy and are limited to a 30
day supply.
MAC B - Unless the prescribing provider requires the use of a brand name drug, the prescription will
automatically be filled with a generic drug when available and permissible by state law. If you receive
a brand name drug when a generic is available, you will be responsible for the brand name drug’s
copayment and/or coinsurance plus the difference in cost between the brand name drug and its
generic equivalent after the medical deductible is met. If your prescribing provider requires the use of
a brand name drug, the prescription will be filled with the brand name drug and you will be
responsible for the brand name drug’s copayment and/or coinsurance after the medical deductible is
met. The cost difference between the brand name and generic drug does not apply toward the
medical deductible or out-of-pocket limit. Does not apply to preventive bowel prep kits covered under
USPSTF guidelines.
If your provider prescribes a brand name contraceptive due to medical necessity it may be subject to
prior authorization for coverage at no charge.
See your handbook for important information about your prescription drug benefit, including
which drugs are covered, limitations, and more.
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6134209

Vision Benefit Summary

Vision 10-400 S2

Benefit Year: Calendar Year
The following shows the vision benefits available under this plan for all covered vision exams, lenses,
and frames when performed or prescribed by a licensed ophthalmologist or licensed optometrist.
Coverage for pediatric services will end on the last day of the month in which the member turns 19.
Copayment and/or coinsurance for covered charges apply to the medical plan’s out-of-pocket limit.

Service/Supply In-network Member Pays Out-of-network Member Pays

Members Age 18 and Younger

Eye exam No deductible, $10 No deductible up to $40 then
100%

Vision hardware
No deductible, 0% for one pair
per year for frames or lenses

No deductible, 0% for one pair
per year up to $75 then 100%

for frames and/or lenses

Members Age 19 and Older

Eye exam No deductible, $10 No deductible up to $40 then
100%

Vision hardware No deductible, 0% up to $400

Benefit Limitations: members age 18 and younger

l One vision exam every benefit year.
l Vision hardware includes glasses (lenses and frames) or contacts (lenses and fitting) once per

benefit year.

Benefit Limitations: members age 19 and older

l One vision exam every benefit year.
l Vision hardware includes glasses (lenses and frames) and/or contacts (lenses and fitting). Benefit

maximum is per benefit year.
l Anti-reflective coatings and scratch resistant coatings are covered.

Exclusions

l Charges for services or supplies covered in whole or in part under any medical or vision benefits
provided by an employer.

l Expenses covered under any workers’ compensation law.
l Eye exams required as a condition of employment, required by a labor agreement or government

body.
l Medical or surgical treatment of the eye.
l Nonprescription lenses.
l Plano contact lenses.
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l Services or supplies not listed as covered services.
l Services or supplies received before this plan’s coverage begins or after it ends.
l Special procedures, such as orthoptics or vision training.
l Visual analysis that does not include refraction.

Important information about your vision benefits

Your plan includes coverage for vision services. To make the most of those benefits, it’s important to
keep in mind the following:
In-network Providers: PacificSource is able to add value to your vision benefits by contracting with a
network of vision providers. Those providers offer vision services at discounted rates, which are
passed on to you in your benefits.
Paying for Services: Our provider contracts require in-network providers to bill us directly whenever
you receive covered services and supplies. Providers will verify your vision benefits.
In-network providers should not ask you to pay the full cost in advance. They may only collect your
share of the expense up front, such as copayments and amounts over your plan’s maximum benefit.
If you are asked to pay the entire amount in advance, tell the provider you understand they have a
contract with PacificSource and they should bill PacificSource directly.
Sales and Special Promotions (sales and promotions are not considered insurance): Vision
retailers often use coupons and promotions to bring in new business, such as free eye exams,
two-for-one glasses, or free lenses with purchase of frames. Because in-network providers already
discount their services through their contract with PacificSource, your plan’s in-network benefits
cannot be combined with any other discounts or coupons. You can use your plan’s in-network
benefits, or you can use your plan’s out-of-network benefits to take advantage of a sale or coupon
offer.
If you do take advantage of a special offer, the in-network provider may treat you as an uninsured
customer and require full payment in advance. You can then send the claim to PacificSource yourself,
and we will reimburse you according to your plan’s out-of-network benefits.
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6134210

Dental Benefit Summary

Preventive Dental 2000 S3

Benefit Year: Calendar Year
This plan covers the following services when performed by a provider to the extent that they are
operating within the scope of their license as required under law in the state of issuance, and when
determined to be necessary, usual, and customary by the standards of generally accepted dental
practice for the prevention or treatment of oral disease or for accidental injury, including masticatory
function (chewing of food).

