2022-23

Employee Benefits Overview

2

TABLE OF CONTENTS
Enrollment Instructions ............................................................................................................................................................ 5
Who Can You Cover? ............................................................................................................................................................... 6
Rules for Benefit Changes During the Year .............................................................................................................................. 7
Getting Care when You Need it Now ....................................................................................................................................... 8
Making the Most of Your Benefits Program............................................................................................................................. 9
Medical Plans ......................................................................................................................................................................... 10
Prescription Drugs .................................................................................................................................................................. 11
Dental .....................................................................................................................................................................................

12

Dental, continued ................................................................................................................................................................... 13
Vision ......................................................................................................................................................................................

14

Life Insurance ......................................................................................................................................................................... 15
Flexible Spending Account (FSA) ............................................................................................................................................ 16
Key Terms ............................................................................................................................................................................... 17
Important Plan Notices and Documents ................................................................................................................................ 19
Open Enrollment FAQ’s .......................................................................................................................................................... 20
For Assistance......................................................................................................................................................................... 22

Medicare Part D Notice: If you (and/or your dependents) have Medicare or will
become eligible for Medicare in the next 12 months, a federal law gives you more
choices about your prescription drug coverage. Please see the Annual Notices on
the benefits website at benefits.plansource.com for more details.
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Benefitting You.
At Pasadena Unified School District we value your contributions to our success and want to provide
you with a benefits package that protects your health and helps your financial security, now and in
the future. We continually look for valuable benefits that support your needs, whether you are single,
married, raising a family, or thinking ahead to retirement. We are committed to giving you the
resources you need to understand your options and how your choices could affect you financially.
This guide is an overview and does not provide a complete description of all benefit provisions. For
more detailed information, please refer to your plan benefit booklets or summary plan descriptions
(SPDs). The plan benefit booklets determine how all benefits are paid.
A list of plan contacts is included at the back of this guide.

The benefits in this summary are effective:
October 1, 2022 - September 30, 2023
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Enrollment Instructions
WHEN CAN I ENROLL?

The online enrollment platform will be open for Open
Enrollment elections beginning Monday, August 9, 2022
and will be available until close of business on Friday,
August 23, 2022.
SSN Requirements: The Centers for Medicare and
Medicaid Services (CMS) requires that group health
plans provide social security numbers (SSN) for enrolled
dependents. During the online enrollment process and
on the SISC enrollment forms, you are REQUIRED to
enter SSN information for all of your enrolled
dependents. If you do not provide this information, your
dependents will not be eligible for benefits.

Coverage for new employees begins on the 1st of the
month following the date of hire. Enrollment and
changes made during the open enrollment period will
be effective October 1.
Open enrollment is the one time each year that
employees can make changes to their benefit elections
without a qualifying life event.
Make sure to notify the Benefits Office right away if you
do have a qualifying life event and need to make a
change (add or drop) to your coverage election. These
changes include (but are not limited to):
• Birth or adoption of a baby or child
• Loss of other healthcare coverage
• Eligibility for new healthcare coverage
• Marriage
• Divorce
You have 30 days to make your change.
If you are enrolling your dependents, you will be
required to provide proof of your dependents’ status at
the time of your enrollment.

Open Enrollment Instructions
1.
2.

3.

4.
5.

Go to benefits.plansource.com
The username is the first letter of your first name
followed by the first 6 letters of your last name and
the last four of your social security number. For
example, if your name is Joe Anderson and the last
four of your social security number are 1234, your
login id would be janders1234.
The password will be your birthdate in the
YYYYMMDD format. For example, if you were born
on April 5, 2017, your password would be
20170405. You will be prompted to create a new
password the first time you log in.
You can then review your current benefit elections,
and make any needed changes.
If any changes are made to your medical plan you
will need to upload and submit any corresponding
enrollment form and/or other required documents.

IMPORTANT REMINDER:

All employees who wish to enroll in benefits or make
changes to their current benefit elections are REQUIRED
to enroll online AND submit a SISC medical
enrollment/change form.
• Spouse – you will need to provide a copy of an official
state issued marriage certificate; also, you will need
to provide a copy of the first page of your most recent
federal tax return. A tax return is not required if you
are enrolling before your first tax filing as a married
couple.
• Domestic partner – you will need to provide a copy of
the “Declaration of Domestic Partnership” certificate
approved by the state of California. Notarized
applications that have not been state approved will
not be accepted.
• Child(ren) – you will need to provide a copy of the
official state issued birth certificate, court issued and
approved adoption paperwork, or proof of legal
guardianship for each child. Hospital Certificates of
Birth will not be accepted unless the child was born
within the last 30 days. Dependent children are
eligible for coverage until the age of 26.

Note: When you elect your medical coverage, you will
be provided a link to download or print a SISC
enrollment/change form. You must print and complete
this form if you are enrolling in a medical plan for the
first time or if you are making changes to your current
medical election. You will be required to provide the
completed SISC enrollment/change form, along with
dependent verification documents, to the Benefits
Office or through Plansource.
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Who Can You Cover?
WHO IS ELIGIBLE?

