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Dear IHSS Provider,

This is an important notice of the eligibility requirements for you to receivé and maintain Health and
Dental Insurance provided by In-Home Supportive Services Public Authority of Marin.

To receive Health and Dental Insurance you must do the following:

e Work and be paid for a minimum of 65 hours every month for Kaiser and 85 a month for Dental.

e Update your hours worked on line or via telephone twice a month as indicated by IHSS of each
month.

Warning of Insurance Benefits Cancellation

Providers who do not comply with the eligibility requirements for two months, will have their Health
and Dental Insurance cancelled and a COBRA application sent out to them.

Before being reinstated, you must reimburse IHSS PA for any months you were covered by insurance,
but were not deducted or did not pay the premium.

If you don’t see the deduction on your pay stub for your Health Care Benefits, call me immediately!
You may lose or have lost your benefits if you are not being deducted for them. Always check your pay
stub information to be sure you are getting deducted for your benefits. It will be on the HEALTH line on

your pay check stub.

If you are working for an In-Home Supportive Services (IHSS) recipient, but not updating your hours
worked online on time, you are in danger of losing your Health and Dental Insurance.

If you need more work hours, please contact the Public Authority at (415) 499-1024 and ask for a Registry
Specialist.

If you have any questions regarding your eligibility for Insurance through IHSS, please give me a call.

Julia Hansen

Finance Manager

Main: (415) 499-1024 Ext: 102

julia@pa-marin.org




PROVIDER BENEFITS APPLICATION PACKET

Please note:
If applying for health insurance,

complete both forms: Kaiser and

Chubb. Your share of the premium for
Kaiser and Chubb insurance is $130.00
per month and it will be deducted from
one pay check of each month. You must
work 65 hours per month to qualify.

If applying for dental insurance,

‘complete the Delta form. Your share of

the premium is $18.62 per month and it
will be deducted from one paycheck of
each month. You must work 85 hours
per month to qualify.

RETURN ONLY THE FILLABLE FORMS. KEEP THE OTHERS FOR
YOUR INFORMATION.
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Disclosure Form Part One

IHSS: IN-HOME SUPPORT SERVICES
602753 - 0, 7000
Home Region: Northern California

1/1/24 through 12/31/24

Principal benefits for Kaiser Permanente Deductible HMO Plan

Accumulation Period
The Accumulation Period for this plan is January 1 through December 31.

Out-of-Pocket Maximums and Deductibles

For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the
Accumulation Period once you have reached the amounts listed below.

For Services that are subject to the Plan Deductible or the Drug Deductible, you must pay Charges for covered Services
you receive during the Accumulation Period until you reach the deductible amounts listed below. All payments you make
toward your deductibles apply to the Plan Out-of-Pocket Maximum amounts listed below.

Family Coverage Family Coverage
Amounts Per Accumulation Period @ g::\-ﬂOn;}/ O%gvﬁgarﬁg er) Each Member in a Family | Entire Family of two or
Y of two or more Members more Members

Plan Out-of-Pocket Maximum $3,000 $3,000 $6,000
Plan Deductible $1,000 $1,000 $2,000
Drug Deductible None None None
Plan Provider Office Visits You Pay
Most Primary Care Visits and most Non-Physician Specialist Visits...... $20 per visit (Plan Deductible doesn’t apply)
Most Physician Specialist Visits ...........cccccooeriiiii, $20 per visit (Plan Deductible doesn’t apply)
Routine physical maintenance exams, including well-woman exams.... No charge (Plan Deductible doesn’t apply)
Well-child preventive exams (through age 23 months) ... No charge (Plan Deductible doesn't apply)
Scheduled prenatal care eXams.........cccvereeiieeiieciin i No charge (Plan Deductible doesn’t apply)
Routine eye exams with a Plan Optometrist ... No charge (Plan Deductible doesn’'t apply)
Urgent care consultations, evaluations, and treatment .......................... $20 per visit (Plan Deductible doesn’t apply)
Most physical, occupational, and speech therapy..............c $20 per visit after Plan Deductible
Telehealth Visits You Pay

