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IMPORTANT NOTICE 
 
Legal instruments under which the Sacramento County Retiree Medical and Dental Insurance Pro-
gram for Plan Year 2009 is created provide that the plan does not create any contractual, regula-
tory, or other vested right or entitlement to either present or future retirees, their spouses, domes-
tic partners, or dependents to any particular level of subsidization cost, or subsidization at all. 
Whether health plan offerings continue is vested within the sole discretion of the Sacramento 
County Board of Supervisors. Whether or not subsidization continues, and if so, the level of the 
subsidy, or whether or not a participating employer continues participation in the County Retiree 
Medical and Dental Insurance  Program is vested within the sole discretion of each eligible, par-
ticipating employer through agreement with the County of Sacramento. 
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OVERVIEW 
 
 
PARTICIPATION 
 
If you are a County retiree, or a survivor, or benefici-
ary receiving a monthly retirement allowance as de-
fined by the Sacramento County Employee Retire-
ment System (SCERS) you may participate in the 
retiree medical and dental insurance program 
whether or not you receive a subsidy/offset from the 
County.  
 
MEDICARE ENROLLMENT 
 
If you are eligible for Medicare and are a retiree, you 
MUST ENROLL IN AND KEEP Medicare parts A & 
B in order to participate in the County-sponsored 
retiree medical plans. Medicare A & B information 
may be obtained from your local Social Security Of-
fice.  The County sponsored plans provide prescrip-
tion drug coverage that is comparable to Medicare 
Part D coverage or  better. Do not sign up for any 
other Medicare Part D coverage or you will lose 
your County sponsored medical coverage!  
 
 

USING THIS SUMMARY 
 
This Summary provides information about the insur-
ance plans currently offered to eligible retirees. It 
includes side-by-side comparisons highlighting the 
most common medical services, information regard-
ing dependent coverage, premium offset informa-
tion, premium rates, and eligibility. 
 
Your premiums will vary according to the plan, num-
ber of dependents you have enrolled and your sub-
sidy/offset level. Each Special District determines 
whether or not a premium offset will be provided to 
their retirees for health and/or dental premiums. 
 
PLEASE NOTE: This Summary is not a plan docu-
ment and does not provide comprehensive informa-
tion. The County Department of Personnel Services 
Employee Benefits Office has benefit plan enroll-
ment and information packets, copies of the con-
tracts, and Evidence of Coverage documents for all 
of the benefit programs. You may review this infor-
mation at any time. The office is  located at 700 H 
Street, 6th Floor, Room 6750, in the County Admini-
stration Center. 
 
OPEN ENROLLMENT  
 
Open Enrollment for health and dental insurance is 
held each year in the fall (normally during the month 
of October). This is the one time of the year that par-
ticipants in the County’s health and dental insurance 
benefit programs may change plans or add depend-
ents without a qualifying event, such as marriage, 
losing benefits from other coverage, etc. 

DEPARTMENT OF PERSONNEL SERVICES—EMPLOYEE BENEFITS OFFICE WEBSITE 
 
You will be able to find this Summary of Benefits, forms, and links to carriers on the Em-
ployee Benefits Office website.   
 

http://www.hra.saccounty.net/employ/ben/content.htm    
 

You may also reach us via e-mail at: PSDBenefits@saccounty.net or by telephone at (916) 874-2020.   
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 COVERAGE EFFECTIVE DATES 
 

MEDICAL PLAN EFFECTIVE DATE 
 
Medical coverage becomes effective the first of the 
month following your retirement date and the com-
pletion of the required enrollment forms. 
 
Medical plan or coverage changes made during 
Open Enrollment become effective on January 1st of 
the following year. You may also add dependents 
within thirty (30) days of a “Qualified Status 
Change Event.” (Some examples of a “Qualified 
Status Change Event” are marriage, birth, adoption,  
etc.) The coverage change is effective the first of the 
month following the completion of the forms. You 
may delete dependents at any time; however, you 
may not re-enroll them until the next Open Enroll-
ment unless there is a “Qualified Status Change 
Event.”  Proof of continuous, comparable group 
coverage will be required in accordance with the 
Retiree Health Insurance Program Administrative 
Policy.  A copy of this policy is available through the 
Employee Benefits Office. 
 
DENTAL COVERAGE  
EFFECTIVE DATE 
 
The County sponsors two dental plans for retirees. 
Enrollment for dental coverage takes place at the 
time of retirement.  The coverage is effective the first 
of the month following the retirement date and the 
completion of the required enrollment forms.  You 
may decline enrollment at the time of retirement or 
waive coverage during Open Enrollment. Depend-
ents can be deleted at any time; however, you may 
not re-enroll them until the next Open Enrollment 
unless there is a “Qualified Status Change Event.” 
 
You may only change dental plans during Open En-
rollment or within thirty (30) days of a “Qualified 
Status Change Event” that is consistent with the re-
quested change.  For example, if you lose other 
dental coverage, you may change plans, or re-enroll 
if you had previously waived.    

SURVIVING SPOUSE/DOMESTIC  
PARTNER CONTINUATION  
COVERAGE 
 
In the event of the death of a retiree, the surviving 
spouse, domestic partner beneficiary or minor child  
who will receive a continuing SCERS pension bene-
fit may be eligible to continue medical and/or dental 
insurance benefits. Please contact the SCERS at 
(916) 874-9119 or (800) 336-1711 within 30 days 
of the date of death to determine if retirement 
benefits can be continued.  A surviving spouse/
domestic partner beneficiary who is receiving a con-
tinuing SCERS pension benefit may add a newly 
acquired dependent  to any plan within 30 days of a 
“Qualified Status Change Event” or at Open Enroll-
ment in accordance with the Retiree Health Insur-
ance Program Administrative Policy.  You must con-
tact the Employee Benefits Office to enroll in the 
medical and/or dental insurance plans.   
 

TERMINATION OF COVERAGE 
 
If you do not maintain your Medicare A & B, once 
you are eligible for Medicare, your County-
sponsored medical coverage will be cancelled. 
 
Under the Medicare Part D rules from the Center 
for Medicare and Medicaid Services (CMS) if you 
purchase Medicare D from another, non-County-
sponsored plan, your medical coverage with the 
County-sponsored plan will be cancelled since 
you can only be covered under one Medicare D 
policy at a time.  
 
If you are required to make direct payments for your 
medical and/or dental coverage and the payment is 
not paid within 60 days of the coverage effective 
date, your County-sponsored coverage will be can-
celled, retroactively to the last day of paid coverage.   
If your coverage is terminated for non-payment of 
premium, you will not be permitted to re-enroll in the 
plan at a later date. 
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ELIGIBILITY 
COVERAGE ELIGIBILITY 
 
Retiree 
 
All County annuitants (and annuitants of Special Dis-
tricts that have elected to participate) are eligible to 
participate in the Retiree Health and Dental Insur-
ance Program. Annuitants may elect to enroll their 
eligible dependents in the medical and/or dental in-
surance plan.  Initial enrollment must take place 
within 30 days of eligibility.  If coverage is not 
elected during the initial eligibility, an annuitant may 
enroll within 30 days of a Qualified Status Change 
Event or during the next Open Enrollment Period as 
defined by the County of Sacramento.  Proof of 
continuous, comparable group coverage will be 
required. 
 
Dependents 
 
Eligible dependents are the retiree’s lawful spouse 
or domestic partner, and unmarried children (natural, 
step, adopted, legal guardianship, and/or foster) of 
the retiree or domestic partner who are under 19 
years of age. Dependents attending school as full-
time students in an accredited secondary school, 
college, or university, who are unmarried and have 
not attained 24 years of age are also eligible. Gener-
ally, 12 units represent full-time student status. Spe-
cial rules apply for disabled dependents. Contact the 
County Employee Benefits Office for details. The 
Benefits Office or the carrier may request verification 
of full-time-student status at any time.  Medical and 
dental eligibility will be extended through a summer 
break if the student was enrolled full time, completed 
the preceding school term, and will be attending 
school again in the next available term.  
 
The term “domestic partner” as an “eligible depend-
ent” has the same meaning as defined by Section 
297 of the California Family Code.  
 
You must add newly eligible dependents to the 
medical plan within 30 days of the date of birth,  

adoption, placement, return to student status, regis-
tration of partnership, or marriage.  Failure to add 
dependents and present required documents within 
this time frame will result in your inability to add your 
dependents until the next Open Enrollment period. 
 
To enroll dependents you are required to present the 
following documents: 
 

• Legal spouse/domestic partner - a copy of 
your marriage certificate/Declaration of Do-
mestic Partnership and your spouse’s/
partner’s social security number. 

 

• Newborn or newly adopted/placed child - a 
copy of the birth certificate, the armband, or 
crib card for a newborn up to 30 days old is 
accepted. Adoption or legal guardianship pa-
pers will satisfy the requirement for newly 
adopted/placed children. 

 

• Children - a copy of the child’s birth certifi-
cate, the child’s social security number.   Le-
gal documents for guardianship, adoption, or 
foster placement are required. 