Benefit Maximum Per Benefit Year

$2,000 per person. Applies to Class II and Class III services.

Exclusion Period Number of Consecutive Months

All Services None
The member is responsible for any amounts shown above, in addition to the
following amounts:

Service/Supply All Providers Member Pays

Class I Services

Examinations 0%

Bitewing films, full mouth x-rays, cone
beam x-rays, and/or panorex

0%

Dental cleaning (prophylaxis and
periodontal maintenance)

0%

Fluoride (topical or varnish applications) 0%

Sealants 0%

Space maintainers 0%

Athletic mouth guards 0%

Brush biopsies 0%

Class II Services

Fillings 0%

Simple extractions 0%

Periodontal scaling and root planing 0%
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Service/Supply All Providers Member Pays

Full mouth debridement 0%

Complicated oral surgery 0%

Pulp capping 0%

Pulpotomy 0%

Root canal therapy 0%

Periodontal surgery 0%

Tooth desensitization 0%

Class III Services

Crowns 0%

Dentures 0%

Bridges 0%

Replacement of existing prosthetic
device

0%

Implants 0%

This is a brief summary of benefits. Refer to your handbook for additional
information or a further explanation of benefits, limitations, and exclusions.
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Additional information

PSGBS.OR.LG.DENTAL.0124 C

What is the deductible?

Your plan’s deductible is the amount of money that you pay first, before your plan starts to pay. You’ll 
see that some services are covered by the plan without you needing to meet the deductible. The 
individual deductible applies if you enroll without dependents. If you and one or more dependents 
enroll, the individual deductible applies for each member only until the family deductible has been 
met.

What is the benefit maximum?

The benefit maximum is the maximum amount payable by this plan for covered services received 
each benefit year. Expenses for Class I Services do not apply toward the maximum.

What is an exclusion period?

A member must be enrolled under the plan for the period of time stated above before this plan pays 
benefits. The exclusion period is waived for members who are covered under this plan on the plan’s 
original effective date if the member was continuously covered under a predecessor plan of the 
employer.

Prior authorization

Coverage of certain services and surgical procedures requires a benefit determination by 
PacificSource before the services are performed. This process is called prior authorization. Prior 
authorization is necessary to determine if certain services and supplies are covered under this plan, 
and if you meet the plan’s eligibility requirements. You can search for procedures and services that 
require prior authorization on our website, Authgrid.PacificSource.com (select Commercial for the line 
of business).

Discrimination is against the law

PacificSource Health Plans complies with applicable federal civil rights laws and does not 
discriminate on the basis of race, color, national origin, age, disability, or sex. PacificSource does not 
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
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Fern Ridge School District #28J 
Summary of Benefits

United Heritage Life Insurance Company (208) 493-6100 or Toll-Free (800) 657-6351 
707 E. United Heritage Ct. Meridian, Idaho 83642-3527 P.O. Box 7777 Meridian, Idaho 83680-7777 

www.unitedheritage.com 

Group Term Life and Accidental Death & Dismemberment Benefit 

Employee Life and Accidental Death & Dismemberment Benefit: 
Class 1 – Certified Employees and/or Licensed working a minimum of 20 hours per week are eligible.     $  50,000 

Class 2 – Classified Employees working a minimum of 20 hours per week are eligible.     $    6,000 

Class 3 – Administrator Employees working a minimum of 20 hours per week are eligible.        $ 100,000 
Class 4 – DO Group Employees working a minimum of 20 hours per week are eligible.      $  50,000 

Class 5 – Superintendent Employees working a minimum of 20 hours per week are eligible.        $ 150,000 

Class 6 – Business Manager Employees working a minimum of 20 hours per week are eligible.       $  50,000 

Dependent Life Benefit: 
Spouse $ 1,000 
Child(ren) 15 days to 6 months $ 100 
Child(ren) 6 months to 26* years of age $ 1,000 
*If unmarried and financially dependent upon you.