DEPENDENT ELIGIBILITY:

If you are an employee working 75% or more and have a
monthly assignment, you are eligible under the District’s
health benefit program, as well as other optional plans.
Your coverage for health benefits will be effective on
the first of the month following date of hire. Enrollment
and changes made during the open enrollment period
will be effective October 1st.

Your eligible dependents include:
• Your legally wed spouse as defined by state law.
Proof of marriage will be required.
• Your same sex domestic partner age 18 and older
and opposite sex domestic partner when one or the
other is age 62 or older. The employee/retiree must
provide a certified copy of the Declaration of
Domestic Partnership that was filed with the
California Secretary of State.

For Certificated Employees represented by UTP:
According to the agreement signed between PUSD and
UTP, every benefit eligible member is required to enroll
in the benefits program (medical and dental), which is
offered by the district, within 30 days of their hire date.
Payroll deductions for your fringe benefits will be
retroactive back to the date of eligibility.

• Child/Child of Domestic Partner: A natural child or
step-child from birth to age 26; a legally adopted
child or a child who is in the process of being
adopted; a child for whom the member has legal
and physical custody/guardianship to age 18. Proof
of eligibility will be required.

Note: UTP members whose spouse or domestic partner
is also a UTP member shall not be required to enroll in
one of the health or dental plans provided he/she is
covered in the health plan of his/her spouse or domestic
partner.

• Disabled Dependent: A disabled dependent may be
eligible to continue coverage beyond age 26 if
unmarried and a dependent for federal income tax
purposes. Proof will be required.

For Classified and Management Employees represented
by CSEA and APSA:

• Child named in a Qualified Medical Child Support
Order (QMCSO) as defined by federal law.

Classified and Management employees may choose to
waive their benefits as long as they complete a “Waiver
Form” and provide proof of other health plan coverage.

If you are enrolling your dependents, you will be
required to provide proof of your dependents’ status at
the time of your enrollment. See page 5 for a list of
acceptable documents or contact the Benefits Office.
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Rules for Benefit Changes During the Year
Other than during Annual Open Enrollment, you may only make changes to your benefit elections if you experience a
qualified status change or qualify for a “special enrollment.” If you qualify for a mid-year benefit change, you may be
required to submit proof of the change or evidence of prior coverage.
Qualified Status Changes include:
• Change in legal marital status, including marriage, divorce, legal separation, annulment, and death of a spouse
• Change in number of dependents, including birth, adoption, placement for adoption, or death of a dependent child
• Change in employment status that affects benefit eligibility, including the start or termination of employment by you, your
spouse, or your dependent child
• Change in work schedule, including an increase or decrease in hours of employment by you, your spouse, or your
dependent child, including a switch between part-time and full-time employment that affects eligibility for benefits
• Change in a child's dependent status, either newly satisfying the requirements for dependent child status or ceasing to satisfy
them
• Change in place of residence or worksite, including a change that affects the accessibility of network providers
• Change in your health coverage or your spouse's coverage attributable to your spouse's employment
• Change in an individual's eligibility for Medicare or Medicaid
• A court order resulting from a divorce, legal separation, annulment, or change in legal custody (including a Qualified Medical
Child Support Order) requiring coverage for your child
• An event that is a “special enrollment” under the Health Insurance Portability and Accountability Act (HIPAA) including
acquisition of a new dependent by marriage, birth or adoption, or loss of coverage under another health insurance plan
• An event that is allowed under the Children's Health Insurance Program (CHIP) Reauthorization Act. Under provisions of the
Act, employees have 60 days after the following events to request enrollment:
−

Employee or dependent loses eligibility for Medicaid (known as Medi-Cal in CA) or CHIP.

−

Employee or dependent becomes eligible to participate in a premium assistance program under Medicaid or CHIP

Two rules apply to making changes to your benefits during the year:
• Any changes you make must be consistent with the change in status
• You must make the changes within 30 days of the date the event (marriage, birth, etc.) occurs (unless otherwise noted
above)
You are also responsible for notifying the Benefits Office of dependent(s) that become INELIGIBLE as a result of divorce or
becoming an overage dependent of the plan, within 60 days of the event. Failure to do so may jeopardize your dependent’s
right to elect COBRA.
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Getting Care When You Need It Now
WHEN TO USE THE ER

STAY WELL!

The emergency room shouldn't be your first choice
unless there's a true emergency—a serious or life
threatening condition that requires immediate attention
or treatment that is only available at a hospital.

Harder than it sounds, of course, but many health
problems are avoidable. Take action—from eating well,
to getting enough exercise and sleep. Taking care of
yourself takes care of a lot of potential problems.

WHEN TO USE URGENT CARE

ASK QUESTIONS AND STAY INFORMED

Urgent care is for serious symptoms, pain, or conditions
that require immediate medical attention but are not
severe or life-threatening and do not require use of a
hospital or ER. Urgent care conditions include, but are
not limited to: earache, sore throat, rashes, sprains, flu,
and fever up to 104°.

Know and understand your options before you decide
on a course of treatment. Informed patients get better
care. Ask for a second opinion if you're at all concerned.