 
DELETING DEPENDENTS FROM  
COVERAGE 
 
You may delete dependents from your plan(s) at any 
time, unless your are in the Premium Dental Plan. 

TERMINATION OF COVERAGE 
 

It is the retiree’s responsibility to delete a depend-
ent that loses eligibility for coverage due to divorce/
end of a domestic partnership, and/or for children 
exceeding age limitations, marriage, or loss of stu-
dent status.  If you need to delete dependents, con-
tact the Employee Benefits Office. 
 

IMPORTANT:  Failure to delete ineligible depend-
ents within 60 days of a change in status may result 
in a loss of continuation coverage (COBRA) rights 
for your dependent(s), AND you may also become 
financially responsible for the cost of premiums and 
any services received by your dependent(s) after 
the loss of eligibility. 
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HMO - Health Maintenance Organization 
 
One of the medical plan options available to retirees 
who are not Medicare eligible is a Health Mainte-
nance Organization or HMO. Under an HMO plan, a 
primary care physician (PCP) directs all medical 
care and specialty referrals for its members. You 
and each of your enrolled family members select a 
PCP and a primary medi-
cal group (PMG). Each 
member may choose a 
different PCP and PMG.  
 
Except for emergencies as 
defined by your medical 
plan, you must first go to 
your PCP for your health 
care to be covered. Any 
specialty care you need 
wil l  be coordinated 
through your PCP and will 
generally require a referral 
or authorization. (Under the Kaiser Permanente 
plan, designating a PCP is optional, but if you do not 
choose one, one will be assigned.) The HMO benefit 
comparison chart, presented later in this Summary 
on pages 12, 13, 15, and 16 provides an overview of 
some of the common benefits offered by the various 
HMO plans available to you. For detailed or specific 
information, you may call the toll-free number for the 
plan listed at the end of this Summary on page 26, 
or you may review the full Evidence of Coverage 
booklet for the plan, which is maintained in the 
County Employee Benefits Office. 
 
Blue Shield provides a “Guest Membership” option 
for member(s) traveling outside the plan’s service 
area. The travel must be for a minimum of 90 con-
secutive days, but no more than 180 days before 
returning to your permanent residence and is also 
available for dependents that live out-of-state within   
 

another Blue Shield HMO service area. You must 
call your plan’s toll-free Membership Services num-
ber to set up a Guest Membership. 
 
PPO - Preferred Provider Organization 
 
The County offers a plan option called a Preferred 
Provider Organization or PPO. A PPO plan allows 
you to choose a doctor or specialist without a refer-
ral from a primary care physician. 
 
PPO plans have a calendar-year deductible, which 
is the amount that must be paid by the participant(s) 
before covered benefits will be paid by the plan. Af-
ter the deductible is satisfied, you are obligated to 
pay the coinsurance or co-payments and any non-
covered expenses.  
 
The Blue Shield PPO has a list of contracted provid-
ers called Preferred Providers (in-network provid-
ers). Members will reduce their out-of-pocket ex-
penses when utilizing these providers. You also 
have the freedom to use an out-of-network provider. 
When seeing an out-of-network provider, you will be 
financially responsible for stated percentages of al-
lowable charges. If the out-of-network provider 
charges more than the allowable fee, you must also 
pay the balance of any charges that are over the 
allowable amount. These charges can substantially 
increase your out-of-pocket costs. 
 
An overview of the benefits provided under the non 
Medicare PPO plan is shown on page 14 and the 
Medicare Coordinated PPO plan is shown on page 
17. More details are available by calling the plan’s 
toll-free number listed on page 26 of this Summary.  
 
There are two types of PPOs offered this year, 
the Blue Shield PPO for Medicare participants 
and the Blue Shield non-Medicare High Deducti-
ble PPO. 

 

 

NON-MEDICARE PLANS 
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HIGH DEDUCTIBLE HEALTH PLANS 
(HDHP) 
 
A High Deductible Health Plan (HDHP) is defined by 
Internal Revenue Code 223(c)(2). To qualify as an 
HDHP, both medical (except for certain types of pre-
ventative care) and prescription expenses must ap-
ply to the deductible. High Deductible Health Plans 
are not available once you or a participating depend-
ent become entitled to Medicare.  
 
For 2008, the County offers two HDHP options to 
choose from; Kaiser High Deductible HMO, and Blue 
Shield High Deductible PPO. Please review the 
benefit summaries on pages 13 and 14  for more 
details.  You will notice that the Kaiser High Deducti-
ble HMO does not provide chiropractic benefits nor 
does it provide lenses or frames as a vision benefit. 
 
If you choose to enroll in one of the HDHP medical 
plans, you may also be eligible to establish a Health 
Savings Account (HSA). 
 
HEALTH SAVINGS ACCOUNTS 
 
A Health Savings Account (HSA) is a voluntary sav-
ings account established for reimbursement of quali-
fied medical expenses. HSAs were created by the 
Medicare Prescription Drug Improvement and Mod-
ernization Act of 2003 to provide individuals with a 
tax saving benefit for certain medical expenses 
when covered under an HDHP.  
 
An HSA is not a medical plan with a carrier. It is an 
individual account established for your contributions 
and expenses. Among the benefits of an HSA are: 
 
• Contributions are exempt from Federal taxes;* 
• Investment earnings are exempt from Federal 

taxes;* 
• Distributions are tax free when used for qualified 

medical expenses as listed under IRS Code 213
(d) such as co-pays, deductibles, dental and vi-
sion expenses and more;* 

• Assets roll over from year to year—no “use it or 
lose it”; 

• The HSA can still be used after becoming enti-
tled to Medicare (but contributions must cease). 

 
* State tax exemption varies by state – not exempt in 

California. 
 
In order to be eligible to contribute to an HSA, you 
must: 
 
• Be enrolled in an HDHP; 
• Have no other non-HDHP health coverage;† 
• Not be enrolled in Medicare; 
• Have not received VA medical benefits at any 

time over the past three months; and 
• Not be able to be claimed as a dependent on 

someone else’s tax return. 
 
†You cannot be covered as a dependent on another 
plan that is not also an HDHP.  
 
Even if you are no longer eligible to contribute to an 
HSA, whether you switch from a HDHP, gain cover-
age under another employer, or become entitled to 
Medicare, your HSA account remains active for the 
reimbursement of qualified medical expenses until it 
is depleted. Non medical withdrawals are considered 
taxable income, and a 10% penalty for non medical 
withdrawals will also apply if you are under 65.  
 
Contribution maximums are set by the IRS. For 
2008, the maximums are: 
 
   Coverage      Under Age 55    Age 55+ 
 
   Individual         $3000.00    $4000.00 
   Family         $5950.00    $6950.00 
 
You are not required to have an HSA if you enroll in  
HDHP coverage. If you elect to have an HSA,  you 
may make contributions to the financial institution of 
your choice on a post-tax basis and take a deduction 
when filing your itemized Federal income tax return. 
 

  

HIGH DEDUCTIBLE HEALTH PLANS -  
HEALTH SAVINGS ACCOUNTS 
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MEDICARE ADVANTAGE PLANS 
 
Under a Medicare Advantage Plan, also known as a  
“Risk” plan, the member assigns his/her Medicare 
benefits to the Health Maintenance Organization 
(HMO). With a Risk plan, the carrier contracts with 
Centers for Medicare and Medicaid Services (CMS) 
to provide the enrollee with all benefits they are enti-
tled to under Medicare and more. CMS pays a fixed 
monthly amount for each person who enrolls in the 
plan, whether or not they use medical services.  
 
In exchange for payment, the carrier will provide all 
of the services. The member agrees to receive all 
routine medical services through a participating phy-
sician group, pays the co-payment, and does not 
have to coordinate paperwork between plans. 
 
However, since the member’s Medicare benefits are 
assigned to the HMO, Medicare will not consider any 
claim payments for a member seeking services out-
side of the HMO. All medical care, except out-of-
area emergency services, must be provided or re-
ferred by the member’s PCP. 
 
The County offers a Health Net and a Kaiser Medi-
care Advantage Plan.  These plans are designed for 
retirees who have enrolled in Medicare Parts A and 
B.  Participants in this plan must also enroll in Part D 
through this plan.  Participants may not enroll in any 
other Part D plan through any other carrier. This 
type of plan typically has the lowest premium.  
 
Important: If you are eligible to enroll in a Kaiser 
Senior Advantage plan through the County and 
another employer or trust fund, new guidelines 
from the Center for Medicare and Medicaid Ser-
vices restrict a member from enrolling in two 
Kaiser Advantage plans at the same time.   
 
Please consider the benefit coverage, premium 
cost eligibility rules of both group sponsored 
plans before choosing one.  
 