Conversion Privilege – An Insured Employee and Dependent(s) may convert Group Life Insurance coverage, 
without evidence of insurability, to an Individual Life Insurance policy during the 31 day period following 
termination of employment. 

Waiver of Premium - If an Insured Employee becomes totally disabled prior to attainment of age 60 and if 
disability lasts 9 months or more, no further premiums will be required for the Employee during the continuance 
of total disability. 

Accidental Death & Dismemberment Insurance – Payable when an Insured Employee suffers a loss* as a 
result of an accidental bodily injury or death sustained in an accident. 
*A table outlining the description of Loss and payable benefit can be found in the group’s complete certificate of
coverage.

This Benefit Summary is not part of your group’s Policy or the Certificate of Coverage. The 

policy and certificate may contain certain Limitations and Exclusions not stated in this Benefit 

Summary.  Please see the issued Policy and Certificate of Coverage for specific plan information. 
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DISABILITY
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VOLUNTARY 
SHORT TERM 
DISABILITY
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VOLUNTARY 
LIFE INSURANCE
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Fern Ridge School District #28J 
Summary of Benefits

United Heritage Life Insurance Company (208) 493-6100 or Toll-Free (800) 657-6351 
707 E. United Heritage Ct. Meridian, Idaho 83642-3527 P.O. Box 7777 Meridian, Idaho 83680-7777 

www.unitedheritage.com 

Group Term Supplemental Life Insurance 

Classification Supplemental Life Benefit 

All Full-Time Employees  Up to $300,000, in $10,000 increments, not to exceed 

3 X Basic Annual Earnings, whichever is less 

Guarantee Issue – $50,000 

Classification Supplemental Life Benefit 

Spouse Up to $150,000, in $5,000 increments, not to exceed 50% 

of the Employee’s Supplemental Life Benefit Election 

Children 15 days to 6 months of age $  1,000 

Children 6 months to 26 years of age 

(Unmarried and financially dependent upon you) 

Up to $10,000, in $2,000 increments 

Spouse Guarantee Issue – Up to $25,000;  Children Guarantee Issue – Up to $10,000 

Age 

Employee & Spouse 

Supplemental Life 

Rate per $1000 

0  - 24 $  .04 

25 – 29 $  .04 

30 – 34 $  .04 

35 – 39 $  .06 

40 – 44 $  .09 

45 – 49 $  .14 

50 – 54 $  .23 

55 – 59 $  .38 

60 – 64 $  .51 

65 – 69 $  .80 

70 - 74 $1.39 

75 & Over $2.39 

Child(ren) Unit 

Per $1000 $   .20 

Supplemental Spouse rates and premiums are based on the Employee's age, not the Spouse's age.

Conversion Privilege – An Insured Employee and Dependent(s) may convert Group Supplemental Life 
Insurance coverage, without evidence of insurability, to an Individual Life Insurance policy during the 31 day 
period following termination of employment. 

Waiver of Premium - If an Insured Employee becomes totally disabled prior to attainment of age 60 and if 
disability lasts 9 months or more, no further premiums will be required for the Employee during the continuance 
of total disability.

This Benefit Summary is not part of your group’s Policy or the Certificate of Coverage. The 

policy and certificate may contain certain Limitations and Exclusions not stated in this Benefit 

Summary.  Please see the issued Policy and Certificate of Coverage for specific plan information. 
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Confidential Counseling
Someone to talk to.
This no-cost counseling service helps you address stress, 
relationship and other personal issues you and your family may 
face. It is staffed by GuidanceConsultantsSM—highly trained 
master’s and doctoral level clinicians who will listen to your 
concerns and quickly refer you to in-person counseling and 
other resources for:

 › Stress, anxiety and depression › Job pressures
 › Relationship/marital conflicts › Grief and loss 
 › Problems with children › Substance abuse

Financial Information and Resources 
Discover your best options.
Speak by phone with our Certified Public Accountants and 
Certified Financial Planners on a wide range of financial  
issues, including:

 › Getting out of debt › Retirement planning
 › Credit card or loan problems › Estate planning
 › Tax questions › Saving for college

Legal Support and Resources
Expert info when you need it.
Talk to our attorneys by phone. If you require representation, 
we’ll refer you to a qualified attorney in your area for a free 
30-minute consultation with a 25% reduction in customary
legal fees thereafter. Call about:

 › Divorce and family law › Real estate transactions
 › Debt and bankruptcy › Civil and criminal actions
 › Landlord/tenant issues › Contracts

GuidanceResources® Online
Knowledge at your fingertips.
GuidanceResources Online is your one stop for expert 
information on the issues that matter most to you...
relationships, work, school, children, wellness, legal, financial, 
free time and more.