GET A PRIMARY CARE PROVIDER
Having a relationship with a PCP gives you a trusted
person who knows your unique situation when you're
having a health issue. Visit your PCP or clinic for nonemergency healthcare.

PREVENTIVE OR DIAGNOSTIC?
Preventive care is intended to prevent or detect illness
before you notice any symptoms. Diagnostic care treats
or diagnoses a problem after you have had symptoms.

BE MED WISE!

Be sure to ask your doctor why a test or service is
ordered. Many preventive services are covered at no
out-of-pocket cost to you. The same test or service can
be preventive, diagnostic, or routine care for a chronic
health condition. Depending on why it's done, your
share of the cost may change.

Always follow your doctor's and pharmacist's
instructions when taking medications. You can worsen
your condition(s) by not taking your medication or by
skipping doses. If your medication is making you feel
worse, contact your doctor.

AN APPLE A DAY

Whatever the reason, it's important to keep up with
recommended health screenings to avoid more serious
and costly health problems down the road.

Eating moderately and well really does help keep the
doctor away. Stay away from fat-heavy, processed foods
and instead focus on whole grains, vegetables, and lean
meats to be the healthiest you can be.
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Making the Most of Your Benefits Program
more serious concerns such as alcohol and drug
Problems, family violence and threats of suicide.

MDLIVE 24/7
(Blue Shield members only)

This program is available to all enrolled employees
(includes Blue Shield and Kaiser members) at no cost to
the employee.

MDLIVE provides all SISC Blue Shield PPO and HMO
members with access to doctors and pediatricians who
can answer their health-related questions conveniently
over the phone, via online video or secure e-mail. This
program is available 24/7, 365 days a year including
holidays. The service is secure, confidential and
compliant with all medical privacy regulations. To begin
using this benefit, members must first register by calling
MDLIVE at 1-888-632-2738 or by going online at
mdlive.com/sisc.

The EAP can be accessed two ways:
• Call the toll free number 24/7 - (800) 999-7222
• Register on the EAP website at anthemeap.com;
program name is SISC.

HEALTH SMARTS

Members will need to have their member ID number
and the name, address and phone number of the
covered member who needs medical assistance. There
is a $5 per consultation fee for this service regardless of
the plan’s office visit co-pay. This service is not available
to Kaiser members.

SISC’s health improvement program for members and
their families. Through Health Smarts, members and
their families have access to onsite biometric screening
events and flu vaccine clinics. Health Smarts is
voluntary, confidential and offered at no cost to our
members. Please visit the Health Smarts web page for
additional information at www.sischealth.com or call
the SISC office at (661) 636-4410 and speak to your
Account Management Team.

Doctors sometimes refer patients to other providers. It
is the member’s responsibility to make sure all providers
are in-network (i.e. physicians, labs, radiology,
pharmacy etc.). This is true whether members access
care through a regular physician or MDLIVE.

ADVANCE MEDICAL - EXPERT SECOND
OPINIONS

ANTHEM EMPLOYEE ASSISTANCE
PROGRAM (EAP)

Second opinion and referral services are now provided
through Advance Medical. Members have access to
expert specialists in whatever area you need. Kaiser
members also have access but are limited to the Kaiser
network for referrals. To begin using this benefit
members must first register online at www.advancemedical.net/sisc or by calling Advance Medical at 1 (855)
201-9925. There is no additional cost to use this service.

The SISC medical plans provide an Employee Assistance
(EAP) program. The Program is designed to help you
with everyday concerns and questions, both big and
small, which impact you or anyone residing in your
household. The EAP also serves
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Medical Plans
Medical coverage provides you with benefits that help keep you healthy like preventive care screenings and access to
urgent care. It also provides important financial protection if you have a serious medical condition.
Pasadena Unified School District gives you a choice between two HMO medical plans through Kaiser and Blue Shield of
California and a PPO medical plan through Blue Shield.

Annual Deductible

Kaiser
Permanente
HMO (SISC)

Blue Shield of
California
HMO (SISC)

In-Network

In-Network

None

None

Blue Shield of California
PPO (SISC)
In-Network

Out-Of-Network

$300 individual

$300 individual

$600 family

$600 family

Annual Out-of-Pocket
Max

$1,500 individual

$1,000 individual

$1,000 individual

$1,000 individual

$3,000 family

$2,000 family

$3,000 family

$3,000 family

Lifetime Max

Unlimited

Unlimited

Unlimited

Unlimited

Primary Provider

$10 copay

$10 copay

$20 copay

50% after deductible

Specialist

$10 copay

$10 copay
($30 Access+
Specialist)

$20 copay

50% after deductible

MDLive 24/7

n/a

$5 copay

$5 copay

n/a

Preventive Services

Plan pays 100%

Plan pays 100%

Plan pays 100%

Not covered

Chiropractic Care

$10 copay
(30 visits per calendar
year combined with
Acupuncture)

$10 copay
(30 visits per calendar
year combined with
Acupuncture)

Plan pays 80% after
deductible (up to 20
visits per year)

