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STATEMENT OF MATERIAL MODIFICATIONS 

This enrollment guide constitutes a Summary of Material Modifications (SMM) to The Arc of San Diego 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. 

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. For more details, see pages starting 

on page 17-18. 

IMPORTANT NOTICE 

The information in this guide is a general outline of the benefits offered. This guide may not include all relevant 

limitations and conditions. Specific details and limitations are provided in the plan documents, which may include a 

Summary Plan Description (SPD), Evidence of Coverage (EOC), and/or insurance policies. The plan documents contain 

the relevant plan provisions. If the information in this guide differs from the plan document, the plan documents will 

prevail.  
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Benefits Make a Difference  

 

At The Arc of San Diego, we believe that you, our employees, are our most important asset. Helping 

you and your family achieve and maintain good health - physical, emotional and financial - is the 

reason The Arc of San Diego offers you this benefits program. We are providing you with this guide to 

help you understand the benefits that are available to you and how to best use them. Please review it 

carefully and make sure to ask about any important topics that are not addressed here. A list of plan 

contacts is provided at the back of this summary. 

Although we've made every effort to make sure that this guide is comprehensive, it cannot 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 SPD will determine how all benefits 

are paid. 

The benefits in this summary are effective: 

July 1, 2022 - June 30, 2023 
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Who Can You Cover?

Who is Eligible? 
Full-time employees working 30 or more hours per week 

are eligible for the benefits outlined in this guide. 

You may enroll the following family members in our 

benefit plans. 

• Your spouse (the person who you are legally married 

to under state law, including a same-sex spouse.) 

• Your registered domestic partner. 

• Your children: 

o Under the age of 26 are eligible to enroll in 

medical coverage. They do not have to live with 

you or be enrolled in school. They can be married 

and/or living and working on their own. 

o Over age 26 ONLY if they are deemed 

incapacitated due to a disability and primarily 

dependent on you for support. 

o Named in a Qualified Medical Child Support 

Order (QMCSO) as defined by federal law. 

Please refer to the Summary Plan Description for 

complete details on how benefits eligibility is 

determined. 

  

When Can I Enroll? 
Coverage for new employees begins on the 1st of the 

month following 30 days of employment.  

Open enrollment for current full-time employees is 

generally held the end of May to beginning of June with 

benefit elections effective July 1st. Open enrollment is 

the one time each year that employees may make 

changes to their benefit elections without an IRS 

qualifying life event.  

If you do not enroll in any benefits within 30 days of 

eligibility, this will be considered a waiver and you may 

not enroll again until open enrollment, unless you have 

an IRS qualifying life event. 

Make sure to notify Human Resources right away 

(within 30 days) if you do have an IRS qualifying life 

event and need to make a change (add or drop) to your 

coverage election. These changes include (but are not 

limited to): 

o Change in marital status 

o Birth or adoption of a child 

o Death of a dependent 

o Change in your / your spouse’s / registered 

domestic partner’s employment status 

o Reduction of hours that changes your eligibility 

status  

o Change in your benefits coverage or a spouse’s / 

registered domestic partner’s coverage (e.g., 

open enrollment period) 

o A relocation that affects network access 

o Special Open Enrollment Period under The ACA 

Marketplace 

 

You must notify Human Resources within 30 days of the 

IRS qualifying event and provide supporting 

documentation. Benefit election decisions will then 

remain in force for the remainder of the plan year.  

Find out more about qualifying life events 

 

 

 

 

 

https://vimeo.com/642847518/390823d5f7
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Making the Most of Your Benefits Package 
Helping you and your family members stay healthy and making sure you use your benefits to your best advantage is our 

goal in offering this package. Here are a few things to keep in mind. 

Stay Well! 
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 can avoid potential problems down the road. 

Ask Questions and Stay Informed 
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. 

Primary Care Provider (PCP) 
Having a relationship with a PCP provides you a trusted 

person who knows your unique situation when you are 

having a health issue. Visit your PCP and learn where 

your urgent care facilities are located for non-

emergency healthcare. 

Going to the Doctor? 
Being organized and having a plan helps you get the 

most out of your doctor visit. Bring the following with 

you: 

• Your plan ID card 

• A list of your current medications 

• A list of what you want to talk about with your 

doctor 

If you need a new medication, you could save money by 

asking your doctor if there are generic equivalents for 

your specific medication. 

 

An apple a Day 
Eating moderately and well really does help keep the 

doctor away. Avoid fat-heavy, processed foods and 

instead focus on whole grains, vegetables, and lean 

meats to be the healthiest you can be. 

Using the Emergency Room 
Did you know most ER visits are unnecessary? Use the 

ER only in a true emergency — for example, if life, limb, 

and/or vision are threatened. Otherwise, call your 

doctor, your nurse line, or go to an urgent care clinic. 

You will save a lot of money and time when you stay 

away from the emergency room. 

Be Med Wise! 
Always follow your doctor's and pharmacist's 

instructions when taking medications. You can worsen 

your condition(s) by not taking your medication as 

prescribed or by skipping doses. If your medication is 

making you feel worse, contact your doctor. 
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2022 - 2023 Benefit Deductions 

COST OF COVERAGE (The rates below are effective July 1, 2022 - June 30, 2023) 