MEDICARE COORDINATED PLANS 
 
With a Medicare Coordinated Plan, or Medicare 
COB (Coordination of Benefits) plan, the member 
chooses an HMO or PPO plan and claims are billed 
by the carrier to Medicare. Any outstanding bal-
ances for covered services are the responsibility of 
the HMO or PPO plan. As long as the member is 
following Medicare and the HMO or PPO guidelines, 
the member pays the co-payment or co-insurance. 
Medicare Coordinated Plans are available to retir-
ees who have enrolled in Medicare Parts A and B.  
Participants in this plan must also enroll in Part D 
through this plan.  Participants may not enroll in any 
other Part D plan through any other carrier. 
 
On a Medicare COB plan, members do not assign 
their Medicare benefits over to the carrier, preserv-
ing their portability of their basic Medicare benefits. 
However, Medicare deductibles and coinsurance 
are not covered by the carrier when utilizing out of 
network services. By not assigning your Medicare 
benefits to your carrier, you are able to access 
healthcare providers outside your provider network. 
If you access providers who contract with Medicare 
but are outside of your provider network, you will be 
responsible for any expense above Medicare allow-
ances for the services provided. 
 
Special note: Approximately ten years ago, Kaiser 
Permanente discontinued any new enrollments in its 
Medicare Coordinated (Cost) Plan.  Dependents 
obtaining Medicare eligibility for the first time and 
wishing to enroll in a Kaiser Permanente plan must 
enroll in Kaiser’s Senior Advantage Plan. 
 

 

MEDICARE PLANS 

Under the Medicare D rules from the Center for 
Medicare and Medicaid Services (CMS) if you 
purchase Medicare D from another, non-
County-sponsored plan, your medical cover-
age with the County-sponsored plan will be 
cancelled since you can only be covered under 
one Medicare D plan at a time.  



9 

 

BLUE SHIELD 
 
Retirees and dependents that are permanent out-of-
state residents or are living outside of an HMO ser-
vice area may enroll in the Blue Shield PPO Plan. 
The plan allows the choice of any health care pro-
vider without using a primary care physician (PCP).  
 
If neither the retiree nor any dependents are entitled 
to Medicare, the Blue Shield PPO plan is a High De-
ductible plan, which qualifies the retiree to establish 
a HSA. If any member covered under the Blue 
Shield High Deductible PPO plan becomes entitled 
to Medicare, all covered members move to the 
Medicare COB PPO plan. Deductibles start  over 
and no carry over of previously incurred deductible 
expenses is allowed.  
 
You must contact the Employee Benefits Office 
shortly before you or a covered dependent becom-
ing entitled to Medicare to avoid unnecessary pre-
mium costs or deductible expenses.  
 
REMEMBER: IF YOU ARE ELIGIBLE FOR MEDI-
CARE, YOU MUST ENROLL IN AND KEEP MEDI-
CARE PARTS A & B IN ORDER TO PARTICI-
PATE IN THE COUNTY-SPONSORED RETIREE 
MEDICAL PLANS.  THE COUNTY SPONSORED 
PROGRAMS WILL INCLUDE MEDICARE PART D 
COVERAGE OR COVERAGE THAT IS AS GOOD 
AS OR BETTER THAN PART D COVERAGE. 

 
 

If you and your dependents live outside of the Sacramento area, or may be moving during the 2009 calendar 
year, you have access to two different “Out-of-Area” plan options; Kaiser HMO and Blue Shield PPO. Kaiser 
enrollment outside of the Sacramento area is only possible in other Kaiser Permanente service regions. The 
Blue Shield PPO is the only plan available in every state. In order to ensure that you and your dependent(s) 
have access to comprehensive health insurance coverage, review the Out-of-Area plan description and bene-
fits comparison to determine which plan best meets your specific needs. Detailed information about how the 
Out-of-Area option works may be accessed for each plan by calling the plan’s toll-free Membership Services 
number (see page 26). 
 
General information regarding Out-of-Area coverage for each of the health plans is included below. You may 
obtain more details by attending an Open Enrollment Event to speak with representatives from each of the 
health plans. Note: The dependent and retiree must be enrolled with the same carrier. 

 

OUT-OF-AREA MEDICAL PLANS 

IMPORTANT NOTE FOR KPMP MEMBERS: Plan 
benefits may vary by region. Office visit and 
pharmacy co-payments may also be different. 
Check with the Kaiser Permanente facility in 
your area, or call Kaiser Permanente’s toll-free 
member services number for coverage details 
for your particular Kaiser Permanente region. 

KAISER PERMANENTE 
 
It is important to note that there are significant 
restrictions for Out-of-Area retirees accessing 
Kaiser Permanente coverage. 
 
As a general rule, Kaiser Permanente coverage is 
only available to retirees and dependents that live 
within the geographic boundaries of a Kaiser Perma-
nente service area in California. For out-of-state 
members that live in other Kaiser Permanente ser-
vice regions, Kaiser Permanente has established the 
Kaiser Permanente Multi-site Plan (KPMP). 
 
An additional enrollment form is required for the 
KPMP. General eligibility guidelines for both in-state 
and out-of-state Kaiser Permanente members are 
presented on the next page. If the member moves 
out of California, out-of-state rules apply for continu-
ing eligibility. 
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 Kaiser Permanente (In-State) Eligibility Guidelines 
These guidelines apply to both members and their dependents. 

 
 

Members enrolled in the Kaiser Permanente Cost plan who are currently living inside of California but outside 
of the Kaiser Permanente service area, may continue their Kaiser Permanente membership at this time. The 
Kaiser Permanente Cost plan will again be offered in 2009; however, no new enrollments are permitted. 
 
If you live or move out of state, you must continuously reside within the geographic boundary of another Kai-
ser Permanente region in order to remain a Kaiser Permanente member. The “geographic boundary” is de-
fined by zip codes and is determined by Kaiser Permanente. All out-of-state members must enroll in the 
KPMP plan. A separate KPMP enrollment form is required, even if you are a continuing Kaiser Perma-
nente member. Out-of-state members who are 65 years of age or older must maintain both Medicare Parts 
A and B, and must be enrolled in the Senior Advantage Plan. Members who are over 65 and do not have 
both parts of Medicare may not remain Kaiser Permanente members. Members who are under 65 years of 
age must obtain both Parts A and B upon turning 65 and must enroll in the Senior Advantage Plan. 

 

Kaiser Permanente (Out-of-State) Eligibility Guidelines 
These guidelines apply equally to members and their dependents. 

Living in the state  Non-Medicare Medicare 
In a Kaiser Per-
manente Service 
Area 

Coverage is continuous. When 
a member turns 65, they must 
enroll in the Senior Advantage 
Plan. Members must enroll in 
the Senior Advantage Plan 
through the County’s Benefits 
Office. 

Members must be enrolled in Medicare A & B and in 
a Medicare Plan (Senior Advantage or Cost). The 
County is subject to a surcharge ($927.83) if a mem-
ber is not enrolled in a Medicare plan. The retiree 
may have to pay this surcharge. 

Outside of a Kai-
ser Permanente 
Service Area 

Members may remain with 
Kaiser Permanente until they 
turn 65. At age 65, Kaiser Per-
manente coverage is no longer 
available, per Federal regula-
tions. 

Members enrolled in the Senior Advantage plan who 
are currently living inside of California, but outside of 
the Kaiser Permanente service area, may keep their 
Kaiser Permanente membership at the current time. 
If the member moves to a new address that is also 
outside of the Kaiser Permanente service area, even 
if the member remains in California, the member will 
lose Kaiser Permanente coverage, per Federal regu-
lations. 

Living out of state Non-Medicare Medicare 
In a Kaiser Perma-
nente Service Area 

Member must be enrolled in 
KPMP. A separate form must be 
completed. 

Member must enroll in KPMP Senior Advan-
tage Plan and must be enrolled in Medicare 
Part  A & B. A separate KPMP form and Senior 
Advantage application is required. 

Outside of a Kaiser 
Permanente Service 
Area 

Kaiser Permanente coverage is 
not available. Current Kaiser Per-
manente members who move out-
of-state will lose coverage at the 
end of the month. Contact the 
Employee Benefits Office to deter-
mine coverage options in their 
new state of residence. 

Kaiser Permanente coverage is not available. 
Current Kaiser Permanente members who move 
out-of-state will lose coverage at the end of the 
month. Contact the Employee Benefits Office to 
determine coverage options in their new state of 
residence. 
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Effective: January 1, 2009 – December 31, 2009 * 

Less Than 10 
Years Of Service 

Less Than 15 
Years, But More 
Than 10 Years 

Less Than 20 
Years, But More 
Than 15 Years 

Less Than 25 
Years, But More 
Than 20 Years 

25 Or More Years 
Of Service 

$122 $152 $182 $212 $244 

 

PREMIUM SUBSIDY/OFFSET RATES 

 

PREMIUM SUBSIDY/OFFSETS 
ELIGIBILITY  
 
Annuitants who retired for any reason on or before May 31, 2007 and who were eligible to receive a subsidy/offset at 
that time, are eligible to receive a County-paid medical and/or dental subsidy/offset payment during calendar year 2009. 
 
If you are not eligible for the subsidy/offset, you may elect to purchase coverage on a self-pay basis. 
 