 › Timely articles, HelpSheetsSM, tutorials, streaming videos and 
self-assessments

 › “Ask the Expert” personal responses to your questions
 › Child care, elder care, attorney and financial planner searches

Just call or click to access your services.

Note: Before a disability claim, DisabilityGuidance offers insured 
Policyholders up to five sessions per calendar year. Following an
app roved LTD Claim, claimants are also entitled to five additional 
sessions. The sessions may be used with a counselor, financial planner 
or lawyer or split among the three types of professionals.

Copyright © 2013 ComPsych Corporation. All rights reserved. This document is the confidential and proprietary information of ComPsych Corporation.
To view the ComPsych HIPAA privacy notice, please go to www.guidanceresources.com/privacy.  
Printed on 50% post-consumer recycled paper produced with 100% renewable energy.

Your ComPsych® DisabilityGuidance Program

CALL ANYTIME
Call: 866.511.3361
TDD: 800.697.0353
Online: guidanceresources.com
Your company Web ID: EAP4UH

Copyright © 2013 ComPsych Corporation. All rights reserved.

Call ComPsych® DisabilityGuidanceSM 
anytime for confidential assistance.

Personal issues, planning for life events or simply managing daily life can affect your work, health and family.  
ComPsych® DisabilityGuidanceSM provides support, resources and information for personal and work-life issues. 
DisabilityGuidance is company-sponsored, confidential and provided at no charge to you and your dependents.  
This flyer explains how DisabilityGuidance can help you and your family deal with everyday challenges.

Call: 866.511.3361    TDD: 800.697.0353
Go online: guidanceresources.com    Your company Web ID: EAP4UH
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Benefits You Receive: 

FSAs provide you with an important tax advantage that can help you pay health care and 
dependent care expenses on a pretax basis. By anticipating your family’s health care and 
dependent care costs for the next year, you can actually lower your taxable income. 

Health Care Reimbursement FSA: 

This program allows Fern Ridge School District employees to set aside pre-tax money to 
pay for medically necessary healthcare expenses that are not covered by a health plan. 
The annual maximum amount you may contribute to the Health Care FSA in 2024 is 
$3,200. Some examples of reimbursable expenses include:   

 Insurance deductibles, coinsurance, and copayments

 Hearing services, including hearing aids and batteries

 Vision services, including contact lenses, contact lens solution, eye examinations
and eyeglasses

 Dental services and orthodontia

 Chiropractic services

 Acupuncture

 Prescription contraceptives

The IRS now allows a Carryover Benefit of up to $640 per year.

Dependent Care FSA: 

The Dependent Care FSA lets Fern Ridge School District employees use pretax dollars 
toward qualified dependent care such as caring for children under the age of 13 or caring 
for elders. The annual maximum amount you may contribute to the Dependent Care FSA is 
$5,000 (or $2,500 if married and filing separately) per calendar year. Examples include: 

 The cost of child or adult dependent care

 The cost for an individual to provide care either in or out of your house

 Nursery schools and preschools (excluding kindergarten)
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To File for Reimbursement: 

Option 1  - Benny Card 

Benny is a special MasterCard that deducts charges for qualified purchases from your 
FSA or HRA account. You can use Benny at any health-related business that accepts 
MasterCard®. 

Step One: Charge it! 
Use your Benny Prepaid Benefits Card, instead of check or cash, to pay for health-
related expenses at your doctor’s office or pharmacy. 

Step Two: Check your receipt. 
Before you leave the doctor’s office or pharmacy, look at your receipt to ensure that it 
shows the following information: 

1. Date of service or purchase date
2. Brief description of the item or service
3. Patient responsibility (the amount you paid), after the insurance has paid (if they

were billed) 
If your receipt is incomplete, ask the provider to print out a receipt showing all three 
pieces of information. 