Coverage Level 

Employee 

Payroll 

Deduction 

Employee 

Monthly  

Cost 

Arc 

Monthly  

Cost 

Total 

Monthly 

Cost 

Sharp Medical HMO       

Employee Only $52.23 $104.45 $641.64 $746.09 

Employee & Spouse / State Registered DP $240.24 $480.48 $1,160.92 $1,641.40 

Employee & Child(ren) $177.57 $355.14 $987.82 $1,342.96 

Employee & Family $381.25 $762.50 $1,550.38 $2,312.88 

SIMNSA Cross Border (Mexico) Medical HMO 

Employee Only $17.75 $35.51 $218.11 $253.62 

Employee & Spouse / State Registered DP $67.12 $134.24 $354.47 $488.71 

Employee & Child(ren) $91.55 $183.09 $421.92 $605.01 

Employee & Family $123.24 $246.48 $509.46 $755.94 

United Concordia Dental HMO         

Employee Only $6.25 $12.50 $0.00 $12.50 

Employee & Spouse / State Registered DP $12.50 $25.00 $0.00 $25.00 

Employee & Child(ren) $12.70 $25.40 $0.00 $25.40 

Employee & Family $18.90 $37.80 $0.00 $37.80 

SIMNSA Cross Border (Mexico)  Dental HMO 

Employee Only $10.23 $20.45 $0.00 $20.45 

Employee & Spouse / State Registered DP $17.04 $34.07 $0.00 $34.07 

Employee & Child(ren) $22.71 $45.42 $0.00 $45.42 

Employee & Family $27.26 $54.51 $0.00 $54.51 

United Concordia Dental PPO         

Employee Only $24.13 $48.25 $0.00 $48.25 

Employee & Spouse / State Registered DP $44.72 $89.43 $0.00 $89.43 

Employee & Child(ren) $57.09 $114.18 $0.00 $114.18 

Employee & Family $77.68 $155.35 $0.00 $155.35 

Anthem Blue View Vision PPO         

Employee Only $1.48 $2.96 $2.96 $5.92 

Employee & Spouse / State Registered DP $2.52 $5.04 $5.04 $10.08 

Employee & Child(ren) $2.67 $5.33 $5.33 $10.66 

Employee & Family $4.00 $8.00 $8.00 $16.00 
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Medical through Sharp Healthcare  

 

The Arc of San Diego is partnering with 

Sharp to provide you with a medical HMO 

option. This network requires you to stay in 

Sharp’s network.  

The Sharp network for this plan includes: 

• Sharp Rees-Stealy 

• Sharp Community   

• SCMG Arch Health 

• SCMG Graybill  

• SCMG Inland North 

• Rady Children’s/Children’s Physicians 

 

To find providers, visit: 

www.sharphealthplan.com/findadoctor 

• Select the “Performance” Network 

• Enter Search Criteria 

• Click “Search Providers” 

• Once you’ve picked a PCP, underneath 

the PCP’s name will be a 10 digit NPI #. 

You will need to enter this number in 

UltiPro when electing coverage. 

 

Sharp has partnered with Minute Clinic for 

additional urgent care facilities. To locate a 

Minute Clinic within a CVS Pharmacy, call 

866-389-2727. 

 

Preventive Care must be done by your 

Primary Care Provider (PCP) doctor and 

services include your annual physical, 

immunizations, blood pressure screenings 

and age appropriate screenings.  

  

Network Name: 
Performance 

Sharp HMO 

In-Network 

Calendar Year Deductible None 

Annual Out-of-Pocket Max $3,500 Individual 
$7,000 Family 

Lifetime Max Unlimited 

Office Visits 

Primary Care Provider (PCP)/  
Specialist 

 

$25 copay / $35 copay 

Preventive Services Plan pays 100% 

Chiropractic Services $10 copay (Max 30 visits per year) 

Basic Laboratory 

Basix X-Ray 

Most Complex Imaging 

No charge 

No charge 

$100 copay 

Inpatient Hospitalization $500 copay per day (3 day max) 

Vision $30 copay 

Outpatient Surgery  $500 copay 

Urgent Care $35 copay 

Emergency Room $100 copay (waived if admitted) 

Durable Medical Supplies 50% coinsurance 

Prescription Drug Deductible $250 per member 

(does not apply to Generic Tier I drugs) 

Retail Prescription Drugs 

Tier 1 - Preferred Generic 

Tier 2 - Preferred Brand 

Tier 3 - Non-Preferred 

Up to a 30 day supply 

$15 copay 

$35 copay 

$50 copay 

Mail Order Prescription Drugs 

Tier 1 - Preferred Generic 

Tier 2 - Preferred Brand 

Tier 3 - Non-Preferred 

Up to a 90 day supply 

$30 copay 

$70 copay 

$100 copay 

http://www.sharphealthplan.com/findadoctor
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Medical through SIMNSA (Mexico)  

 
The Arc of San Diego is partnering with 

SIMNSA to provide you with a medical 

HMO option that is a cross border plan. 

This network requires you to stay in 

SIMNSA network within Mexico. All care 

other than urgent care and emergencies 

are provided at SIMNSA medical facilities 

within Mexico.  

 

Preventive Care must be done by your 

Primary Care Provider (PCP) doctor and 

services includes your annual physical, 

immunizations, blood pressure screenings 

and age appropriate screenings.  

 

To find providers, visit: www.simnsa.com  

• Click on “Providers and Facilities” 

• Select the Network Location 

• Enter Search Criteria 

 

  

Network Name: 

SIMNSA 

SIMNSA Cross Border HMO 

In-Network 

Calendar Year Deductible None 

Annual Out-of-Pocket Max $6,350 Individual 
$12,700 Family 

Lifetime Max Unlimited 

Office Visits 

Primary Care Provider (PCP)/  
Specialist 

 

$7 copay / $7 copay 

Preventive Services Plan pays 100% 

Chiropractic Services Not covered 

Basic Laboratory 

Basix X-Ray 

Most Complex Imaging 

Plan pays 100% 

Plan pays 100% 

Plan pays 100% 

Inpatient Hospitalization Plan pays 100% 

Outpatient Surgery  Plan pays 100% 

Urgent Care $25 copay (in plan area) 

$50 copay (out of plan area) 

Emergency Room $250 copay (waived if admitted) 

Durable Medical Supplies Plan pays 100% 

Retail Prescription Drugs 

Tier 1 - Preferred Generic 

Tier 2 - Preferred Brand 

Tier 3 - Non-Preferred 

Tier 4 - Specialty 

Up to a 30 day supply 

$10 copay 

$10 copay 

$10 copay 

$10 copay 

Mail Order Prescription Drugs 

Tier 1 - Preferred Generic 

Tier 2 - Preferred Brand 

Tier 3 - Non-Preferred 

Tier 4 - Specialty 

Up to a 90 day supply 

 

Not covered 

http://www.simnsa.com/
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Dental through United Concordia or SIMNSA 

 

 

 SIMNSA  

Dental HMO 

United Concordia  

Dental HMO 

United Concordia  

Dental PPO 

In-Network In-Network In-Network Out-of-Network 

Calendar Year Deductible 
Individual 
Family 

 