Annuitants who have previously waived coverage, or who are deemed to have waived coverage for any reason (except 
for non-payment of premium), shall be permitted to enroll in County-sponsored retiree coverage within 30 days of a 
Qualified Status Change Event or during any enrollment period specified in the sole discretion of the County, subject to 
all terms and conditions set forth in the policy (including proof of continuous coverage), provided such coverage is being 
offered to similarly situated Annuitants by the County at the time coverage under the re-enrollment request is to become 
effective. Similarly, eligibility for a subsidy/offset payment shall be restored provided that the County is providing sub-
sidy/offset payments to similarly situated Annuitants at the time of the re-enrollment request. 

 
If you are a retiree from a Special District, you should contact your district to determine if a subsidy/offset is available to 
you. 

 
IMPORTANT 

 
Your benefits are subject to the schedule of covered services as described in the Evidence of Coverage 
(EOC) which is available in the Employee Benefits Office. The Plan summaries contained in this book are for  
comparison purposes only. Unless otherwise noted, all dollar and percentage amounts shown in this book 
reflect your responsibility.   

*  see disclosure on page 2 
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* The above information is intended as a benefit summary only. It does not include all of the benefit provisions, limitations and qualifications. If this infor-
mation conflicts in any way with the contract, the contract will prevail. 
NOTES:     
² Brand Copay for Non-Formulary/Non-preferred drugs does not accrue to annual out-of-pocket maximum. If a generic drug is available and a brand drug is re-
quested, member is responsible for the generic copay plus the difference between cost of generic and brand drug. 

 
 
 
 

 Blue Shield HMO Plan (#H30839) Health Net HMO Plan (#66047) 
General Plan Information     
Lifetime Plan Maximum Unlimited Unlimited 
Annual Deductibles   None None 
Annual Out-of-Pocket Limit  $1,000 Indiv / $2,000 Family $1,500 Indiv / $4,500 Family 
Office Visit/Exam $15 copay $15 copay 
Outpatient Specialist Visit $15 copay $15 copay 
Outpatient Services (Preventive)     
Adult Periodic Exams with Preventive Tests 100% covered $15 copay 
Well-Child Care 100% covered $15 copay 

Immunizations 100% covered 100% covered (80% covered occupational  
purposes/foreign travel) 

Well Woman Exams 100% covered $15 copay 
Mammograms 100% covered 100% covered 
Diagnostic X-Ray and Lab Tests 100% covered 100% covered 
Maternity Care     
Pregnancy and Maternity Care (Pre-Natal) 100% covered $15 copay 
Inpatient Hospital/Surgical Services     
Inpatient Hospitalization 100% covered (Semi-Private Room & Board) 100% covered (Semi-Private Room & Board) 
Outpatient Facility Charge $50 copay 100% covered 
Emergency Services     
Emergency Room $50 copay (waived if admitted) $35 copay (waived if admitted) 
Mental Health Benefits     

Inpatient Care 100% covered 100% covered; limited to 30 days/ calendar year (non-
severe) combined with Inpatient Substance Abuse 

Outpatient Care 
$25 copay; limited to 20 visits/calendar year (non-severe) 
combined with Outpatient Substance Abuse. $15 copay 

for severe mental health, no visit limit  

$30 copay (non-severe); limited to 20 visits/calendar 
year combined with Outpatient Substance Abuse; $15 

copay (severe), no visit limit 
Substance Abuse     

Inpatient Hospitalization 
100% covered after $50 copay/day; limited to 30 days/

calendar year combined inpatient & partial hospitalization 
(residential care not covered) 

100% covered; Limited to 30 days/calendar year com-
bined with Inpatient Mental Health 

Inpatient Detoxification Services 100% covered 100% covered 

Outpatient Services $25 copay; limited to 20 visits/calendar year combined 
with Outpatient non-severe mental health 

$30 copay; Limited to 20 visits/calendar year combined 
with Outpatient Non-Severe Mental Health 

Prescription Drugs       
Retail   30-Day Supply Limit 30-Day Supply Limit 
    Generic $10 copay $10 copay 
    Brand (Formulary/Preferred) $20 copay $20 copay 
    Brand (Non-Formulary/Non-preferred) $35 copay² $35 copay 
Mail Order   90-Day Supply Limit 90-Day Supply Limit 
      Generic $15 copay $15 copay 
      Brand (Formulary/Preferred) $30 copay $30 copay 
      Brand (Non-Formulary/Non-preferred) $50 copay² $50 copay 
Other Services and Supplies     

Durable Medical Equipment & Prosthetics 80% covered of allowable charges (Prosthetic Devices 
are 100% covered) 100% covered 

Home Health Care $15 copay; limited to 100 visits/calendar year $15 copay; copay starts 31st calendar day after 1st visit 
Skilled Nursing or Extended Care Facility 100% covered; limited to 100 days/calendar year 100% covered; Limited to 100 days/calendar year 

Chiropractic Services $10 copay; 30 visits/calendar year $5 copay; Limited to 40 visits/calendar year; $50 annual 
allowance for chiro appliances 

Outpatient Rehabilitative Therapy Services 
(Physical, Occupational, Speech) $15 copay 100% covered if significant improvement is expected 
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NOTES:   
¹ For family coverage, the full family deductible amount must be met before benefits will be paid for any covered member. 

* The above information is intended as a benefit summary only. It does not include all of the benefit provisions, limitations and qualifications. If this infor-
mation conflicts in any way with the contract, the contract will prevail. 

 Kaiser HMO Traditional Plan (#600644) 
Kaiser HMO High Deductible Plan 

(HDHP)  (#600644) 
General Plan Information     
Lifetime Plan Maximum Unlimited Unlimited 
Annual Deductibles   None $1,500 Indiv / $3,000 Family¹  
Annual Out-of-Pocket Limit  $1,500 Indiv / $3,000 Family $1,500 Indiv / $3,000 Family 

Office Visit/Exam $15 copay 100% covered after calendar year deductible 
Outpatient Specialist Visit $15 copay 100% covered after calendar year deductible 
Outpatient Services (Preventive)     
Adult Periodic Exams with Preventive Tests $15 copay 100% covered, calendar yr deductible does not apply 

Well-Child Care $15 copay for birth thru 23 months 100% covered birth thru 23 months; calendar year  
deductible does not apply 

Immunizations 100% covered 100% covered  
Well Woman Exams $15 copay 100% covered ; calendar yr deductible does not apply 
Mammograms 100% covered 100% covered ; calendar yr deductible does not apply 
Diagnostic X-Ray and Lab Tests 100% covered 100% covered after calendar year deductible 
Maternity Care     
Pregnancy and Maternity Care (Pre-Natal) $15 copay 100% covered ; calendar yr deductible does not apply 
Inpatient Hospital/Surgical Services     
Inpatient Hospitalization 100% covered (Semi-Private Room & Board) 100% covered after calendar year deductible 
Outpatient Facility Charge $15 copay 100% covered after calendar year deductible 
Emergency Services     
Emergency Room $35 copay (waived if admitted) 100% covered after calendar year deductible 
Mental Health Benefits     

Inpatient Care 100% covered; limited to 45 days/calendar year 100% covered after calendar year deductible; limited to 
30 days/calendar year 

Outpatient Care 

$15 copay/individual therapy visit; $7 group therapy visit; 
limited to 20 individual & group therapy visits/calendar 
year. Up to additional 20 group visits that meet Medical 

Group criteria during same calendar year 

100% covered after calendar year deductible; limited to 
20 individual & group therapy visits/calendar year. Up to 

additional 20 group visits that meet Medical Group 
criteria during same calendar year 

Substance Abuse     
Inpatient Hospitalization 100% covered (detox only) 100% covered (detox only) after calendar yr deductible 
Inpatient Detoxification Services 100% covered 100% covered after calendar year deductible 
Outpatient Services $15 copay/individual therapy visit; $5 group therapy visit 100% covered after calendar year deductible 
Prescription Drugs       
Retail   100-Day Supply Limit 100-Day Supply Limit 
    Generic $10 copay 100% covered after calendar year deductible 
    Brand (Formulary/Preferred) $20 copay 100% covered after calendar year deductible 
    Brand (Non-Formulary/Non-preferred) N/A N/A 
Mail Order   100-Day Supply Limit 100-Day Supply Limit 
      Generic $10 copay 100% covered after calendar year deductible 
      Brand (Formulary/Preferred) $20 copay 100% covered after calendar year deductible 
      Brand (Non-Formulary/Non-preferred) N/A N/A 
Other Services and Supplies     

Durable Medical Equipment & Prosthetics 100% covered; formulary applicable 100% covered after calendar year deductible; limited to 
$2,500 benefit max/calendar year; formulary applicable 

Home Health Care 100% covered; limited to 100 two-hour visits/calendar 
year 

100% covered after calendar year deductible; limited to 
100 two-hour visits/calendar year 

Skilled Nursing or Extended Care Facility 100% covered; limited to 100 days/calendar year 100% covered; limited to 100 days/calendar year 