Not covered

Lab and X-ray

Plan pays 100%

Plan pays 100%

Plan pays 80% after
deductible

Not covered

Inpatient
Hospitalization

Plan pays 100%

Plan pays 100%

Plan pays 80% after
deductible

After deductible, plan
pays 100% up to $600
per day (nonemergency)

Outpatient Surgery

$10 copay

Plan pays 100%

Plan pays 80% after
deductible

After deductible, plan
pays 100% up to $350
per day (nonemergency)

Urgent Care

$10 copay

$10 copay

$20 copay

50% after deductible

Emergency Room

$100 copay
(copay waived if
admitted)

$100 copay
(copay waived if
admitted)

$100 copay +
20% (copay waived if
admitted)

$100 copay +
20% (copay waived if
admitted)

Office Visit

10

Prescription Drugs
Prescription drug coverage provides a benefit that is important to your overall health, whether you need a prescription
for a short-term health issue like bronchitis or an ongoing condition like high blood pressure.
If you enroll in medical coverage, you will automatically receive coverage for prescription drugs. If you enrolled in Kaiser,
your prescription benefits will be provided by Kaiser. If you enrolled in Blue Shield, your prescription benefits will be
provided by Navitus.

Navitus Blue Shield
Kaiser Permanente of California HMO
HMO (SISC)
(SISC)
In-Network

Navitus Blue Shield
of California PPO (SISC)

In-Network

In-Network

Out-Of-Network

Prescription Drug
Deductible

$0

$0

$0

$0

Annual Out-of-Pocket
Limit

Combined with

$1,500 individual

$1,500 individual

$1,500 individual

Medical OOPM

$2,500 family

$2,500 family

$2,500 family

$10 copay

$0 copay at Costco

$0 copay at Costco

$5 copay at other

$5 copay at other

$20 copay at Costco

$20 copay at Costco

$20 copay at other

$20 copay at other

Member must pay
the entire cost up
front and apply for
reimbursement.
Net cost may be
greater than if
member uses an innetwork provider

100 days

30 days

30 days

Generic

$10 copay

$0 copay at Costco

$0 copay

Preferred Brand

$10 copay

$50 copay at Costco

$50 copay

Supply Limit

100 days

30 days Navitus

30 days Navitus

90 days Costco

90 days Costco

Pharmacy
Generic

Preferred Brand

Supply Limit

$10 copay

Mail Order

Specialty Drug

$10 copay

$20 at Navitus

$20 at Navitus

Supply Limit

30 days

30 days

30 days
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Not covered

Not covered

Dental
Regular visits to your dentist can protect more than your smile; they can help protect your health. Recent studies have
linked gum disease to damage elsewhere in the body and dentists are able to screen for oral symptoms of many other
diseases including cancer, diabetes, and heart disease.
Pasadena Unified School District provides you with comprehensive coverage through Delta Dental of California.
With the incentive plans, Delta Dental pays 70% of the PPO contract allowance for covered diagnostic, preventive and
basic services and 70% of the PPO contract allowance for major services during the first year of eligibility. The coinsurance
percentage will increase by 10% each year (to a maximum of 100%) for each enrollee if that person visits the dentist at
least once during the year. If an enrollee does not use the plan during the calendar year, the percentage remains at the
level attained the previous year. If an enrollee becomes ineligible for benefits and later regains eligibility, the percentage
will drop back to 70%.

APSA
Delta Dental PPO (ACSIG)
In-Network

Out-Of-Network

UTP
Delta Dental PPO (ACSIG)
In-Network

Out-Of-Network

Calendar Year
Deductible

None

None

None

None

Annual Plan Maximum

$1,700 per person

$1,500 per person

$1,700 per person

$1,500 per person

Waiting Period

None

None

None

None

Diagnostic and
Preventive

Plan pays 70-100%

Plan pays 70-100%

Plan pays 70-100%

Plan pays 70-100%

(services do not count towards annual plan
maximum)

Basic Services
Fillings

Plan pays 70-100%

Plan pays 70-100%

Plan pays 70-100%

Plan pays 70-100%

Root Canals

Plan pays 70-100%

Plan pays 70-100%

Plan pays 70-100%

Plan pays 70-100%

Periodontics

Plan pays 70-100%

Plan pays 70-100%

Plan pays 70-100%

Plan pays 70-100%

Major Services

Plan pays 70-100%

Plan pays 70-100%

Plan pays 70-100%

Plan pays 70-100%

Prosthodontics

Plan pays 70%

Plan pays 70%

Plan pays 70%

Plan pays 70%

(includes implants)

(includes implants)

(includes implants)

(includes implants)

Orthodontia

Plan pays 50%

Plan pays 50%

Plan pays 50%

Plan pays 50%

Lifetime Maximum

$2,000

$2,000

$2,000

$2,000

Dependent Children

covered

covered

covered

covered

Adults

covered

covered

covered

covered

Orthodontic Services
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Dental, continued
Delta Dental PPO (ACSIG) CSEA
In-Network