None 

None 

 
None 

None 

 
$75 

$225 

Calendar Year Maximum Unlimited Unlimited $1,750 $1,250 

Diagnostic / Preventive 

Office Visit (per visit) 
 
Periodic Oral Evaluation 
 
Routine Cleaning (Adult / Child) 

 

No charge  
 

No charge 

 
No charge 

 
No charge  

 
No charge 

 
No charge 

 
No charge 

 
No charge  

 
No charge  

X-Rays 
Full Mouth Series Images  
 
Bitewings    

 

See  

Benefit  

Schedule 

 
See  

Benefit  

Schedule 

 
No charge  

 
No charge  

Basic Procedures 
Amalgam Filling (silver) 
Resin-Based Composite (white) 

See  

Benefit  

Schedule 

See  

Benefit  

Schedule 

After Deductible 
No charge 
No charge 

After Deductible 
80% 
80% 

Major Services 

Porcelain / Ceramic Crown 
Endodontics (Root Canal Therapy)  

Periodontics 
Complete Denture  
Endoseal Implant (surgical placement) 

 

 

See  

Benefit  

Schedule 

 

 

See  

Benefit  

Schedule 

After Deductible 
60% 
60% 
60% 
60% 
60% 

After Deductible 
50% 
50% 
50% 
50% 
50% 

Orthodontics  
Child (age 18 and younger) 
Adult (age 19 and older) 

 

$50 copay* 

$50 copay* 

 
$1,500 
$2,000 

 
50% to $1,000 Lifetime Maximum 
50% to $1,000 Lifetime Maximum 

*Dental HMO plans are structured to have copays per visit. SIMNSA Cross Border DHMO plan has $50 copays per visit up to 24 visits. Please see plan 

summaries for additional information on orthodontia coverage. 
Find a United Concordia Dental Provider 

1. Go to unitedconcordia.com and click “Find a Dentist”  

2. Narrow your search by selecting the specialty, the location and / or the zip code    

3. Under “Select your network is” use the drop down to select “DHMO Concordia Plus” for the DHMO network or 

“Elite Plus” for the DPPO network to search for a provider  

http://www.unitedconcordia.com/
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Vision through Anthem Blue View 

  

 

 Anthem Blue View Vision PPO Plan 

In-Network 
Member Allowance 

Out-Of-Network 
Member Reimbursement 

Exam Schedule Once Every 12 months 

  Exam $20 copay Up to $49 

Standard Lens Schedule Once Every 12 months 

  Single Vision $20 copay Up to $35 

  Bifocal  $20 copay Up to $49 

  Trifocal  $20 copay Up to $74 

Frame Schedule Once Every 24 months 

  Frame Up to $130; 

then 20% off any remaining balance 

Up to $50  

Contacts Lens Schedule Once Every 12 months 

 Elective Up to $130; 

then 15% off any remaining balance 

Up to $92 

 
 

 

 

 

  

Find an Anthem Blue View Vision Provider 

1. Go to anthem.com/ca 
2. Click on Find a Doctor 
3. Click Guests 
4. Select Vision for type of care  
5. Select California for State  
6. Select Vision for type of plan 
7. Select BLUE VIEW VISION for plan/network 
8. Enter your search criteria and narrow your 

search if desired 
 

 

Did You Know?  

Blue View Vision has one of the nation’s largest vision 

networks. You can access independent optometrists, 

opthalmologists and opticians, Glasses.com, 

ContactsDirect, 1-800 CONTACTS, and convenient 

national optical retailer stores including 

LensCrafters®, Pearle Vision®, and Target Optical®.  

For more information, contact customer care for 

more details at 866-723-0515 

 

http://www.anthem.com/ca
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Life Insurance & AD&D through Mutual of Omaha 

 

If you have loved ones who depend on your income for support, having life and accidental death and dismemberment 

(AD&D) insurance can help protect your family's financial security in the event something happens to you. The following 

coverage is administered by Mutual of Omaha.   

Beneficiary Reminder: Make sure you have named a beneficiary for your life insurance benefit.  If you are married and 

would like to designate someone other than your spouse as a beneficiary, state law requires that your spouse consent to 

such a designation.  

Basic Life and AD&D 
The Arc of San Diego offers basic life and AD&D insurance at no cost to employees.  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. 

Employee Life and AD&D Amount* $50,000  

Age Reduction Reduced to 65% at age 65; Reduced to 50% at age 70 

Cost  The premium is paid in full by The Arc of San Diego 

*Dollar amount may change depending on position. 

Voluntary Life and AD&D 
Voluntary Life Insurance allows you to purchase additional life insurance to protect your family's financial security. 

Premiums are age-specific based on the employee’s age and paid after tax by the employee.  

 

Employee Life and AD&D 
Amount 

Increments of $10,000 up to $300,000, not to exceed 5x annual salary 
Guaranteed Issue**: 5x annual salary up to a maximum of $150,000 
AD&D matches Life amount 

Spouse Life Amount Increments of $5,000 up to $150,000, not to exceed 100% of employee amount 
Guaranteed Issue**: $100% of employee’s benefit up to $30,000 

Child(ren) Life Amount 
Birth to age 26 

Increments of $5,000 up to $10,000 maximum, not to exceed 100% of employee amount 
Guaranteed Issue**: $10,000 

Age Reduction Reduced to 65% at age 65; Reduced to 50% at age 70  

Cost The full premium is paid by the employee 

** Guaranteed Issue (GI): amounts apply at time of initial hire.  Any coverage amount applied for over the GI amount or at a 

later open enrollment date, may require the completion of a health statement. Coverage amount and effective date of 

voluntary life coverage will need to be approved by the carrier. 
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Additional Voluntary Benefits 

 
 

Colonial Voluntary Benefits 
The Arc of San Diego is pleased to offer Colonial Life insurance products on an employee-paid basis. As health care 

costs continue to rise and financial resources become more restricted, Colonial Life offers a wide variety of 

insurance policies to help protect what you’ve worked so hard to build. Voluntary Benefits are optional and do not 

replace any of your other coverage. The following Colonial Life policies are available to you through payroll 

deduction by The Arc of San Diego: 

 

• Accident Insurance (Employees and Spouses Age 17 - 64; Children Age 0 - 25) 

The Accident 1.0 plan helps offset unexpected medical expenses, such as emergency room fees, deductibles and 

copayments that can result from a fracture, dislocation or other covered accidental injury. Accident 1.0 coverage is 

portable, as long as you enroll in coverage prior to the age 65. You may continue coverage when you retire or change 

jobs. 