Chiropractic Services $10 copay; limited to 30 visits/calendar year Not covered 
Outpatient Rehabilitative Therapy Services 
(Physical, Occupational, Speech) $15 copay 100% covered after calendar year deductible 

Deductible Included In Out-of-pocket Limits? N/A Yes 
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 Blue Shield PPO  - High Deductible Health Plan (HDHP) (#975834) 
General Plan Information In-Network Schedule of Benefits  Out-of-Network Schedule of Benefits  
Lifetime Plan Maximum $6,000,000 combined in/out of network $6,000,000 combined in/out of network 
Annual Deductible $1,500 Indiv/$3,000 Fam¹ (combined in/out of network) $1,500 Indiv/$3,000 Fam (combined in/out of network) 
Annual Out-of-Pocket Limit  $4,500 Indiv/$9,000 Fam (combined in/out of network) $4,500 Indiv/$9,000 Fam (combined in/out of network) 
Deductible Included In Out-of-pocket Limits? Yes Yes 
Coinsurance 80% 60% 
Office Visit/Exam 80% covered after calendar year deductible 60% covered after calendar year deductible 
Outpatient Specialist Visit 80% covered after calendar year deductible 60% covered after calendar year deductible 
Outpatient Services (Preventive)     
Adult Periodic Exams with Preventive Tests 100% covered; calendar year deductible does not apply Not covered 
Well-Child Care 100% covered - birth-36 months; deduct does not apply  Not covered 
Immunizations 100% covered; calendar year deductible does not apply Not covered 
Well Woman Exams 100% covered; calendar year deductible does not apply Not covered 
Mammograms 100% covered; calendar year deductible does not apply Not covered 
Diagnostic X-Ray and Lab Tests 80% covered after calendar year deductible 60% covered after calendar year deductible 
Maternity Care    
Pregnancy and Maternity Care (Pre-Natal) 80% covered after calendar year deductible 60% covered after calendar year deductible 
Inpatient Hospital/Surgical Services    
Inpatient Hospitalization 80% covered after calendar year deductible  60% covered after calendar year deductible 
Outpatient Facility Charge 80% covered after calendar year deductible 60% covered after calendar year deductible 
Emergency Services    
Emergency Room 80% covered after calendar year deductible 80% covered after calendar year deductible 
Mental Health Benefits    

Inpatient Care 
80% covered after calendar year deductible, combined 

inpatient & partial hospitalization  
60% covered (severe mental health only) after  

calendar year deductible up to $600 benefit max/day 

Outpatient Care 
50% covered after cal yr deductible (non-severe) limits 

apply*, 80%covered after cal yr deductible (severe) 
Not covered (non-severe), 60%covered after cal yr de-

ductible (severe) 
Substance Abuse     

Inpatient Hospitalization 
80% covered (for detox only) after cal yr deductible, 30 

days/cal yr combined in/out network (non-detox) 
60% covered (detox only) after cal yr deduct; 30 days/cal 
yr combined in/out of network/$175 max/day (non-detox) 

Outpatient Services 
50% covered after cal yr deductible, 20 visits/cal yr com-

bined outpatient non-severe mental health Not covered  
Prescription Drugs       
Retail   30-Day Supply Limit  
    Generic $10 copay 25% + $10 copay 
    Brand (Formulary/Preferred) $25 copay 25% + $25 copay 
    Brand (Non-Formulary/Non-preferred) $40 copay ²   25% + $40 copay ² 
Mail Order   90-Day Supply Limit  
      Generic $20 copay Not covered 
      Brand (Formulary/Preferred) $50 copay Not covered 
      Brand (Non-Formulary/Non-preferred) $80 copay ² Not covered 
Other Services and Supplies     

Durable Medical Equipment & Prosthetics 
80% covered after cal yr deductible; $2,000 benefit max /

cal yr in & out of network (no max on prosthetics) 
60% covered after cal yr deductible; $2,000 benefit max /

cal yr in & out of network (no max on prosthetics) 

Home Health Care 
80% covered after cal year deductible; limited to 100 

preauthorized visits/cal yr combined in & out of network 
80% covered (if authorized) after cal year deductible; lim-

ited to 100 visits/cal yr combined in & out of network 

Skilled Nursing or Extended Care Facility 
80% covered after cal year deductible; limited to 100 

preauthorized visits/cal yr combined in & out of network 
80% covered after cal year deductible; limited to 100 pre-

authorized visits/cal yr combined in & out of network 

Chiropractic Services 
80% covered after calendar year deductible; limited 20 

visits/calendar year combined in & out of network 
60% covered after calendar year deductible; limited 20 

visits/calendar year combined in & out of network 
Outpatient Rehabilitative Therapy Services 
(Physical, Occupational, Speech) 80% covered after calendar year deductible 60% covered after calendar year deductible 

* The above information is intended as a benefit summary only. It does not include all of the benefit provisions, limitations and qualifications. If this infor-
mation conflicts in any way with the contract, the contract will prevail. 
NOTES:     
² Brand Copay for Non-Formulary/Non-preferred drugs does not accrue to annual out-of-pocket maximum. If a generic drug is available and a brand drug is re-
quested, member is responsible for the generic copay plus the difference between cost of generic and brand drug. 



15 

 
 

 
 

 

 
 

 Health Net HMO Seniority Plus Plan 
(#5738-SP) 

Kaiser HMO Senior Advantage Plan 
(#600644-0001) 

General Plan Information     

Lifetime Plan Maximum Unlimited Unlimited 

Annual Deductibles   None None 

Annual Out-of-Pocket Limit  N/A $1,500 Indiv / $3,000 Family 

Office Visit/Exam $15 copay $15 copay 

Outpatient Specialist Visit $15 copay $15 copay 

Outpatient Services (Preventive)     

Adult Periodic Exams with Preventive Tests $15 copay $15 copay 

Diagnostic X-Ray and Lab Tests 100% covered 100% covered 

Inpatient Hospital/Surgical Services     

Inpatient Hospitalization 100% covered (Semi-Private Room & Board,  
including services & supplies) 

100% covered (Semi-Private Room & Board,  
including services & supplies) 

Outpatient Surgery 100% covered $15 copay 

Emergency Services     

Emergency Room $20 copay (waived if admitted) $35 copay,(waived if admitted) 

Mental Health Benefits     

Inpatient Care 100% covered; 190 days lifetime maximum 100% covered; first 190 days per lifetime as covered 
by Medicare. Thereafter, limited to 45 days/cal year 

Outpatient Care $20 copay/visit for individual/group therapy $15 copay indiv / $7 group 
Substance Abuse     
Inpatient Hospitalization 100% covered 100% covered (detox only) after cal yr deductible 

Inpatient Detoxification Services 100% covered 100% covered (detox anly) 

Outpatient Services $20 copay/visit for individual/group therapy $15 copay indiv / $5 group 

Prescription Drugs       

Retail   30-Day Supply Limit 100-Day Supply Limit 

    Generic $10 copay $10 copay 

    Brand (Formulary/Preferred) $20 copay $20 copay 

    Brand (Non-Formulary/Non-preferred) N/A N/A 

Mail Order   90-Day Supply Limit 100-Day Supply Limit 

      Generic $20 copay $10 copay 

      Brand (Formulary/Preferred) $40 copay $20 copay 

      Brand (Non-Formulary/Non-preferred) N/A N/A 

Other Services and Supplies     

Durable Medical Equipment & Prosthetics 100% covered 100% covered; formulary guidelines apply 

Skilled Nursing or Extended Care Facility 100% covered; limited to 100 days/benefit period 100% covered; limited to 100 days/benefit period 

Chiropractic Services $15 copay; limited to 20 visits/calendar year; $50 
annual allowance for chiro appliances $10 copay; limited to 30 visits/calendar year 

Outpatient Rehabilitative Therapy Services 
(Physical, Occupational, Speech) 100% covered if significant improvement is expected $15 copay 

Home Health Care  100 % covered 100% covered; part time intermittent 

* The above information is intended as a benefit summary only. It does not include all of the benefit provisions, limitations and qualifi-
cations. If this information conflicts in any way with the contract, the contract will prevail. 
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 Blue Shield HMO Coordinated Plan 
(H30839-0002) 

Kaiser Permanente Cost Plan**  
(600644-0001) 

     
Lifetime Plan Maximum Unlimited Unlimited 

Annual Deductibles   None None 

Annual Out-of-Pocket Limit  $1,000 Indiv / $2,000 Family $1,500 Indiv / $3,000 Family 

Office Visit/Exam $15 copay $15 copay 

Outpatient Specialist Visit $15 copay $15 copay 
Outpatient Services (Preventive)     
Adult Periodic Exams with Preventive 
Tests 100% covered $15 copay 

Diagnostic X-Ray and Lab Tests 100% covered 100% covered 

Inpatient Hospital/Surgical Services     

Inpatient Hospitalization 100% covered (Semi-Private Room & 
Board, including services & supplies) 

100% covered (Semi-Private Room & 
Board, including services & supplies) 