Step Three: Save your receipt. 
Unlike most pharmacies, healthcare providers do not have a specialized inventory 
system in place that allows them determine what you purchased. If BPAS is unable to 
auto-match your purchase, they will contact you to ask for a copy of your documentation 
to substantiate the transaction. 

Option 2  - Paper Reimbursement (In lieu of Benny Card) 

 Visit www.hraveba.com and download the claim form and complete.

 Provide proof of each expense: Best document to submit is the Explanation of Benefits 
(EOB)

 Submit the claim along with the proof of expense (EOB) to:

o Mail:  HRA VEBA Plan, PO BOX 4389, Clinton, IA  52733-4389
o Online via www.hraveba.org

Online Services: 

Register online at https://www.hraveba.org         
After logging in, you will be able to quickly and easily: 

 View your account balance

 Request reimbursements

 View claims history
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Your Annual Savings1 

ONEBRIDGE BENEFITS - CONFIDENTIAL & PROPRIETARY - ONLY INTENDED TO BE SHARE WITH AUTHORIZED PARTIES 

Your Annual Salary 

Your Annual Health 
FSA Election-Spend

Your Annual DCAP FSA 
Election-Spend

Health FSA Limited Purpose Health FSA
A Limited Purpose FSA is used in conjunction with a health 
savings account (HSA), and allows you to contribute additional 
pre-tax dollars to use specifically for:

Dependent Care FSA
The OneBridge Dependent Care FSA is perfect if you 
require childcare or eldercare. This account allows 
you to pay for expenses such as:

• Before or After School Programs
• Child or Adult Daycare
• Preschool
• Summer Camp

$375 $1,875

Annual Savings Examples

Saving money with a 
OneBridge FSA!
A Flexible Spending Account (FSA) allows you to set aside tax-
exempt money to pay for eligible, out-of-pocket healthcare or 
dependent care expenses costs. 

You determine the amount you wish to contribute to your FSA each 
year, and your pre-tax contribution is then withdrawn from your 
paycheck each pay period in equal amounts, saving you up to $.25 
on every dollar contributed (assumes a 25% combined federal and state tax rate).

See more benefits on other side.

1- Assumes a combined tax rate of 25%. Actual amounts may vary.

The terms "save", “saving” and “savings” refer only to tax savings, and actual 
savings are based on individual tax rates. This document is not intended for tax, 
financial or legal advice—please consult with your advisor regarding your personal 
situation.

A Health FSA covers general purpose health expenses, 
allowing you to pay for eligible medical, dental, 
prescription, vision and/or hearing expenses not 
covered by insurance, which include:

It’s a smart, easy way to pay for your eligible medical & dependent care 
expenses, and at the same time, it's like giving yourself a pay raise!

05-2023

• Copays & Deductibles
• Prescriptions & Over-the-Counter (OTC) Items
• Non-Cosmetic Dental Treatments (including

Orthodonita)
• Eye exams, Glasses & Contacts
• Physical Therapy & Chiropractic

• Non-Cosmetic Dental Treatments (including
Orthodontia)

• Eye exams, Glasses & Contacts
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ONEBRIDGE BENEFITS - CONFIDENTIAL & PROPRIETARY - ONLY INTENDED TO BE SHARED WITH AUTHORIZED PARTIES 

THE ONEBRIDGE VISA® BENEFITS CARD IS ISSUED BY THE BANCORP BANK, N.A. PURSUANT TO A LICENSE FROM VISA U.S.A. INC. THE BANCORP BANK, N.A.; MEMBER FDIC. CARD CAN 
BE USED FOR QUALIFIED EXPENSES WHEREVER VISA DEBIT CARDS ARE ACCEPTED. SEE CARDHOLDER AGREEMENT FOR DETAILS.

Online Portal & Mobile App
Use a single sign-on to all benefit accounts 
administered by OneBridge (both FSA and HRA)

Easily Submit Claims
Submit claims through the OneBridge mobile 
application HRAgo® or Participant Portal.

Real-Time Tracking
Track claims in real-time and enjoy fast 
payment processing.

Account Preferences
Easily update your information and account 
settings like direct deposit & e-communications.

Quickly view all past transactions and balances 
for all your accounts.

To learn more about the benefits of having a 
OneBridge FSA.