 

• Short Term Disability Insurance (Employees only, Age 17 - 74) 
Individual Disability ISTD 3000 replaces a portion of your income to help make ends meet if you become disabled from 
an off-job covered accident or off-job covered sickness. Benefits are paid in addition to state disability insurance (SDI) 
and employer-sponsored short-term and/or long-term disability. Individual Disability ISTD 3000 coverage is portable.  
You may continue coverage when you retire or change jobs, as long as you are enrolled in coverage prior to age 74. 
Coverage is guaranteed renewable until age 75. 

 
• Group Specified Disease Insurance (Critical Illness and Cancer Insurance – Employees and Spouses Age 16 - 64; 

Children Age 0 - 25) Group Critical Care 1.0 helps pay for non-medical and out-of-pocket medical expenses upon 

diagnosis of a specified critical illness. The plan also includes a benefit for the extended treatment of cancer. Group 

Critical Care 1.0 is portable, as long as the Master Group Certificate is in-force with and as long as you enrolled in 

coverage prior to age 65. Portability rates will apply. The benefit amount will reduce by 50% when the employee 

reaches age 75. 

 

• Group Hospital Confinement Indemnity Insurance (Employees and Spouses Age 17 - 99; Children Age 0 - 25) Group 

Medical Bridge 1.0 hospital confinement provides a lump-sum benefit for a covered hospital confinement and covered 

outpatient surgery to help off-set the gaps caused by copayments and deductibles.  Coverage is not portable, you may 

not continue coverage beyond your employment with The Arc of San Diego. 
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Employee Assistance Program (EAP) 

 

There are times when everyone needs a little assistance or advice. The confidential Employee Assistance Program (EAP) 

through Mutual of Omaha can help you with matters such as stress, anxiety, depression, chemical dependency, relationship 

challenges, legal issues, parenting questions, financial counseling, and dependent care resources. Best of all, it's free. In-

person counseling may also be available, depending on the type of help you need. The program allows you and your family 

members up to three (3) face-to-face counseling sessions per household per year.     

Help is available 24/7, 365 days a year by telephone or online.  If you need help, call 800-316-2796 for a confidential 

consultation and resource services or visit www.mutualofomaha.com/eap/. 

 

 

MyBenefits.Life 
MyBenefits.Life is a free app that includes much of the information that’s 

included in this guide, but in a place that’s always at your fingertips – your 

smartphone.  

Getting Started with MyBenefits.Life  

1. Download and launch the app. 

2. Enter your assigned username: arcsd 

3. Read and agree to the Terms and Conditions. 

Be sure to share MyBenefits.Life with your covered family members too.   

http://www.mutualofomaha.com/eap/
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Flexible Spending Account (FSA) 

 
 

Flexible Spending Accounts (FSA) 
 
A Flexible Spending Account (FSA) allows employees to pay for health care and dependent care costs using tax free 
dollars. The advantage is that your Flexible Spending Account contributions are deducted from your paycheck before 
taxes are deducted, which lowers your taxable income, thereby increasing your take home pay. When you incur expenses, 
you can access the funds in your account to pay for eligible health care or dependent care expenses. Your FSA plan year is 
January 1st through December 31st of each year. FSA open enrollment is generally held in November and December with 
benefit elections effective January 1st.  Your FSA plan is administered by Igoe Administrative Services; for more 
information visit www.goigoe.com or call 800-633-8818. 

The 2022 annual maximum contribution for a Health Care Flexible Spending Account is $2,850; the annual maximum 

for a Dependent Care account is $5,000 ($2,500 if married but filing separately).  

Your FSA elections will be in effect from January 1st through December 31st of each year. You may use the Health Care 

Flexible Spending Account, the Dependent Care Flexible Account, or both. When you enroll, you decide how much money 

to contribute to your personal accounts for the coming year. These contributions are deducted from your paychecks (24 

pay periods a year) and deposited into your account. Incurred claims must be submitted by March 31 of the following 

plan year. You are also eligible to roll over up to $550 of your Health Care FSA. Please note, any funds over $550 

remaining in your account after March 31 of the following year will be forfeited.  This is referred to as the “use it or lose 

it” rule and is governed by IRS regulations.     

FSA elections do not automatically continue from year to year; you must actively enroll each year. Additionally, once 

you have made your annual election, changes cannot be made mid-year or outside of the FSA open enrollment, unless 

you have experienced a qualifying life event. 

Note: Under federal law, employees cannot receive a “refund” from an FSA if money is left over in the account at the end 

of the plan year. Any money remaining in the Dependent Care FSA will be forfeited. Any money up to $550 remaining in a 

medical FSA will carry over into the next plan year. 

 

Find out more about FSAs 

 

 

  

https://www.goigoe.com/flex/
https://vimeo.com/611571523/bb35cd6cc6
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401k Plan 

 

The Arc of San Diego cares about your well-being in the long-term.  Our 401(k) Retirement Plan is a valuable benefit. It 

offers you an excellent opportunity for long-term saving – even if you’re only able to save a little right now. 

Saving now is important because people are living longer and many want to retire at an earlier age. Personal savings and 

Social Security may not be enough to support your standard of living at retirement. Factors such as inflation and taxes can 

eat away at your retirement savings. 

The Arc of San Diego 401(k) Plan includes an Employer Matching Contribution. Employees over 21 years old and with at 

least 1 year of service with The Arc of San Diego, receive an Employer Matching Contribution equal to 50.00% of the 

amount you are contributing during the plan year up to 5.00% of your compensation received during the plan year.  

The Arc of San Diego’s 401(k) plan is administered by Mutual of America. Please see the separate 401(k) Plan Highlights 

Brochure for more information.  

 

 

Vacation Time 
The Arc of San Diego provides vacation time. Regular full-time employees and part-time employees are eligible to accrue 

paid vacation on a pro-rated basis.  