Out-Of-Network

Calendar Year Deductible

None

None

Annual Plan Maximum

$1,700 per person

$1,500 per person

(applies to basic and major services only)

(applies to basic and major services only)

Waiting Period

None

None

Diagnostic and Preventive

Plan pays 70-100%

Plan pays 70-100%
(services do not count towards annual plan maximum)

Basic Services
Fillings

Plan pays 70-100%

Plan pays 70-100%

Root Canals

Plan pays 70-100%

Plan pays 70-100%

Periodontics

Plan pays 70-100%

Plan pays 70-100%

Major Services

Plan pays 70-100%

plan pays 70-100%

Prosthodontics

Plan pays 70% (includes implants)

Plan pays 70% (includes implants)

Orthodontia

Plan pays 50%

Plan pays 50%

Lifetime Maximum

$2,000 per person

$2,000 per person

Dependent Children

Covered

Covered

Adults

Covered

Covered

Orthodontic Services
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Vision
Routine vision exams are important, not only for correcting vision but because they can detect other serious health
conditions.
Pasadena Unified School District gives you a choice between two vision plans through Vision Service Plan or UHC.

Vision Service Plan
In-Network

Out-Of-Network

UHC
In-Network

Out-Of-Network

Examination
Benefit

$5 copay then plan
pays 100%

Plan pays up to $45

$0 copay

Plan pays up to $40

Frequency

Once every 12
months

Once every 12
months

Once every 12
months

Once every 12
months

Materials

$5 copay (combined
with exam copay)

See schedule below

$0 copay

See schedule below

Single Vision Lens

Plan pays 100% of
basic lens

Plan pays up to $30

Plan pays 100% of
basic lens

Plan pays up to $40

Bifocal Lens

Plan pays 100% of
basic lens

Plan pays up to $50

Plan pays 100% of
basic lens

Plan pays up to $60

Trifocal Lens

Plan pays 100% of
basic lens

Plan pays up to $65

Plan pays 100% of
basic lens

Plan pays up to $80

Frequency

Once every 12
months

Once every 12
months

Once every 12
months

Once every 12
months

Benefit

Plan pays up to $130
allowance (plus 20%
off the amount over
your allowance)

Plan pays up to $70

Plan pays up to $130
allowance

Up to $45

Frequency

Once every 12
months

Once every 12
months

Once every 12
months

Once every 12
months

Plan pays up to $130

Plan pays up to $105

Covered in full

Plan pays up to $105

Once every 12
months

Once every 12
months

Once every 12
months

Eyeglass Lenses

Frames

Contacts (Elective)
Benefit

(Up to $60 copay for
fitting & evaluation)
Frequency

Once every 12
months
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Life Insurance
If you have loved ones who depend on your income for support, having life and accidental death insurance can help
protect your family's financial security and pay for large expenses such as housing and education, as well as day-to-day
living expenses.

LIFE AND AD&D

VOLUNTARY AD&D

Basic Life Insurance pays your beneficiary a lump sum if
you die. AD&D provides another layer of benefits to
either you or your beneficiary if you suffer from loss of a
limb, speech, sight, or hearing, or if you die in an
accident. The cost of coverage is paid in full by the
company. Coverage is provided by Unum.

Voluntary AD&D Insurance allows you to purchase
additional accidental death and dismemberment
insurance to protect your family's financial security in
case you suffer from loss of a limb, speech, sight or
hearing or if you die in an accident. Coverage is provided
by Unum.

Basic Life Amount

$10,000

Basic AD&D Amount

$10,000

VOLUNTARY LIFE
Voluntary Life Insurance allows you to purchase
additional life insurance to protect your family's
financial security. Coverage is provided by Unum.
Employee Voluntary
Life Amount

Increments of $10,000 up to
the lesser of 5 x your annual
salary or $500,000

Spouse Voluntary
Life Amount

Increments of $10,000 up to
the lesser of 100% of the
employee’s benefit amount or
$500,000.

Child(ren) Voluntary
Life Amount

Increments of $5,000 up to the
lesser amount of 100% of the
employee’s amount or
$10,000.

Employee Voluntary
AD&D Amount

Increments of $10,000 up to
the lesser of 5 x your annual
salary or $500,000

Dependent AD&D
Amount

Under the Family Plan, an
Employee’s spouse will be
insured for 50% of the Insured
Employee’s Principal Sum and
Employee’s Eligible Dependent
Child(ren) will be insured for
10% of the Insured Employee’s
Principle Sum.