Primary Care Visits and Non-Physician Specialist Visits by interactive
V1 1=To JUUT U P UV STV P SO PTPPRTO PP PUUPPORRN No charge (Plan Deductible doesn’t apply)
Physician Specialist Visits by interactive video ...................c..oo No charge (Plan Deductible doesn’'t apply)
Primary Care Visits and Non-Physician Specialist Visits by telephone.. No charge (Plan Deductible doesn’t apply)
Physician Specialist Visits by telephone ... No charge (Plan Deductible doesn’'t apply)
Outpatient Services You Pay

Outpatient surgery and certain other outpatient procedures................... 20% Coinsurance after Plan Deductible
Most immunizations (including the vaccine).......... s No charge (Plan Deductible doesn’t apply)
Most X-rays and laboratory tests............cocviii $10 per encounter after Plan Deductible
Preventive X-rays, screenings, and laboratory tests as described in

ENE EOC . et e No charge (Plan Deductible doesn’'t apply)
MRI, most CT, and PET SCANS.......cc..oovviiiieeiie e 20% Coinsurance up to a maximum of $50 per

procedure after Plan Deductible

Hospital Inpatient Services You Pay

Room and board, surgery, anesthesia, X-rays, laboratory tests, and

AIUGS oottt ettt s 20% Coinsurance after Plan Deductible
Emergency Services You Pay

Emergency department ViSits ..........oocooviiii 20% Coinsurance after Plan Deductible

Note: If you are admitted directly to the hospital as an inpatient for covered Services, you will pay the inpatient Cost Share
instead of the emergency department Cost Share (see “Hospital Inpatient Services” for inpatient Cost Share)

Ambulance Services You Pay
AMbDUIANCE SEIVICES ...t $150 per trip after Plan Deductible
Prescription Drug Coverage You Pay
Covered outpatient items in accord with our drug formulary guidelines:
Most generic items (Tier 1) at a Plan Pharmacy .............ccccoiiennn, $10 for up to a 30-day supply (Plan Deductible
doesn’t apply)

(continues)




Disclosure Form Part One (continued)
Prescription Drug Coverage You Pay
Most generic (Tier 1) refills through our mail-order service................. $20 for up to a 100-day supply (Plan Deductible
doesn’t apply)
Most brand-name items (Tier 2) at a Plan Pharmacy............c..ccccoee. $30 for up to a 30-day supply (Plan Deductible
doesn’t apply)
Most brand-name (Tier 2) refills through our mail-order service ......... $60 for up to a 100-day supply (Plan Deductible
doesn’t apply)
Most specialty items (Tier 4) at a Plan Pharmacy ... $30 for up to a 30-day supply (Plan Deductible
doesn’t apply)
Durable Medical Equipment (DME) You Pay
DME items as described inthe EOC..........c.ccooviiii e, 20% Coinsurance (Plan Deductible doesn’t apply)
Mental Health Services You Pay
Inpatient psychiatric hospitalization...............cccooo 20% Coinsurance after Plan Deductible
Individual outpatient mental health evaluation and treatment................ $20 per visit (Plan Deductible doesn’t apply)
Group outpatient mental health treatment.............c..oo $10 per visit (Plan Deductible doesn’t apply)
Substance Use Disorder Treatment You Pay
Inpatient detoxification...............coooo i 20% Coinsurance after Plan Deductible
Individual outpatient substance use disorder evaluation and treatment $20 per visit (Plan Deductible doesn’t apply)
Group outpatient substance use disorder treatment ... $5 per visit (Plan Deductible doesn’t apply)
Home Health Services You Pay
Home health care (up to 100 visits per Accumulation Period) ............... No charge (Plan Deductible doesn’t apply)
Other You Pay
Skilled nursing facility care (up to 100 days per benefit period)............. 20% Coinsurance after Plan Deductible
Prosthetic and orthotic devices as described inthe EOC ..................... No charge (Plan Deductible doesn’t apply)

Diagnosis and treatment of infertility and artificial insemination (such
as outpatient procedures or laboratory tests) as described in the

EOC o e e 50% Coinsurance (Plan Deductible doesn’t apply)
Assisted reproductive technology ("ART") Services..........ccccoeevvirinnns Not covered
HOSPICE CAIE ..eiiiiiviiiii i e et e s e e e s aat e e s aeeteeeesaaeneeesanerees No charge (Plan Deductible doesn't apply)

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-
pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete
explanation, please refer to the EOC. Please note that we provide all benefits required by law (for example, diabetes
testing supplies).