Bundle more benefits and 
stack greater tax savings!
Save even more by taking advantage of having both an FSA and 
HRA, plus enjoy the added convenience of when these plans are 
stacked at OneBridge.

Historical Data

Integrated Debit Card

The terms "save", “saving” and “savings” refer only to tax savings, and actual savings 
are based on individual tax rates. This document is not intended for tax, financial or 
legal advice—please consult with your advisor regarding your personal situation.

Easily pay for all qualified plan expenses by 
swiping your “stacked” smart OneBridge 
Visa® Benefits Card, which will automatically 
withdraw funds from the appropriate account!

05-2023

Scan the QR Code Below
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The HRA VEBA plan is a tax-free health reimbursement arrangement (HRA.) HRAs are 
account-based health plans. You can use your HRA funds to cover qualified healthcare 
expenses and premiums for you and your family. Employer contributions, earnings, and 
withdrawals (claims) are exempt from taxes. In other words, the money goes in tax-free, is 
invested tax-free, and comes out tax-free.  
Qualified Healthcare Expenses:  
Common qualified out-of-pocket expenses include:  

• Deductibles

• Copays

• Coinsurance

• Prescription drugs
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Easy to Use. Saves you time.

Use your OneBridge Visa® Benefits Card to instantly pay medical care 
expenses directly from your health reimbursement arrangement (HRA). 
No filing claims and waiting to get reimbursed!

● No monthly card fee

● Spend up to 90% of your HRA balance every day
($3,000 daily limit)

● Request separate cards for your spouse or
dependents

Save your supporting documentation.

Your HRA is tax-free. The IRS requires us to make sure every transaction 
is for a qualified medical care expense. Sometimes the electronic 
transaction data we receive isn’t enough. We’ll let you know when we 
need a copy of the explanation of benefits (EOB) from your insurance 
company or detailed invoice from your medical provider. 

How can I get a Benefits Card?
You can request a Benefits Card at any 
time. You must have at least $50 in your 
account and a valid U.S. mailing address 
on file. 

Is there a monthly fee? 
No, there is no monthly fee. 

What types of expenses can be paid with 
my card?
You can use your card to pay for qualified 
medical care expenses and premiums. 
This includes amounts you pay for office 
visits, prescriptions, over-the-counter 
(OTC) medicines and drugs, lab work, 
hospital stays, dental and vision services, 
etc. 

Can I use my card for my spouse or 
dependents?
Yes, you can use your card to pay medical 
care expenses for you, your spouse, and 
qualified dependents. If you want, you can 
request separate cards for your spouse or 
dependents. 

How much can I spend each day?
You can spend up to 90% of your HRA 
balance every day ($3,000 daily limit). 

Do I need to keep a minimum balance in 
my HRA to use my card?
Yes, you must keep at least $50 in your 
HRA. Your card will not work if your HRA 
balance is less than $50. 

July 2023

Benefits Card
Frequently Asked Questions

PRC

The OneBridge Visa® Benefits Card is issued by The Bancorp Bank, Member FDIC, pursuant to a license from Visa U.S.A. Inc. and may be used for qualified expenses 
wherever Visa debit cards are accepted. See Cardholder Agreement for details. 

Scan with your mobile 
device to view Using Your 
Benefits Card video:
qq

More Information
HRAveba.org

Ask Questions
1-888-659-8828
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Can I use my card to purchase vitamins or 
supplements?
Yes, but you’ll need to submit a 
prescription or letter of medical necessity 
from your doctor if we don’t already have 
one on file.

Should I save my supporting 
documentation?
Yes, you should always save your 
documentation in case we need copies.

Why might you need copies of my 
documentation?
Your HRA is tax free, and the IRS has 
some pretty strict rules we have to follow. 
We’re required to make sure every amount 
paid or reimbursed from your HRA is for a 
qualified medical care expense. So, when 
the electronic transaction data we receive 
isn’t enough, we have to ask you for 
documentation. 

When using your card, it’s always a good 
idea to request and hang on to supporting 
documentation in case we need it. Your 
provider should be familiar with what’s 
required.

What types of transactions are 
usually verified automatically without 
documentation?
Most flat-dollar copays (in increments of 
$5) and prescription purchases are verified 
automatically. This means we usually don’t 
need you to provide documentation for 
these types of transactions.