Outpatient Surgery $50 copay $15 copay 

Emergency Services     

Emergency Room $50 copay (waived if admitted) $35 copay (waived if admitted) 

Mental Health Benefits     

Inpatient Care 100% covered 100% covered; limited to 45 days/cal year 

Outpatient Care 

$25 copay; limited to 20 visits/cal year 
(non-severe) combined with Outpatient 
Substance Abuse. $15 copay for severe 

mental health, no visit limit 

$15 copay indiv / $7 group; limited to 20 
indiv & group visits/cal year. Up to an addtl 
20 group visits that meet the Med Group 

criteria in the same cal yr 
Substance Abuse     

Inpatient Hospitalization 
100% covered after $50 copay/day; limited 

to 30 days/cal year combined with Inpa-
tient & day treatment 

Not covered 

Inpatient Detoxification Services 100% covered 100% covered (detox anly) 

Outpatient Services 
$25 copay; limited to 20 visits/cal year 
combined with Outpatient non-severe 

Mental Health 
$15 copay indiv / $5 group 

Prescription Drugs       

Retail   30-Day Supply Limit 100-Day Supply Limit 

    Generic $10 copay $10 copay 

    Brand (Formulary/Preferred) $20 copay $20 copay 

    Brand (Non-Formulary/Non-preferred) $35 copay N/A 

Mail Order   90-Day Supply Limit 100-Day Supply Limit 

      Generic $15 copay $10 copay 

      Brand (Formulary/Preferred) $30 copay $20 copay 

      Brand (Non-Formulary/Non-preferred) $50 copay N/A 
Other Services and Supplies     

Durable Medical Equipment & Prosthetics 80% covered of allowable charges 
(Prosthetic Devices are 100% covered) 100% covered; formulary applies 

Skilled Nursing Facility 100% covered; 100 days/cal yr 100% covered; 100 days/cal yr 

Chiropractic Services $10 copay; limited to 30 visits/cal year $10 copay; limited to 30 visits/cal year 

Outpatient Rehabilitative Therapy Services 
(Physical, Occupational, Speech) $15 copay $15 copay 

Health Net HMO Coordinated Plan 
(66047-C) 

 
Unlimited 

None 

$1,500 Indiv / $4,500 Family 

$15 copay 

$15 copay 
 

$15 copay 

100% covered 

 
100% covered (Semi-Private Room & 
Board, including services & supplies) 

100% covered 

 

$35 copay (waived if admitted) 

 
100% covered; limited to 30 days/cal yr 
(non-severe) combined with Inpatient 

Substance Abuse 

$30 copay (non-severe); limited to 20 
visits/cal yr combined with Outpatient 

Substance Abuse. $15 copay for severe 
mental health, no visit limit 

 

100% covered; limited to 30 days/cal year 
combined with Inpatient Mental Health 

100% covered 

$30 copay; limited to 20 visits/cal year 
combined with Outpatient non-severe 

Mental Health 
 

30-Day Supply Limit 

$10 copay 

$20 copay 

$35 copay 

90-Day Supply Limit 

$15 copay 

$30 copay 

$50 copay 
 

100% covered 

100% covered; 100 days/cal yr 
$5 copay; limited to 40 visits/cal yr; $50 
annual allowance for chiro appliances 

100% covered if significant improvement is 
expected 

Home Health Care  $15 copay; limited to 100 visits/calendar 
year 

$15 copay; copay starts 31st calendar day 
after 1st visit 100% covered; part time intermittent 

* The above information is intended as a benefit summary only. It does not include all of the benefit provisions, limitations and qualifi-
cations. If this information conflicts in any way with the contract, the contract will prevail. 

**The Kaiser Permanente Cost Plan is for current enrollees only. No new enrollments are permitted due to Medicare regulations. 
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 Blue Shield PPO  - Medicare Coordinated Plan (#975510) 
General Plan Information In-Network Schedule of Benefits  Out-of-Network Schedule of Benefits  
Lifetime Plan Maximum $6,000,000 (combined in/out of network) $6,000,000 (combined in/out of network) 

Annual Deductible $250 Indiv / $500 Family (combined in/out of network) $250 Indiv / $500 Family (combined in/out of network) 

Annual Out-of-Pocket Limit  $2,000 Indiv / $4,000 Family $5,000 Indiv / $10,000 Family 

Coinsurance 80% covered after cal year deductible 50% covered after cal year deductible 

Office Visit/Exam $15 copay; cal year deductible does not apply 50% covered; cal year deductible does not apply 

Outpatient Specialist Visit $15 copay; cal year deductible does not apply 50% covered; cal year deductible does not apply 

Diagnostic X-Ray and Lab Tests $15 copay (other diagnostic imaging –80% covered) 50% covered (other diagnostic imaging –50% covered) 
Inpatient Hospital/Surgical Services    

Inpatient Hospitalization 80% covered after calendar year deductible 
50% covered after calendar year deductible; $600 max 

benefit max/day 
Semi-private room & board  
including services & supplies 80% covered after calendar year deductible 

50% covered after calendar year deductible; $600 max 
benefit max/day 

Outpatient Surgery 80% covered  50% covered up to $350 max benefit/day 
Emergency Services    

Emergency Room 
$75 copay (waived if admitted) + 20% of covered 

charges for professional services 
$75 copay (waived if admitted) + 20% of covered charges 

for professional services 
Mental Health Benefits    

Inpatient Care 80% covered after calendar year deductible 
50% covered after calendar year deductible; $600 max 

benefit max/day 

Outpatient Care 

$15 copay severe mental health; $25 copay non-severe 
mental health; limited to 20 visits/cal year (in/out of 

network) combined with outpatient Substance Abuse 

50% covered for severe mental health; limited to 20 visits/
cal year (in/out of network) combined with outpatient Sub-
stance Abuse; not covered for non-severe mental health;  

Substance Abuse     

Inpatient Hospitalization 80% covered; 30 days/cal yr in/out of network combined 
50% covered; 30 days/cal yr in/out of network combined; 

up to $175 benefit max/day  

Inpatient Detoxification Services 80% covered after cal yr deductible 
50% covered  after cal yr deductible; up to $600 benefit 

max/day 

Outpatient Services 
$25 copay; limited to 20 visits/cal year combined with 

outpatient non-severe Mental Health Not covered 
Prescription Drugs       

Retail   30-Day Supply Limit 30-Day Supply Limit 

    Generic $5 copay 25% plus $5 copay  

    Brand (Formulary/Preferred) $10 copay 25% plus $10 copay  

    Brand (Non-Formulary/Non-preferred) $25 copay 1 25% plus $25 copay   

Mail Order   90-Day Supply Limit  

      Generic $10 copay Not covered 

      Brand (Formulary/Preferred) $20 copay Not covered 
      Brand (Non-Formulary/Non-preferred) $45 copay 1 Not covered 
Other Services and Supplies     

Durable Medical Equipment & Prosthetics 
80% covered after deductible; limited to $2000 cal yr in/

out of network combined  
50% covered after deductible; limited to $2000 cal yr in/out 

of network combined  

Skilled Nursing Facility 
80% covered after deductible; limited to 100 days/

calendar year in/out of network combined  
50% covered after deductible; limited to $600 benefit max/

day; 100 days/cal yr in/out of network combined  

Chiropractic Services 
$25 copay; limited to 12 visits/calendar year in/out of 

network combined  
50% covered; limited to 12 visits/cal year in/out of network 

combined  
Outpatient Rehabilitative Therapy Services 
(Physical, Occupational, Speech) $15 copay after calendar year deductible 50% covered after calendar year deductible 

Home Health Care 
80% covered after deductible; limited to 100 authorized 

days/cal year in/out of network combined  
80% covered (only if authorized) after deductible; limited  

to 100 days/cal year in/out of network combined  

* The above information is intended as a benefit summary only. It does not include all of the benefit provisions, limitations and qualifi-
cations. If this information conflicts in any way with the contract, the contract will prevail. 
1 Brand Copay for Non-Formulary/Non-preferred drugs does not accrue to annual out-of-pocket maximum. If a generic drug is available and a brand drug is 
requested, member is responsible for the generic copay plus the difference between cost of generic and brand drug. 
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VISION COVERAGE 

Vision Benefits         

Allowance Amount 
$100 every 24 

months for 
frames 

$60 every 24 
months for frames 
($100 for Seniority 

Plus) 

$175 every 24 
months for frames 

& lenses com-
bined 

Not covered 

Examination 100% covered 
$15 copay (through 
medical PCP refer-

ral) 
$15 copay 

100% covered 
after calendar 

year deductible 

Benefit Frequency         

   Examination 12 months 12 months 24 months 24 months 

   Lenses 24 months 24 months 24 months Not covered 

   Frames 24 months  24 months 24 months  Not covered 

   Contacts 24 months 24 months 24 months Not covered 

PCP referral  re-
quired? No Yes (from medical 

group for exam) No No 

Access 
Medical Eye  

Services 
(800) 877-6372 

EyeMed 
(866) 392-6058 

Kaiser Perma-
nente 

(800) 464-4000 

Kaiser Perma-
nente 

(800) 464-4000 

 