Evidence of Insurability: If you select coverage above a
certain limit (the "guaranteed issue" amount) or after
your initial eligibility period, you will need to submit an
Evidence of Insurability, which involves providing the
insurance company with additional information about
your health. You must return the requested information
directly to Unum.
• Employee Guarantee Issue Amount = $200,000
• Spouse Guarantee Issue Amount = $50,000
Beneficiary Reminder: Make sure that you have named
a beneficiary for your life insurance benefit. It’s
important to know that many states require that a
spouse be named as the beneficiary, unless they sign a
waiver.
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Flexible Spending Account (FSA)
A Flexible Spending Account lets you set aside money—before it's taxed—through payroll deductions. The money can be
used for eligible healthcare and dependent day care expenses you and your family expect to have over the next year. The
main benefit of using an FSA is that you reduce your taxable income, which means you have more money to spend. And
reimbursements from your FSA accounts are tax-free. The catch is that you have to use the money in your account by our
plan year's end. Otherwise, that money is lost, so plan carefully. You must re-enroll in this program each year. American
Fidelity administers this program. When you have an eligible expense, simply complete an FSA claim form. The form can
be found and /or submitted on their website at afadvantage.com, by calling (800) 325-0654, or by contacting Benefits
Office. Upon review and approval of the eligible expenses, you will be reimbursed. To enroll, contact American Fidelity at
(800) 323-3748.

IMPORTANT CONSIDERATIONS

TAX-FREE HEALTHCARE FSA

• There's no "crossover" spending allowed
between the healthcare and dependent care
accounts.

Eligible expenses include medical, dental, and vision
costs including plan deductibles, copays, coinsurance
amounts, and other non-covered healthcare costs for
you and your tax dependents. You may access your
entire annual election from the first day of the plan
year and you can set aside upto $2,850 per year, with
a minimum contribution of at least $150.

• Expenses must be incurred during the plan
year (10/01/22 and 9/30/23) and submitted
no later than 12/31/23.
• Elections cannot be changed during the plan
year, unless you have a qualified change in
family status (and the election change must be
consistent with the event).

TAX-FREE DEPENDENT CARE FSA
Eligible expenses may include daycare centers, inhome child care, and before or after school care for
your dependent children under age 13. Other
individuals may qualify if they are your tax dependent
and are incapable of self-care. It is important to note
that you can access money only after it is placed into
your dependent care FSA account.

• You can keep (roll-over) up to $550 of unused
money for use in the next plan year. Unused
amounts above $550 will be lost, so it is very
important that you plan carefully before making
your election.
• FSA funds can be used for eligible expenses
incurred by you, your spouse, and your tax
dependents only. Your spouse or tax
dependent children do not have to be covered
on the PUSD health plan.

All caregivers must have a tax ID or Social Security
number. This information must be included on your
federal tax return. If you use the dependent care
reimbursement account, the IRS will not allow you to
claim a dependent care credit for reimbursed
expenses. Consult your tax advisor to determine
whether you should enroll in this plan. You can set
aside up to $5,000 per household for eligible
dependent care expenses for the year, or $2,500 if
you are married and file separate tax returns.

• You cannot obtain reimbursement for eligible
expenses for a domestic partner or their
children, unless they qualify as your tax
dependents (Important: questions about the
tax status of your dependents should be
addressed with your tax advisor).
• Keep your receipts as proof that your expenses
were eligible for IRS purposes.
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Key Terms
MEDICAL/GENERAL TERMS
ALLOWABLE CHARGE - The most that an in-network
provider can charge you for an office visit or service.

INDIVIDUAL DEDUCTIBLE - The dollar amount a member
must pay each year before the plan will pay benefits for
covered services.

BALANCE BILLING - Non-network providers are allowed
to charge you more than the plan's allowable charge.
This is called Balance Billing.

IN-NETWORK / OUT-OF-NETWORK - Network providers
(doctors, hospitals, labs, etc.) are contracted with your
health plan and have agreed to charge lower fees to
plan members, as negotiated in their contract with the
health plan. Services from out-of-network providers can
cost you more because the providers are under no
obligation to limit their maximum fees. With some
plans, such as HMOs and EPOs, services from out-ofnetwork providers are not covered at all.

COINSURANCE - After you meet the deductible amount,
you and your health plan share the cost of covered
expenses. Coinsurance is always a percentage totaling
100%. For example, if the plan pays 70% coinsurance,
you are responsible for paying your coinsurance share,
30% of the cost.
COPAY - A set fee you pay whenever you use a particular
healthcare service, for example, when you see your
doctor or fill a prescription. After you pay the copay
amount, your health plan pays the rest of the bill for
that service.

OUT-OF-POCKET COST - A healthcare expense you are
responsible for paying with your own money, whether
from your bank account, credit card, or from a health
account such as an HSA, FSA or HRA.
OUT-OF-POCKET MAXIMUM - The most you would pay
from your own money for covered healthcare expenses
in one year. Once you reach your plan's out-of-pocket
maximum dollar amount (by paying your deductible,
coinsurance and copays), the plan pays for all eligible
expenses for the rest of the plan year.

DEDUCTIBLE - The amount of healthcare expenses you
have to pay for with your own money before your
health plan will pay. The deductible does not apply to
preventive care and certain other services.
EXPLANATION OF BENEFITS (EOB) - The statement you
receive from the insurance carrier that explains how
much the provider billed, how much the plan paid (if
any) and how much you owe (if any). In general, you
should not pay a bill from your provider until you have
received and reviewed your EOB (except for copays).

PREVENTIVE CARE – A routine exam, usually yearly, that
may include a physical exam, immunizations and tests
for certain health conditions.