Vacation Time 
Regular full-time employees and part-time employees working a minimum of twenty (20) hours per week are eligible to 
accrue paid vacation on a pro-rated basis.  Vacation hours begin accruing on the 1st of the month following 90-days of 
employment. The maximum vacation hours an employee can accrue is 288.  Accrual will only resume if the balance drops 
below 288 hours (i.e. the employee makes use of vacation time).  The vacation accrual rate is based on length of 
employment, as follows: 
 
Years of Employment Accrual Rates 

• 0 to 5 years  0.0385 hours for each hour worked by hourly employees  
(up to 10 days maximum per year) 

• 0 to 5 years  3.335 hours per pay period for exempt employees  
(up to 10 days maximum per year) 

• 5 to 15 years  0.0578 hours for each hour worked by hourly employees  
(up to 15 days maximum per year) 

• 5 to 15 years  5.00 hours per pay period for exempt employees  
(up to 15 days maximum per year) 

• 15 + years  Please reference the current version of the of The Arc’s Employee Handbook  
  



WELCOME TO UKG WALLET™

1  $1.99 processing fee for cash pick up at Walmart® or instant deposit to a card other than the UKG Visa Card.  99¢ processing fee for instant deposit to a UKG Visa Card 
without direct deposit.

2  The program fee is capped at $3 for weekly and $5 for bi-weekly pay periods.

3  Standard message and data rates from your wireless service provider may apply.

The UKG Visa® Prepaid Card is issued by Central Bank of Kansas City, Member FDIC, pursuant to a license from Visa U.S.A. Inc. Certain fees, terms, and conditions are 
associated with the approval, maintenance, and use of the Card. You should consult your Cardholder Agreement and the Fee Schedule at Payactiv.com/card411. If you have 
questions regarding the Card or such fees, terms, and conditions, you can contact us toll-free at 1(877) 747-5862, 24 hours a day, 7 days a week.

Access Anytime
• Get up to 50% of earned wages

• Transfer to your bank or card

• Get cash at Walmart®1

• Use Uber® rides, Amazon Cash®

• Pay bills directly from the app

Spend Smarter
• Easily track earnings, bills, and 

spending in one place

• See what’s safe to spend now

• Be alerted of low balance

• Auto transfer from earned wages

Save As You Go
• See what you can set aside safely

• Achieve your savings goals with 
every paycheck

• Talk to financial coaches for advice

• Save up to 85% on Rx medicine

Getting Started
1. Create a UKG Wallet account with your employee ID. 

2. Enjoy free unlimited access with direct deposit to the UKG Visa® Card*. 

3. For everyone else without direct deposit to the UKG Visa Card*, the Earned Wage 
Access program fee is $1 for a day of use of our services.2 

4. Additional fees of $0.99 to $1.99 per transaction may apply for instant deposit or 
Walmart cash pick up1.

* This is a UKG Visa Prepaid Card issued by Central Bank of Kansas City, Member FDIC, pursuant to a license 
from Visa® U.S.A. Inc.

Access money 
you've already earned

24/7/365 Customer Service: 1.855.854.0485
ukgwalletsupport@payactiv.com      www.payactiv.com/ukgwallet-help

Ready to enroll?

Scan the QR code to dowload the 
UKG Wallet App today!3



 

  16   

Words You Need to Know 
Health insurance seems to have its own language. You will get more out of your plans if understand the most common 

terms, explained below in plain English. 

MEDICAL 

HEALTH MAINTENANCE ORGANIZATION (HMO) - A 

network of doctors and health care facilities that closely 

manage your care to control your out-of-pocket costs. 

You will pay a copay for most services, so you will 

always know what your care is going to cost you. 

PREFERRED PROVIDER ORGANIZATION (PPO) - A PPO is 

an organization that contracts with doctors and 

hospitals who agree to charge lower than normal fees to 

their members. 

FLEXIBLE SPENDING ACCOUNT (FSA) - A Flexible 

Spending Account (FSA) allows employees to pay for 

health care and dependent care costs using tax free 

dollars. 

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 a Flexible Spending Account (FSA). 

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. 

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. 

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-of-

network providers are not covered at all. 

 

 

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. 

Find out more about key terms 

 

 

 

PRESCRIPTION DRUG 

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. 

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. 

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.

https://vimeo.com/567584004/0fcc552ff7
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Legal Notices 
 

MEDICARE PART D NOTICE – CREDITABLE COVERAGE NOTICE 

Important Notice About Your Prescription Drug Coverage and Medicare 

Please read this notice carefully and keep it where you can find it. This notice has information about your current 

prescription drug coverage and about your options under Medicare’s prescription drug coverage. This information can help 

you decide whether or not you want to join a Medicare drug plan. If you are considering joining, you should compare your 

current coverage, including which drugs are covered at what cost, with the coverage and costs of the plans offering 

Medicare prescription drug coverage in your area. Information about where you can get help to make decisions about your 

prescription drug coverage is at the end of this notice.  

There are two important things you need to know about your current coverage and Medicare’s prescription drug coverage:  

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this coverage if 

you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or PPO) that offers prescription 

drug coverage. All Medicare drug plans provide at least a standard level of coverage set by Medicare. Some plans may also 

offer more coverage for a higher monthly premium.  

2. We have determined that the prescription drug coverage offered is, on average for all plan participants, expected to pay 

out as much as standard Medicare prescription drug coverage pays and is therefore considered Creditable Coverage. 

Because your existing coverage is Creditable Coverage, you can keep this coverage and not pay a higher premium (a 

penalty) if you later decide to join a Medicare drug plan.  

When Can You Join A Medicare Drug Plan? 

You can join a Medicare drug plan when you first become eligible for Medicare and each year after becoming eligible from 

October 15th to December 7th.  

However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will also be 

eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan.  

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan? 

If you decide to join a Medicare drug plan, your current coverage will not be affected. See below for more information 

about what happens to your current coverage if you join a Medicare drug plan. 

Since the existing prescription drug coverage is creditable (e.g., as good as Medicare coverage), you can retain your existing 

prescription drug coverage and choose not to enroll in a Part D plan; or you can enroll in a Part D plan as a supplement to, 

or in lieu of, your existing prescription drug coverage. 