$100 every 24 
months for  

Frames 

100% covered  

 

12 months 

24 months 

24 months  

24 months  

No 

Medical Eye  
Services 

(800) 877-6372 

 
Blue Shield 
HMO Plan 
(#H30839) 

Health Net HMO 
Plan (#66047) 

Kaiser HMO          
Traditional Plan 

(#600644) 

Kaiser HMO 
High Deductible 

Health Plan 
(HDHP) 

(#600644) 

Blue Shield High 
Deductible PPO 

(#975834) 

Blue Shield 
Medicare Coor-

dinated PPO 
(#975510) 

 

$100 every 24 
months for  

Frames 

100% covered  

 

12 months 

24 months 

24 months  

24 months  

No 

Medical Eye  
Services 

(800) 877-6372 

NOTE:  The Kaiser High Deductible HMO does NOT include vision coverage for frames, lenses or contact 
lenses. 
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DENTAL PLANS 
DENTAL COVERAGE 
 
All retirees are eligible to  enroll 
in a dental plan. You may not be 
enrolled in a Dental plan as a 
retiree and as a beneficiary or as 
a spouse of another retiree.  Re-
tirees may elect to enroll their 
spouse, registered domestic 
partner, and/or dependent children at the time of re-
tirement or during Open Enrollment.    Spouses, do-
mestic partners, and/or dependent children may also 
be added within 30 days of a “Qualified Status 
Change Event.” Both the Retiree and the dependent
(s) must be enrolled in the same plan. Children may 
only be enrolled as dependents of one retiree. Once 
you have enrolled in a dental plan, that coverage will 
continue year to year until you make a change. 
These plans do not coordinate with any County Re-
tiree dental plan. Therefore you may only be en-
rolled in one County-sponsored retiree dental plan.   
 
BASIC DENTAL PLAN 
 
The County contributes $25.00 per month towards 
the premium cost of the Basic Dental Plan for  retir-
ees that qualify for the County premium subsidy/
offset (page 11).  Retirees may add their eligible 
spouse/domestic partner and/or children to this cov-
erage at their own expense.  Each Special District 
determines if a premium offset is provided for their 
retirees for this benefit.  Retirees pay 100% of the 
cost for spouse/domestic partner and/or dependent 
children coverage. 
 
The Basic Dental Plan pays benefits based upon a 
fee schedule. 
 
 
PREMIUM DENTAL PLAN 
 
You may elect to participate in the Premium Dental 
Plan in lieu of the Basic Dental Plan.  The County 
will apply the amount of the Basic Dental Plan cover- 

age premium contribution to the Premium Dental 
Plan coverage and you will pay the difference for 
your own coverage.  In addition, if you wish to cover 
your eligible spouse/domestic partner and/or de-
pendent children through this plan, you will pay 
100% of the premium associated with their enroll-
ment.   
 
This plan provides three levels of benefit: 
 

If you receive services from a Delta PPO in-
network dentist, the plan will pay 60% of the 
basic, preventative and diagnostic services;  
 
If you receive services from a non-PPO Delta 
Premier dentist, the plan will pay 55% of the 
basic, preventative and diagnostic services 
based upon the Delta Dental Premier dentists’ 
allowed fees.  
 
If you receive services from a non Delta den-
tist, the plan will pay 50% of the basic, preven-
tative and diagnostic services based upon the 
Usual, Customary and Reasonable (UCR)  
fees for the service, and you may be liable for 
the dental charges over the UCR fee. 
 

Important: 2 year lock -  If you select the Premium 
Dental Plan, you must remain in the plan for a mini-
mum of  2 calendar years before you can change 
plans, waive coverage, or drop dependents. If you 
add a dependent mid year, both you and the de-
pendent must remain in the Premium Plan for a 
minimum of  two (2) calendar years before you can 
change plans,  waive coverage, or drop dependents. 
Only a  “Qualified Status Change Event” causing a 
loss of dependent status will allow for a reduction in 
dependent coverage without fulfilling the two year 
requirement. If you are currently in the Premium plan 
your prior coverage is credited towards the 2 year 
lock.  
 
Evidence of Coverage booklets, that contains details 
about the Basic or Premium plans is available from 
the Employee Benefits Office.  

 



20 

 

NON-MEDICARE PLAN PREMIUMS 

Monthly Plan Premiums 
  

Blue Shield 
HMO 

Health Net 
HMO 

Kaiser  
Permanente 

HMO 

Retiree Only       $686.96   $533.08   $459.44 

Retiree With 1 
Dependent  $1,373.90   $996.60   $918.88 

Retiree With 2+ 
Dependents $1,944.10 $1,410.18 $1,300.20 

Blue Shield 
HDHP PPO 

$542.36 

$1,159.78 

$1,659.48 

Kaiser  
Permanente 
HDHP HMO 

$362.08 

$724.18 

$1,024.72 

 

 PLAN COSTS 
DENTAL PREMIUMS 

Retiree only $0 $25.00 

Retiree with 1       
Dependent $26.13   $25.00 

Retiree with two or 
more dependents $54.26   $25.00 

Coverage Retiree 
Cost 

County 
Cost*  

 

 

 

Retiree  
Cost 

$4.42 

$30.29 

$59.00 

County  
Cost* 

$25.00 

  $25.00 

  $25.00 

Monthly 
Premium 

$25.00 

$51.13 

$79.26 

Monthly 
Premium 

$29.42 

$55.29 

$84.00 

                       Basic Plan                                Premium Plan                          

* If retired on or before May 31, 2007 and were eligible for the subsidy. 
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Medicare Advantage HMO Plan 
The enrolled member assigns his/her benefits to the HMO. The member chooses a Primary Care 
Physician (PCP). All medical care except for emergency services must be provided or referred by 
the member’s PCP.  (Formerly the Senior plans and/or Plus Choice Plans) 

MEDICARE ADVANTAGE  
PLAN PREMIUMS 

One Member (Retiree OR Spouse/Domestic Partner) With Medicare A, B, & D 
(One Member enrolled in Advantage Plan, one or more enrolled in non-Medicare Plan) 

  Health Net 
Seniority Plus 

Kaiser Permanente 
Senior Advantage 

Retiree Only $234.40   $292.56 

Retiree With 1 Dependent $767.48   $752.00 

Retiree With 2+ Dependents $1,289.80 $1,133.32 

Retiree AND Spouse/Domestic Partner With Medicare A, B, & D 
(Both enrolled in Advantage Plan) 

  Health Net 
Seniority Plus 

Kaiser Permanente 
Senior Advantage 

Retiree With 1 Dependent $468.80 $585.12 

Retiree With 2+ Dependents $1,001.88 $966.44 

Retiree AND Spouse/Domestic Partner Both Have Medicare A, B, & D 
(One Enrolled In Advantage Plan And One Enrolled In HMO Coordinated Plan) 

  Health Net 
Seniority Plus 

Kaiser Permanente 
Senior Advantage 

Retiree With 1 Dependent $623.20   $976.64 

Retiree With 2+ Dependents $1,156.28 $1,357.96 
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* The Kaiser Permanente Cost Plan is for current enrollees only. No new enrollments are permitted by  
Kaiser Permanente due to Medicare regulations. 

 

 
 
 
 

 

One Member (Retiree OR Spouse/Domestic Partner) With Medicare A & B 

  
Blue Shield HMO  

Coordinated 
Health Net HMO  

Coordinated 

Kaiser  
Permanente Cost 

Plan * 

Retiree Only $433.54 $388.80 $684.08 

Retiree With 1 Dependent $1120.48 $921.88 $1,143.52 

Retiree With 2+ Dependents $1,690.68 $1,444.20 $1,602.96 

Both Retiree AND Spouse/Domestic Partner With Medicare A & B 

  Blue Shield HMO  
Coordinated 

Health Net HMO  
Coordinated 

Kaiser  
Permanente 
Cost Plan* 

Retiree With 1 Dependent $867.10 $777.60 $1,368.16 

Retiree With 2+ Dependents $1,300.66 $1,310.68 $1,749.48 

Medicare Coordinated HMO Plans 
The member chooses an HMO plan, and claims are billed directly by the HMO to Medicare. 
Any covered balances are the responsibility of the HMO. The member must follow the HMO 
and Medicare guidelines and is only responsible for applicable co-payments.  Contact the 
Employee Benefits Office regarding the Medicare Part D enrollment requirements. 

MEDICARE COORDINATED  
PLAN PREMIUMS 
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* Kaiser Permanente rates for retirees living outside of California and within another Kaiser Permanente service area.   
 Co-payments for these plans may vary. 
 
Contact the Employee Benefits Office regarding the Medicare Part D enrollment requirements. 
 