What happens if I don’t provide 
documentation when you ask me for it?
IRS rules will require us to eventually 
suspend your card, but don’t worry! 
We’ll give you plenty of time before that 
happens. We understand you might have 
to wait until you get your final EOB or other 
form of proper documentation.

What if my card gets suspended?
We’ll turn your card back on after all 
unsupported transactions have been 
resolved. To make that happen, you can 
either submit the documentation we need 
or pay back your HRA. 

How will I know if you need documentation, 
and how do I submit it?
We’ll notify you by email or regular 
mail within about 10 days if we need 
documentation. 

You can submit documentation online 
or from our handy mobile app, HRAgo®. 
Either option is quick and easy. We’ll give 
you instructions when we need you to send 
us something.

Can I submit documentation just once for 
an expense I pay all the time?
Yes, you can use our convenient “recurring 
payment” feature. You’ll need to submit 
documentation once up front, but not 
every time after that. To set this up, simply 
check the Recurring Payment box when 
uploading documentation. We can then 
automatically verify future transactions for 
the same dollar amount from the same 
provider or merchant. 

What’s the best kind of supporting 
documentation?
As you might have guessed, the IRS 
requires more than just a receipt. The 
explanation of benefits (EOB) from your 
insurance provider usually works best. If 
you don’t have one of those, get a detailed 
invoice from your merchant or provider. 
Make sure it contains these five things:

1. Name of patient or covered individual;
2. Date item was purchased or service

was received;
3. Service provider name (doctor,

pharmacy, clinic, hospital, etc.);
4. Description of the item purchased or

service received; and
5. Amount paid.

If these options don’t work, we’ll have to 
note an “overpayment” on your account 
equal to your unsupported transaction 
amounts.

What is an “overpayment,” and how can I 
resolve it? 
An “overpayment” is an expense amount 
paid from your HRA for which we have not 
yet received proper documentation. If an 
“overpayment” is noted on your account, it 
will remain there until resolved.

To resolve an “overpayment,” you can 
either submit the documentation we 
need or pay back your HRA. You can 
also submit regular claims. But, instead 
of approved claim amounts being paid 
to you, they will be used to reduce your 
outstanding “overpayment” until it has 
been resolved.

What if my card gets lost or stolen?
You should immediately call us at      
1-888-659-8828. Our friendly customer
care team is available to assist you during
normal business hours. If calling after
hours, follow the recorded instructions.

How can I cancel my card?
Just give us a call at 1-888-659-8828 
during normal business hours and ask 
us to cancel your card. You will need to 
resolve any unsupported transactions 
before we can cancel your card.

July 2023
Benefits Card
Frequently Asked Questions

More Information
HRAveba.org

Ask Questions
1-888-659-8828
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If you enroll in the $2500 HSA plan Fern Ridge School District will deposit any 
amount over the district cap into each eligible employee’s HSA account.  

The HSA plan is a tax-free health savings account (HSA.) HSAs are account-based health 
plans. You can use your HSA funds to cover qualified healthcare expenses and premiums 
for you and your family. Employer contributions, earnings, and withdrawals (claims) are 
exempt from taxes. In other words, the money goes in tax-free, is invested tax-free, and 
comes out tax-free. 

Qualified Healthcare Expenses: 

Common qualified out-of-pocket expenses include: 

 Deductibles

 Copays

 Coinsurance

 Prescription drugs

2024 HSA Maximum Contributions:

Single-$4,150 

Family-$8,300 

Age 55 and over – additional $1,000 
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Manage your benefits with InTouch 
whenever, wherever

LRG701_1223

Easily find in-network doctors, hospitals, specialists, alternative care 
providers, and more with InTouch —our secure web portal for members.

You can also:

• View your digital member ID card

• See if you’ve met your deductible and out-of-pocket max

• Find out which services are covered

• View your Explanation of Benefits statements

Create your InTouch account
1. Scan QR code

2. Click “Create account”

3. Follow the steps provided

Our app puts InTouch in your pocket
The myPacificSource app is a convenient way to 
access InTouch from your smartphone or tablet. 
You’ll find links to download the iOS or Android  
app at the page linked above. 

After you create your InTouch account, use your 
username and password to log in to the app.

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

© 2008-2011 Zywave, Inc. All rights reserved. 
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