If you do decide to join a Medicare drug plan and drop your current prescription drug coverage, be aware that you and your 

dependents may not be able to get this coverage back. 

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan? 

You should also know that if you drop or lose your current coverage and don’t join a Medicare drug plan within 63 

continuous days after your current coverage ends, you may pay a higher premium (a penalty) to join a Medicare drug plan 

later.  

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up by 

at least 1% of the Medicare base beneficiary premium per month for every month that you did not have that coverage. For 

example, if you go nineteen months without creditable coverage, your premium may consistently be at least 19% higher 

than the Medicare base beneficiary premium. You may have to pay this higher premium (a penalty) as long as you have 

Medicare prescription drug coverage. In addition, you may have to wait until the following October to join.  
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For More Information About This Notice Or Your Current Prescription Drug Coverage 

Contact the Human Resources Department for further information. NOTE: You’ll get this notice each year. You will also get 

it before the next period you can join a Medicare drug plan, and if this coverage changes. You also may request a copy of 

this notice at any time. 

For More Information About Your Options Under Medicare Prescription Drug Coverage 

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” 

handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may also be contacted directly by 

Medicare drug plans. 

For more information about Medicare prescription drug coverage:  

• Visit medicare.gov 

• Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare & You” 

handbook for their telephone number) for personalized help  

• Call 800-MEDICARE (800-633-4227). TTY users should call 877-486-2048.  

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For 

information about this extra help, visit Social Security on the web at socialsecurity.gov, or call them at 800-772-1213 (TTY 

800-325-0778).  

 

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans, you may 

be required to provide a copy of this notice when you join to show whether or not you have maintained 

creditable coverage and, therefore, whether or not you are required to pay a higher premium (a penalty). 

 

Date:  July 1, 2022 
Name of Entity/Sender:  The Arc of San Diego 
Contact:  Human Resources 
Address:  3030 Market Street, San Diego, CA 92102 
Phone:     619-685-1175 

 

  

http://www.medicare.gov/
http://www.socialsecurity.gov/
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California’s Individual Mandate 

Effective January 1, 2020, California residents must have minimum essential health insurance or pay a state tax 

penalty. The state law mirrors individual mandate penalties under the ACA that were repealed under Tax Cuts 

and Jobs Act (TCJA), currently $695 or 2.5 percent of household income (as indexed), whichever is greater, for 

state residents who do not obtain coverage or qualify for exemptions or a hardship waiver. The law also contains 

a safeguard in the event that the ACA’s tax penalty is reinstated that would reduce any state tax penalty by the 

amount due under federal law. The penalty amount would be assessed by tax payers preparing their state 

income tax forms similarly to how the federal tax penalty was assessed and paid through 2018 (prior to its 

elimination TCJA).  

The Women’s Health and Cancer Rights Act (WHCRA)  

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and 

Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage will be provided in a 

manner determined in consultation with the attending physician and the patient, for: 

• All stages of reconstruction of the breast on which the mastectomy was performed; 
• Surgery and reconstruction of the other breast to produce a symmetrical appearance; 
• Prostheses; and 
• Treatment of physical complications of the mastectomy, including lymphedema. 
 
These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and surgical 
benefits provided under this plan. You can contact your health plan’s Member Services for more information. 

 

HIPAA Notice of Special Enrollment Rights for Medical 

If you decline enrollment in an employer health plan for you or your dependents (including your spouse) because of other 

health insurance or group health plan coverage, you or your dependents may be able to enroll in an employer health plan 

without waiting for the next open enrollment period if you: 

• Lose other health insurance or group health plan coverage. You must request enrollment within 30 days after the loss 
of other coverage. 

• Gain a new dependent as a result of marriage, birth, adoption, or placement for adoption. You must request health 
plan enrollment within 30 days after the marriage, birth, adoption, or placement for adoption. 

• Lose Medicaid or Children’s Health Insurance Program (CHIP) coverage because you are no longer eligible. You must 
request health plan enrollment within 60 days after the loss of such coverage. 

 

If you request a change due to a special enrollment event within the 30 day timeframe, coverage will be effective the date 

of birth, adoption or placement for adoption.  For all other events, coverage will be effective the first of the month 

following your request for enrollment.  In addition, you may enroll in an employer group health plan if you become eligible 

for a state premium assistance program under Medicaid or CHIP.  

You must request enrollment within 60 days after you gain eligibility for health plan coverage.  If you request this change, 

coverage will be effective the first of the month following your request for enrollment.  Specific restrictions may apply, 

depending on federal and state law. 

Note: If your dependent becomes eligible for special enrollment rights, you may add the dependent to your current 

coverage or change to another health plan. 
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Newborns’ and Mothers’ Health Protection Act Notice 

Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for any hospital 

length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal 

delivery, or less than 96 hours following a cesarean section. However, Federal law generally does not prohibit the mother’s 

or newborn’s attending provider, after consulting with the mother, from discharging the mother or her newborn earlier 

than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under Federal law, require that a provider 

obtain authorization from the plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 

hours). If you would like more information on maternity benefits, call your plan’s Member Services department. 

 
Current Plan Documents 

Important documents for our health plan are available upon request.  Contact your Human Resources department. 

 

Summary Plan Descriptions (SPDs) 

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 SPD(s) is/are available upon request.  Contact your Human 
Resources department. 

 
Summary of Benefits and Coverage (SBCs) 

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 plan SBC(s) is/are available, contact your Human Resources department. 

 
Michelle’s Law Notice  

The health plan may extend medical coverage for dependent children if they lose eligibility for coverage because of a 

medically necessary leave of absence from school.  Coverage may continue for up to a year, unless your child’s eligibility 

would end earlier for another reason. 

Extended coverage is available if a child’s leave of absence from school — or change in school enrollment status (for 

example, switching from full-time to part-time status) — starts while the child has a serious illness or injury, is medically 

necessary and otherwise causes eligibility for student coverage under the plan to end. Written certification from the child’s 

physician stating that the child suffers from a serious illness or injury and the leave of absence is medically necessary may 

be required. 