 

 No Member Enrolled In Medicare 

  Blue Shield 
HDHP PPO 

Kaiser  
Permanente 

KPMP* 
Retiree Only $542.36 $637.71 

Retiree With 1 Dependent $1,159.78 $1,275.42 
Retiree With 2+ Dependents $1,659.48 $1,913.13 

One Member (Retiree OR Spouse/Domestic Partner) With Medicare A & B 

  Blue Shield  
Coordinated PPO 

Kaiser Permanente 
KPMP* 

Retiree Only $510.83  $200.43 

Retiree With 1 Dependent $1,021.68 $838.14 

Retiree With 2+ Dependents $1,532.52 $1,475.85 

Both Retiree AND Spouse/Domestic Partner With Medicare A & B 

  
Blue Shield  

Coordinated PPO 
Kaiser Permanente 

KPMP* 

Retiree With 1 Dependent $1,021.68 $400.86 

Retiree With 2+ Dependents $1,532.52          $1,038.57 

OUT OF AREA 
PLAN PREMIUMS 
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CONTINUATION COVERAGE 
LONG TERM CARE INSURANCE 

 

What is Continuation of Coverage? 
Federal legislation requires most employer spon-
sored group health plans to offer an extension of 
health coverage at group rates. This applies to 
situations in which the coverage would otherwise 
end due to certain Qualifying Events. This program 
is often referred to as “COBRA.”* 
 
Who is eligible for Continuation Coverage? 
 

Any family member who loses County-sponsored 
group coverage due to a Qualifying Event is eligible 
to elect continuation coverage. Generally, each per-
son losing coverage has an independent right to this 
coverage.  
 
Domestic partners of retirees, same sex spouses  
and the children of domestic partners or same sex 
spouses are not eligible to elect to continue cover-
age after a loss of eligibility.  
 
What should I do when there is a qualifying 
event? 
You must notify our office within 60 days of the date 
of the qualifying event for your dependent to be eli-
gible to continue coverage. It is the responsibility of 
each retiree or covered family member to inform the 
Employee Benefits Office within 60 days of a quali-
fying event (a dependent’s loss of dependent status, 
divorce, death) to be eligible to continue coverage. 
 

 

LONG TERM CARE INSURANCE 
All retirees are eligible to apply for long-term care 
coverage from the State of California’s CalPERS* 
Long-Term Care program. A retiree’s spouse, par-
ents, parents-in-law, and siblings are also eligible to 
apply for this program.  
 
This plan will help pay for care at home, in an as-
sisted living facility, or in a nursing home. Premiums 
are determined by age and by plan type at the time 
of application. This is not a payroll deduction plan.  

 
What County benefit plans can be continued? 
 

Medical and Dental coverage may be continued. If 
your dependent is eligible for this coverage, you will 
receive a notice that explains the benefits that may 
be continued, the election time frames, cost, and 
the length of time that coverage may be continued.  
 

How long can benefits continue under Continua-
tion Coverage? 
Subject to certain limitations you may elect to con-
tinue your Medical and/or Dental coverage at your 
own expense. Coverage may generally be contin-
ued for up to 36 months under a combination of 
Federal and State benefits continuation laws.  
 

What if I have questions about Continuation of 
Coverage? 
Direct your questions about your Continuation of 
Coverage rights to: 

Employee Benefits Office 
Continuation of Coverage 

700 H Street, 6th Floor, Room 6750 
Sacramento, CA  95814 
Phone: (916) 874-5480 

 

*Consolidated Omnibus Budget Reconciliation Act of 1985 

 
 
 

 
An enrollment period is normally held in the spring 
and summer months of each year. For more infor-
mation, you may call 1-800-758-7070 or visit the 
CalPERS website at:  

www.calpers.ca.gov 
 
* CalPERS is the California Public Employees’ Re-
tirement System  
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DEFERRED COMPENSATION / 
 RETIREMENT HEALTH SAVINGS PLAN 

DEFERRED COMPENSATION 
 

Once you have separated employment from the 
County of Sacramento, you are eligible to receive 
distributions from your deferred compensation ac-
count(s).  Your options include; 
 

• Keep your account balance in the County of 
Sacramento 457(b) and /or 401(a) Plan(s); 

• Request a distribution of a lump sum, partial 
lump sum, monthly/quarterly/annual distribu-
tion or stop a distribution arrangement at any 
time; 

• Rollover to another retirement plan such as 
an IRA, 401(k), etc.  

 
Note: You must take a Required Minimum Distribu-
tion no later than March of the year you turn 70 ½ 
years old. 
 
Distributions can be made as soon as Fidelity is noti-
fied of your separation.  Taxes are paid as ordinary 
income. The default tax amount for any distribution 
from your 457(b) Plan is 20% Federal and 2% State; 
 
If you were in Recognized Employee Organization 
(REO) 020, 021, or Unrepresented Management 
(050) after 7/1/2007,  you may have been eligible for 
the 401(a) Plan and at distribution your default tax 
amount is 20% Federal, 2% State and if you are un-
der age 59 ½ you may be assessed an extra 10%. 
 
More information about the impact of taxes on your 
distributions is available in IRS form 402(f) which is 
available at www.irs.gov.  
 
You may also contact Fidelity at 800-343-0860 or 
www.fidelity.com/atwork for more information, or the 
Deferred Compensation Office at 916-874-2020, 
www.PSDbenefits@saccounty.net . 
 
Important: Always keep your Beneficiary Form 
updated with any new life event (marriage, di-
vorce, death, etc) and your address current ! 

 

RETIREMENT HEALTH SAVINGS 
PLAN 
 
The Retirement Health Savings Plan (RHSP) is an 
employer-sponsored health savings benefit account 
that allows you be reimbursed on a tax-free basis for 
medical expenses for you, your spouse and/or your 
dependents when you leave County employment.  
The County contributions to your account at ICMA-
RC during your employment will be used for your 
post employment medical benefit claims processing, 
which is handled by ICMA-RC’s third-party claims 
administrator, Meritain Health, Inc.   
  
Benefits eligible for reimbursement consist of all 
Medical Expenses eligible under the Internal Reve-
nue Code Section 213 (IRS Publication 502).  Ex-
penses include most medical insurance premiums, 
medical out-of-pocket expenses, Medicare Part B 
and D insurance premiums, dental insurance premi-
ums, dental out-of-pocket expenses, vision insur-
ance premiums, vision out-of-pocket expenses, 
qualified Long-Term Care insurance premiums, non-
prescription medications allowed under IRS guid-
ance, and other qualifying medical expenses. 
   
There is a $7.50 claims administration charge to 
your account each quarter after you leave County 
service.  Claims for medical expenses that qualify 
under RHSP are submitted for reimbursement on 
VantageCare Retirement Health Savings Plan Bene-
fits Reimbursement Request Form.  This form is 
available from the Department of Personnel Ser-
vices Employee Benefits Office, or directly from the 
Meritain Health, (1-888-587-9441).   
 
Upon your death, remaining assets will be trans-
ferred to an account for continuing tax-free use by 
your surviving IRS eligible surviving spouse and/or 
dependents for their own qualifying health expenses.  
Please contact ICMA-RC at (800) 669-7400  or Merit-
ain Health, Inc. at (888) 587-9441 if you have any 
questions.  
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CONTACTS 

Contact Phone Email or Web Site 
 
County Employee Benefits Office (916) 874-2020 PSDbenefits@saccounty.net 
COBRA (County COBRA Coordinator) ................ (916) 874-5480 PSDbenefits@saccounty.net 
 

Deferred Compensation  
County of Sacramento ......................................... (916) 874-2020 
Fidelity Investments ............................................. (800) 343-0860 www.fidelity.com/atwork 
 

Dental Plan  
Delta Dental ......................................................... (800) 765-6003 www.deltadentalca.org 

 
Health Plans 
Blue Shield HMO.................................................. (800) 642-6155 www.blueshieldca.com 
Blue Shield PPO .................................................. (800) 642-6155 www.blueshieldca.com 
Blue Shield Out-Of-Area ...................................... (800) 642-6155 www.blueshieldca.com 
Blue Shield PPO Pre-Certification 
 (Radiology) .............................................. (888) 642-2583 
Blue Shield Mental Health and  
 Substance Abuse Pre-Certification ......... (877) 263-7178 
 
Health Net HMO ................................................... (800) 522-0088 www.healthnet.com 
Health Net’s Mental Health and Substance Abuse 
  ................................................................ (888) 426-0030 
 
Kaiser Permanente HMO ..................................... (800) 464-4000 www.kaiserpermanente.org 
 

Retiree Health Savings Plan 
ICMA-RC…………………………………………….(800) 669-7400       http://www.icmarc.org/xp/plans/ 
          sacramentorhs/ 
 

Sacramento County Employees Retirement System 
SCERS Office ...................................................... (916) 874-9119 www.retirement.saccounty.net 
         Toll Free ...................................................... (800) 336-1711 
 



 
 



DEPARTMENT OF PERSONNEL SERVICES 
EMPLOYEE BENEFITS OFFICE 

700 H Street, Room 6750 
Sacramento, CA 95814 
Phone (916) 874-2020 

Fax (916) 874-4621 
http://hra.co.sacramento.ca.us/employ/ben/content.htm 