FAMILY DEDUCTIBLE - The maximum dollar amount any
one family will pay out in individual deductibles in a
year.
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Key Terms
PRESCRIPTION DRUG TERMS

DENTAL TERMS

BRAND NAME - A drug sold under its trademarked
name. For example, Lipitor is the brand name of a
common cholesterol medicine. You generally pay a
higher copay for brand name drugs.

BASIC SERVICES - Dental services such as fillings, routine
extractions and some oral surgery procedures.
DIAGNOSTIC AND PREVENTIVE SERVICES - Generally
include routine cleanings, oral exams, x-rays, and
fluoride treatments. Most plans limit preventive exams
and cleanings to two times a year.

GENERIC DRUG - A drug that has the same active
ingredients as a brand name drug, but is sold under a
different name. For example, Atorvastatin is the generic
name for medicines with the same formula as Lipitor.
You generally pay a lower copay for generic drugs.

MAJOR SERVICES - Complex or restorative dental work
such as crowns, bridges, dentures, inlays and onlays.
ENDODONTICS - Commonly known as root canal
therapy.

DISPENSE AS WRITTEN (DAW) - A prescription that does
not allow for substitution of an equivalent generic or
similar brand drug.

IMPLANTS - An artificial tooth root that is surgically
placed into your jaw to hold a replacement tooth or
bridge. Many dental plans do not cover implants.

MAINTENANCE MEDICATIONS - Medications taken on a
regular basis for an ongoing condition such as high
cholesterol, high blood pressure, asthma, etc. Oral
contraceptives are also considered a maintenance
medication.

ORTHODONTIA - Some dental plans offer Orthodontia
services for children (and sometimes adults too) to treat
alignment of the teeth. Orthodontia services are
typically limited to a lifetime maximum.

NON-PREFERRED BRAND DRUG - A brand name drug for
which alternatives are available from either the plan's
preferred brand drug or generic drug list. There is
generally a higher copayment for a non-preferred brand
drug.

PERIODONTICS - Diagnosis and treatment of gum
disease.
PRE-TREATMENT ESTIMATE - An estimate of how much
the plan will pay for treatment. A pre-treatment
estimate is not a guarantee of payment.

PREFERRED DRUG - Each health plan has a list of
prescription medicines that are preferred based on an
evaluation of effectiveness and cost. Another name for
this list is a "formulary." The plan may charge more for
non-preferred drugs or for brand name drugs that have
generic versions. Drugs that are not on the preferred
drug list may not be covered.
SPECIALTY PHARMACY - Provides special drugs for
complex conditions such as multiple sclerosis, cancer
and HIV/AIDS.
STEP THERAPY - The practice of starting to treat a
medical condition with the most cost effective and
safest drug therapy and progressing to other more
costly or risky therapy, only if necessary.
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Important Plan Notices and Documents
CURRENT HEALTH PLAN NOTICES

CURRENT PLAN DOCUMENTS

Notices must be provided to plan participants on an
annual basis and are available on our benefits website at
benefits.plansource.com and include:

Important documents for our health plan are available
on our benefits website at benefits.plansource.com and
include:

Medicare Part D Notice

Summary Plan Descriptions (SPDs)

Describes options to access prescription drug coverage
for Medicare eligible individuals.

A Summary Plan Description, or SPD, is the legal
document for describing benefits provided under the
plan as well as plan rights and obligations to participants
and beneficiaries. The Summary Plan descriptions for
each of the plans outlined in this guide are available at
eb-portals.com/PUSD.

Women’s Health and Cancer Rights Act
Describes benefits available to those that will or have
undergone a mastectomy.

Summary of Benefits and Coverage
(SBCs)

Newborns’ and Mothers’ Health Protection
Act

A Summary of Benefits and Coverage (SBC) is a
document required by the Affordable Care Act (ACA)
that presents benefit plan features in a standardized
format. The following SBCs are available on the benefits
website at benefits.plansource.com:

Describes the rights of mother and newborn to stay in
the hospital 48-96 hours after delivery.

HIPAA Notice of Special Enrollment Rights
Describes when you can enroll yourself and/or
dependents in health coverage outside of open
enrollment.

• Kaiser HMO

Notice of Choice of Providers

Paper copies of these documents and notices are
available if requested. If you would like a paper copy,
please contact the Benefits Office at (626) 396-3600
extension 88144.

• Blue Shield HMO
• Blue Shield PPO

Notifies you about the plan’s requirement that you
name a Primary Care Physician (PCP).

Children’s Health Insurance Program
Reauthorization Act (CHIPRA)

Statement of Material Modifications

Describes availability of premium assistance for
Medicaid eligible dependents.