If your child will lose eligibility for coverage because of a medically necessary leave of absence from school and you want his 

or her coverage to be extended, contact your health plan as soon as the need for the leave is recognized.  In addition, 

contact your child’s health plan to see if any state laws requiring extended coverage may apply to his or her benefits.  

Notice of Choice of Providers 

Generally HMO plans require the designation of a primary care provider. You have the right to designate any primary care 

provider who participates in our network and who is available to accept you or your family members. Until you make this 

designation, the HMO plan designates one for you. For information on how to select a primary care provider, and for a list 

of the participating primary care providers, contact Member Services of your HMO health plan.  For children, you may 

designate a pediatrician as the primary care provider.  You do not need prior authorization from your HMO health plan or 

from any other person (including a primary care provider) in order to obtain access to obstetrical or gynecological care from 

a health care professional in the network who specializes in obstetrics or gynecology. The health care professional, 

however, may be required to comply with certain procedures, including obtaining prior authorization for certain services, 

following a pre-approved treatment plan, or procedures for making referrals. For a list of participating health care 

professionals who specialize in obstetrics or gynecology, contact Member Services of your health plan. 
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Initial COBRA Notice 

Important Information about Your COBRA Continuation Coverage Rights 

Introduction 

You’re getting this notice because you recently gained coverage under a group health plan (the Plan). This notice has 

important information about your right to COBRA continuation coverage, which is a temporary extension of coverage under 

the Plan. This notice explains COBRA continuation coverage, when it may become available to you and your family, and 

what you need to do to protect your right to get it. When you become eligible for COBRA, you may also become eligible for 

other coverage options that may cost less than COBRA continuation coverage. 

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation Act 

of 1985 (COBRA). COBRA continuation coverage can become available to you and other members of your family when group 

health coverage would otherwise end. For more information about your rights and obligations under the Plan and under 

federal law, you should review the Plan’s Summary Plan Description or contact the Plan Administrator.  

You may have other options available to you when you lose group health coverage. For example, you may be eligible to buy 

an individual plan through the Health Insurance Marketplace. By enrolling in coverage through the Marketplace, you may 

qualify for lower costs on your monthly premiums and lower out-of-pocket costs. Additionally, you may qualify for a 30-day 

special enrollment period for another group health plan for which you are eligible (such as a spouse’s plan), even if that plan 

generally doesn’t accept late enrollees.  

What is COBRA continuation coverage? 

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life event. This is 

also called a “qualifying event.” Specific qualifying events are listed later in this notice. After a qualifying event, COBRA 

continuation coverage must be offered to each person who is a “qualified beneficiary.” You, your spouse, and your 

dependent children could become qualified beneficiaries if coverage under the Plan is lost because of the qualifying event. 

Under the Plan, qualified beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation coverage.  

If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of the following 

qualifying events: 

• Your hours of employment are reduced 

• Your employment ends for any reason other than your gross misconduct 

If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of 

the following qualifying events: 

• Your spouse dies 

• Your spouse’s hours of employment are reduced 

• Your spouse’s employment ends for any reason other than his or her gross misconduct 

• Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both) 

• You become divorced or legally separated from your spouse 

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the following 

qualifying events: 

• The parent-employee dies 

• The parent-employee’s hours of employment are reduced 

• The parent-employee’s employment ends for any reason other than his or her gross misconduct 

• The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both) 

• The parents become divorced or legally separated 

• The child stops being eligible for coverage under the Plan as a “dependent child” 

When is COBRA continuation coverage available? 

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has been notified 

that a qualifying event has occurred. The employer must notify the Plan Administrator of the following qualifying events: 
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• The end of employment or reduction of hours of employment 

• Death of the employee 

• The employee becoming entitled to Medicare benefits (under Part A, Part B, or both) 
 
For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s losing 

eligibility for coverage as a dependent child), you must notify the Plan Administrator within 60 days after the qualifying 

event occurs. You must provide this notice to selected insurance carrier. 

How is COBRA continuation coverage provided? 

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will be offered 

to each of the qualified beneficiaries. Each qualified beneficiary will have an independent right to elect COBRA continuation 

coverage. Covered employees may elect COBRA continuation coverage on behalf of their spouses, and parents may elect 

COBRA continuation coverage on behalf of their children.  

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to employment 

termination or reduction of hours of work. Certain qualifying events, or a second qualifying event during the initial period of 

coverage, may permit a beneficiary to receive a maximum of 36 months of coverage. 

There are also ways in which this 18-month period of COBRA continuation coverage can be extended:  

Disability extension of 18-month period of COBRA continuation coverage 

If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you notify the Plan 

Administrator in a timely fashion, you and your entire family may be entitled to get up to an additional 11 months of COBRA 

continuation coverage, for a maximum of 29 months. The disability would have to have started at some time before the 60th 

day of COBRA continuation coverage and must last at least until the end of the 18-month period of COBRA continuation 

coverage.  

Second qualifying event extension of 18-month period of continuation coverage 

If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the spouse and 

dependent children in your family can get up to 18 additional months of COBRA continuation coverage, for a maximum of 36 

months, if the Plan is properly notified about the second qualifying event. This extension may be available to the spouse and 

any dependent children getting COBRA continuation coverage if the employee or former employee dies; becomes entitled to 

Medicare benefits (under Part A, Part B, or both); gets divorced or legally separated; or if the dependent child stops being 

eligible under the Plan as a dependent child. This extension is only available if the second qualifying event would have caused 

the spouse or dependent child to lose coverage under the Plan had the first qualifying event not occurred. 

Are there other coverage options besides COBRA Continuation Coverage? 

Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your family 

through the Health Insurance Marketplace, Medicaid, or other group health plan coverage options (such as a spouse’s plan) 

through what is called a “special enrollment period.” Some of these options may cost less than COBRA continuation coverage. 

You can learn more about many of these options at www.healthcare.gov. 

If you have questions 

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact or contacts 

identified below. For more information about your rights under the Employee Retirement Income Security Act (ERISA), 

including COBRA, the Patient Protection and Affordable Care Act, and other laws affecting group health plans, contact the 

nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) in your 

area or visit www.dol.gov/ebsa. (Addresses and phone numbers of Regional and District EBSA Offices are available through 

EBSA’s website.) For more information about the Marketplace, visit HealthCare.gov.  