4160652.54.1.S000708617 embedded
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HEALTH CARE EMPLOYEES/EMPLOYER

DENTAL AND MEDICAL TRUST
P.O. Box 9026

Pleasanton, CA 94566

Tel: 800-824-3316

Kaiser Permanente Enrollment Application
Date Mailed: 2/21/2013

EMPLOYEE/SUBSCRIBER INFORMATION

Social Security Number Last Name First Name Middle
/ / Gender: o Male o Female Marital Status: o Married o Single
Date of Birth
Preferred Language Spoken Preferred Language Written E-mail Address (optional)
Street Address City State Zip Code
Day Phone Evening Phone

ACCEPTANCE OF COVERAGE

O I understand the cost to me for the Kaiser Permanente/Fidelity Plan is $130 per month. (You must complete
both the Kaiser and Fidelity Applications to be enrolled in this plan.)

Kaiser Foundation Health Plan Arbitration Agreement

| understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure or the
ERISA claims procedure regulation, and any other claims that cannot be subject to binding arbitration under
governing law) any dispute between myself, my heirs, relatives, or other associated parties on the one hand and
Kaiser Foundation Health Plan, Inc. (KFHP), any contracted health care providers, administrators, or other
associated parties on the other hand, for alleged violation of any duty arising out of or related to membership in
KFHP, including any claim for medical or hospital malpractice (a claim that medical services were unnecessary or
unauthorized or were improperly, negligently, or incompetently rendered), for premises liability, or relating to the
coverage for, or delivery of, services or items, irrespective of legal theory, must be decided by binding arbitration
under California law and not by lawsuit or resort to court process, except as applicable law provides for judicial
review of arbitration proceedings. | agree to give up our right to a jury trial and accept the use of binding arbitration.
| understand that the full arbitration provision is contained in the Evidence of Coverage.

Signature Required for the Kaiser Permanente Plan Date

DECLINATION OF COVERAGE

O | voluntarily choose not to enroll in the Health Benefit offered to me by IHSS Public Authority of Marin.

Employee/Subscriber Signature (IF DECLINING COVERAGE) Date

TO BE COMPLETED BY EMPLOYER (FOR OFFICE USE ONLY)

IHSS Public Authority of Marin 602753-00
Company Name Group Number Effective Date
o New Hire o Loss of Other Coverage
Enrollment Reason: o Open Enrollment o Other: Reached Top of Waitlist Event Date: Date of Hire:
Wait List Number:

C:\Users\lfok;ro\AppDa?a\Locu|\Microsoft\Windows\lNetCache\Content.Outlook\UEASVOI?\inser IHSS Marin Application.2013.doc




Need coverage to help

Chubb GAP Supplement

Gaps in Medical Coverage May Resultin Unexpected Costs... =~ pocket costs?!?!;
We've Got You Covered

The rising cost of health care is a real challenge to both employees and employers! Affordable health care coverage often

means more risk to employees through increased deductibles and high out-of-pocket expenses.

The Chubb Gap Supplement plan is designed to help you pay for covered out-of-pocket expenses you may incur while you

are confined in a hospital or while being treated as an outpatient, due to an illness or injury.

How does the Chubb GAP Supplement work?

e Reimburses 100% of the eligible out-of-pocket costs (deductibles and co-insurance) for in-hospital or outpatient services
resulting from an injury or sickness, not paid by your group major medical plan up to the maximum amount stated for each
benefit.

e Eligible expenses must be covered by group major medical plan.

e You can submit copies of your bill and the completed Claim Questionnaire to Chubb for payment. If the claim is approved, a
check will be mailed to your home.

e  You can submit your claim at the time you receive the bill, or you can wait to submit it until the end of the year, but must be
filed no later than 12 months from the date of service in order to be eligible for coverage.