This enrollment guide constitutes a Summary of
Material Modifications (SMM) to the Pasadena Unified
School District Group Health Plan. It is meant to
supplement and/or replace certain information in the
SPD, so retain it for future reference along with your
SPD. Please share these materials with your covered
family members.
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Open Enrollment FAQ’s
Q- IF I DO NOT NEED TO MAKE CHANGES TO MY INSURANCE, DO I NEED TO DO ANYTHING?
A- No action is needed if you are not making changes. Your current coverage will continue for the next plan year
unchanged.
Q- I COMPLETED THE ONLINE PROCESS AND IT SAYS I AM NOT ELIGIBLE FOR COVERAGE OR DECLINED, WAS MY
ENROLLMENT PROCESSED?
A- Since all changes require documents to make changes the system may put your change into a pending status. Once the
required documents are received, the system will be updated to no longer show as pending.
Q- CAN I MAKE AN APPOINTMENT TO GET HELP ENROLLING IN MY BENEFITS?
A- Yes. You can setup an appointment with an American Fidelity representative from 8 am to 5 pm Monday through
Friday during Open Enrollment. You can also access the enrollment system 24 hours a day on any computer/device with
internet access to make changes without assistance.
Q- I COMPLETED THE ONLINE ENROLLMENT, IS THAT IT?
A- Not necessarily. All changes require a form to be turned into the Benefits Office by August 23, 2022 in order for the
online changes to take effect.
Q- WHAT ADDITIONAL DOCUMENTATION DO I NEED?
A- For adding a spouse, a state issued marriage certificate and top page of the latest 1040 tax form filed will be required.
For adding children, state issued birth certificates for each dependent are required. Divorce and adoption require official
court paperwork. For any change to a medical plan, an enrollment/change form is required.
Q- IF I MAKE A CHANGE NOW, CAN I CHANGE IT AGAIN BEFORE OCTOBER 1, 2022?
A- No. Changes can only be made during the Open Enrollment period. All changes made as of August 23, 2022 are final
until the next Open Enrollment.
Q- CAN I BRING IN THE ADDITIONAL DOCUMENTS AFTER AUGUST 23, 2022?
A- No. Any change made without the proper documents turned in by August 23, 2022 will not be processed even if the
online portion was completed.
Q- HOW DO I KNOW IF I NEED TO TURN IN BACKUP DOCUMENTATION?
A- Any and all changes require a form to be turned in after the online enrollment. Any addition of a dependent will
require additional documents. The PUSD website will have a list of documents needed for various types of changes.
Q- WHY ARE WE REQUIRED TO PROVIDE THE BACKUP DOCUMENTS?
A- Blue Shield and Kaiser have set certain guidelines for insuring dependents. The District must abide by those guidelines.
These are not PUSD requirements, they are insurance carrier requirements.
Q- THIS IS NOT WHAT I HAD TO DO LAST TIME, IS THIS NEW?
A- Benefits laws and requirements are constantly changing. Enrollment rules can change every year, sometimes more
than once a year. Please do not assume that each year is the same, this could lead to losing coverage or missing a new
required step.

Open Enrollment FAQ cont.
Q- MY CO-WORKER SAID I HAD TO DO SOMETHING DIFFERENT, IS THAT TRUE?
A- Please do not seek benefit advice from co-workers that do not work in the Benefits Department. Although advice from
co-workers may have good intentions, many times the information may be outdated, incorrect, or specific to that
member’s situation. If you have questions regarding your benefits please consult someone in the Benefits Department
only.
Q- I MADE A CHANGE TO MY PLANS, WHY AM I STILL BEING DEDUCTED THE SAME AMOUNT ON
MY AUGUST/SEPTEMBER PAYCHECK?
A- Changes made during open enrollment, including the new deduction amounts, will take effect in October 2022. For
classified employees, changes will begin on your September 30 paycheck and for certificated employees, changes will
begin on your October 1 paycheck.
Q- HOW DO I KNOW IF I COMPLETED THE ONLINE PROCESS?
A- When you complete the process you will have the option to email yourself a confirmation of the changes you made.
You can keep this confirmation as proof that you made a change online. Please note, this will not serve as proof that all
required documents were received, only that the online portion was completed. There is still action needed after the
online portion.

For Assistance
If you need to reach our plan providers, here is their contact information:

Plan Type

Provider

Phone Number

Website

Medical

Kaiser

(800) 464-4000

kaiserpermanente.org

Medical

Blue Shield of California

(855) 256-9404

blueshieldca.com/sisc

Prescription Drugs
(Blue Shield Members)

Navitus Health Solutions

(866) 333-2757

navitus.com

Dental

Delta Dental

(800) 765-6003

deltadental.com

Vision

VSP

(800) 877-7195

vsp.com

Vision

UHC

(800) 638-3120

myuhcvision.com

Employee Assistance Program

Anthem/SISC

(800) 999-7222

anthemeap.com
Program Name: SISC

Life Insurance
(District Paid)

Unum

(800) 421-0344

unum.com

Life Insurance
(Voluntary)

Unum

(800) 421-0344

unum.com

Flexible Spending Accounts

American Fidelity

(800) 323-3748

afadvantage.com

MDLIVE
(Blue Shield Members)

SISC

(888) 632-2738

MDLIVE.com/sisc

Health Smarts

SISC

(661) 636-4410

sischealth.com

Advanced Medical

(855) 201-9925

advancemedical.net/SISC

Pasadena Benefits Office

(626) 396-3600 Ext 88144

pusd.us

Notes