Basic Plan Benefits:
‘ Hospital Confinement Benefit Outpatient Benefit

e Up to $3,000 per Insured Person per Calendar Year e Up to $1,500 per occurrence subject to a maximum of 4
occurrences per family per calendar year

e Covers out of pocket expenses for outpatient treatment
under the regular care and attendance of a physician at
a hospital, outpatient surgical or emergency facility, a

e Includes hospital stays that are 15 consecutive hours or
longer and the associated charges (ex: In-patient
Hospitalization, Surgeries and Physician’s In-Hospital

charges) diagnostic testing facility or similar facility that is
e Includes Emergency Room treatment for injury. licensed to provide outpatient treatment.
e Same or related conditions are considered a new
e Includes Emergency Room treatment for a sickness if it “occurrence” if separated by at least 90 days
results in a hospital confinement within 24 hours consecutive treatment-free days

The policy excludes the out-of-pocket expenses related to these services, even if they are covered by your
major medical plan:

e  Costs associated with treatment in a doctor’s office e Wellness or Preventive Care
e  Prescription Drugs e Mental and Nervous Conditions
e  Well-newborn care in hospital e Ambulance

SERVICES ARE PROVIDED BY CHUBB INSURANCE UNDERWRITING COMPANIES AND NOT BY THE PARENT COMPANY ITSELF.

This is a supplement to health insurance and is not a substitute for major medical coverage.

THIS INFORMATION IS A BRIEF DESCRIPTION OF THE IMPORTANT FEATURES OF THE INSURANCE PLAN. IT IS NOT AN INSURANCE CONTRACT. INSURANCE BENEFITS ARE
UNDERWRITTEN BY ACE AMERICAN INSURANCE COMPANY. COVERAGE MAY NOT BE AVAILABLE IN ALL STATES OR CERTAIN TERMS MAY BE DIFFERENT WHERE REQUIRED BY
STATE LAW. CHUBB NA IS THE U.S.-BASED OPERATING DIVISION OF THE CHUBB GROUP COMPANIES, HEADED BY CHUBB LTD. (NYSE: CB). INSURANCE PRODUCTS AND

Arranged/Administered By: For More Information, Please Contact:
90 Degree Benefits Health Care Employees/Employer
2810 Premiere Pkwy #400,Duluth, GA 30097 Dental and Medical Trust
Phone: (800)239-3503 / Fax: (678) 258-8299 Tel: (800) 824-3316 / (925) 803-1880

Email: claims.t5a@90DegreeDenefits.com
www.90DegreeBenefits.com




PLAN INFORMATION:

Chubb Gap As selested byrthie Polisyhiolder
DATA COLLECTION FORM In Hospital Benefit Amounts
PlanI: _$3,000.00 In-Hospital Benefit
$1,500.00 Optional Out-Patient Benefit
$0 Optional Physician Benefit Rider
Arranged by: Special Insurance Services, Inc., 6509 Windcrest Drive, Suite 200 Plano, TX 75024
APPLICANT INFORMATION:
Name (last, first, middle) Sex
OM OF
Age Date of Birth (mm/dd/yy) Social Security Number Home Phone # Work Phone #
Street Address E-Mail
City State Zip Code
Coverage Selected: Employee Only

I hereby: X ENROLL, or 0 CHANGE as indicated above, for this group insurance coverage for which I am eligible. I authorize my
Employer to deduct my contributions, if any, from my salary or wages, and to remit that amount to Chubb Gap Security Life
Insurance Company. I request that this authorization remain in effect until such time as I withdraw it by giving written notice prior to
the next premium due date. I understand and acknowledge: that no coverage will take effect for any person to be covered who is not
also covered by a Major Medical/Comprehensive Policy including Coinsurance and Deductible, in force at the time of my proposed
Effective Date for this coverage; that I am either currently covered under a Major Medical/Comprehensive coverage with this
Employer or have enrolled for Major Medical/Comprehensive coverage with this Employer; that the coverage for which I am applying
may contain Pre-Existing Limitations; that the Master Policy for this coverage is issued to the Health Care Employee/Employer Dental
and Medical Trust; and that I will receive a certificate as evidence of my insurance coverage under the policy.

California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health
insurance coverage.

Applicant’s Signature Date

Parent or Legal Guardian if the Applicant is under age 18

Agent’s Signature (where applicable by law)

TO BE COMPLETED BY EMPLOYER:

Employer Occupation Date of Hire
IHSS PUBLIC AUTHORITY OF MARIN IHSS Worker
Monthly Premium: Requested Effective of Coverage/Change:

Policy Holder: Health Care Employees/Employer Dental and Medical Trust




Delta Dental of California

IHSS Public Authority of Marin - 2441/0001

Updated 1/1/2023

Highlights of your Delta Dental PPO Plan

BENEFITS MAXIMUM

DIAGNOSTIC AND PREVENTIVE BENEFITS

The Maximum benefit paid per calendar

year is $1,000 per person

IN-NETWORK OUT-OF-NETWORK
PPO Dentist' DeltaPremier Dentist? Non-Delta Dentist?
WHO IS COVERED Primary enrollee and spouse as well as children to age 26
DEDUCTIBLES-waived on D&P $50 per person $50 per person $50 per person

The Maximum benefit paid per calendar
year is $1,000 per person

The Maximum benefit paid per calendar

year is $1,000 per person

periodontic (gum) treatment, sealants

Oral examinations, cleanings, x-rays, biopsy/ tissue 100% of a PPO Dentist fees 100% of a DeltaPremier Dentist fee 100% of UCR
examinations, fluoride treatment, space maintainers,

specialist consultation

BASIC BENEFITS

Oral surgery (extractions), fillings, root canals, 80% of a PPO Dentist fees 80% of a DeltaPremier Dentist fee 80% of UCR

CROWNS, JACKETS AND CAST RESTORATIONS-
12 months wait

60% of a PPO Dentist fees

50% of a DeltaPremier Dentist fee

50% of UCR

PROSTHODONTIC BENEFITS — 12 months wait

Bridges, partial dentures, full dentures 60% of a PPO Dentist fees 50% of a DeltaPremier Dentist fee 50% of UCR
Implant coverage

ORTHODONTIC BENEFITS — 12 months wait

Lifetime Max - $1000 50% of a PPO Dentist fees 50% of a DeltaPremier Dentist fee 50% of UCR

2 The approved fee for DeltaPremier dentist is the filed fee
* UCR — Usual, Customary and Reasonable Fee

service or the fee actually charged, whichever is less

by dentists of similar training in the same geographic area.
= A Reasonable fee schedule is reasonable if it is Usual and Customary.

'The approved fee for the PPO dentist is based on the PPO fee schedule
3 The non-Delta dentist payment is based on the fee that satisfies the majority of Delta dentists (UCR).
= A Usual fee is the amount which an individual dentist regularly charges and received for a given

= A Customary fec is within the range of usual fees charged and received for a particular service

SERVICES THAT ARE NOT COVERED

° Extra-oral grafts

° Cosmetic surgery or dentistry or services to correct congenital malformation

®  Services for injuries/ conditions covered under Workers’ Compensation or Employer’s

Liability Laws

®  Ancsthesia (except for general anesthesia for oral surgery)

This Preferred Provider Option program is administered by the HEALTH CARE
EMPLOYEES/EMPLOYER DENTAL TRUST. If you have specific questions regarding benefit

structure, limitations or exclusions, consult the Evidence of Coverage or contact the Customer and

Member Services department at (925) 803-1880.
Delta Dental Online at www.deltadentalins.com




DELTA DENTAL ENROLLMENT APPLICATION

DELTA DENTAL ENROLLMENT FORM Delta Group/Division Number

Group Name: THSS Public Authority of Marin 2441-0001

A | Enrollee (Complete this section for new enrollment or change of status

Name Social Security Number Birth date Sex
1 Male
1 Female

,,,,,, - - /[

Last First Middle Initial (Member "D Number) Month 7 Day 7 Year

Mailing Address Telephone Number ( )

City State Zip Code

B | Change to Existing Enrollment (Complete all sections that apply)

0 Name Change [0 Address Change listed above

Reason for change Effective date of change /]
Month7 Day 7 Year

C | Signature (Form must be signed to be processed)

I understand that I am required by the employer to pay $20.51 per month for these benefits. (Exception — See COBRA enrollment)
I agree to continue membership in this program during employment and while the program is in force and I agree to comply with the terms of the
group contract.

Enrollee Signature Date