Keep your Plan informed of address changes 

To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of family members. You 

should also keep a copy, for your records, of any notices you send to the Plan Administrator. 

http://www.healthcare.gov/
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Notice of Certain Deadline Extensions and Summary of Material Modifications 

This document provides notice of the potential expiration of the deadline relief that began on March 1, 2020 and an 

explanation of how that expiration will affect certain deadlines tolled under prior guidance applicable to ERISA plans. 

Specifically deadlines cannot be tolled for longer than one-year, so depending on the date an individual action would have 

been required, some deadline extensions will be expiring on February 28, 2021. Whether deadlines are tolled or resume will 

depend on the specific date you were required to take action or provide notice to the plan. This is a Summary of Material 

Modifications (“Summary”) to the extent those extensions applied to ERISA benefits under the employer’s benefits plan (“the 

Plan”). You should read and retain this Summary. If you need another copy of the SPD or if you have any questions regarding 

these changes to the Plan, please contact human resources during normal business hours. 

End of Relief Period Extending Certain Deadlines in Response to the COVID-19 Crisis will Depend on the Date an Individual 

Action Would Have been Required with some Deadlines resuming Feb. 28, 2021  

Multi-Agency guidance extended certain deadlines that apply to group health plans that fall within the COVID-19 outbreak 

period (March 1 – 60 days after National Emergency Ends). Those deadlines included and were limited to the following: 

• The 30-day period to request special enrollment under HIPAA (or 60-day period as applicable to CHIP 

enrollment requests);   

o employees, spouses, and new dependents are allowed to enroll upon marriage, birth, adoption, or 

placement for adoption; 

o employees and dependents are allowed to enroll if they had declined coverage due to other health 

coverage and then lose eligibility or lose all employer contributions towards active coverage; 

o employees and their dependents are allowed to enroll upon loss of coverage under a state Children's 

Health Insurance Program (CHIP) or Medicaid or who are eligible to receive premium assistance under 

those programs; 

• The 60-day election period for COBRA continuation coverage;  

• The deadline for making COBRA premium payments;  

• The 60-day deadline for individuals to notify a plan of a COBRA qualifying event or determination of disability;  

• The deadline for individuals to file an ERISA benefit claim under the plan’s claims procedure (including a H-

FSA run out period deadline that ends during the outbreak period); or 

• The deadline for claimants to file an appeal of an adverse benefit determination, a request for an external 

review, and to file information related to a request for external review for an ERISA plan. 

The period that these deadlines can be tolled is limited to one year. On Feb. 28, 2021, one year from March 1, 2020, some of 

the above timelines will no longer be tolled. 

Individual timeframes listed above that are subject to deadline relief will have the applicable deadlines disregarded only until 

the earlier of: (a) 1 year from the date they were first eligible for relief, or (b) 60 days after the announced end of the National 

Emergency (the end of the Outbreak Period). On those individualized applicable dates, the timeframes for 

employees/participants with periods that were previously tolled will resume. 

 

ACA Disclaimer 

This offer of coverage may disqualify you from receiving government subsidies for an Exchange plan even if you choose not to 
enroll. To be subsidy eligible you would have to establish that this offer is unaffordable for you, meaning that the required 
contribution for employee only coverage under our base plan exceeds 9.61% in 2022 of your modified adjusted household income.  
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Premium Assistance under Medicaid and the Children’s Health Insurance Program (CHIP) 

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, your 

state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or CHIP 

programs. If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium assistance 

programs but you may be able to buy individual insurance coverage through the Health Insurance Marketplace. For more 

information, visit www.healthcare.gov.   

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your State 

Medicaid or CHIP office to find out if premium assistance is available.   

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents 

might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or 

www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program that might help you pay 

the premiums for an employer-sponsored plan.   

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your 

employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is called a 

“special enrollment” opportunity, and you must request coverage within 60 days of being determined eligible for 

premium assistance. If you have questions about enrolling in your employer plan, contact the Department of Labor at 

www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 

If you live in one of the following states, you may be eligible for assistance paying your employer health plan premiums. 

The following list of states is current as of January 31, 2022. Contact your State for more information on eligibility – 

ALABAMA – Medicaid 

Website: http://myalhipp.com/     Phone: 1-855-692-5447 

ALASKA – Medicaid 

The AK Health Insurance Premium Payment Program Website: http://myakhipp.com/      Phone: 1-866-251-4861 
Email: CustomerService@MyAKHIPP.com      Medicaid Eligibility: http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx 

ARKANSAS – Medicaid 

Website: http://myarhipp.com/  |  Phone: 1-855-MyARHIPP (855-692-7447) 

CALIFORNIA 

Website: Health Insurance Premium Payment (HIPP) Program http://dhcs.ca.gov/hipp 
Phone: 916-445-8322  |  Fax: 916-440-5676       Email: hipp@dhcs.ca.gov 

COLORADO – Health First Colorado (Colorado’s Medicaid Program) & Child Health Plan Plus (CHP+) 

Health First Colorado Website: https://www.healthfirstcolorado.com/ 
Health First Colorado Member Contact Center: 1-800-221-3943  |  State Relay 711 
CHP+: https://www.colorado.gov/pacific/hcpf/child-health-plan-plus 
CHP+ Customer Service: 1-800-359-1991  |  State Relay 711 
Health Insurance Buy-In Program (HIBI): https://www.colorado.gov/pacific/hcpf/health-insurance-buy-program 
HIBI Customer Service: 1-855-692-6442 

FLORIDA – Medicaid  

Website: https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html      Phone: 1-877-357-3268 

GEORGIA – Medicaid 

HIPP Website: https://medicaid.georgia.gov/health-insurance-premium-payment-program-hipp 
Phone: 678-564-1162, press 1 
CHIPRA Website: https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-
reauthorization-act-2009-chipra      Phone: 678-564-1162, press 2 

INDIANA – Medicaid 

Healthy Indiana Plan for low-income adults 19-64 Website: http://www.in.gov/fssa/hip/      Phone: 1-877-438-4479 
All other Medicaid Website: https://www.in.gov/medicaid/      Phone 1-800-457-4584 

IOWA – Medicaid and CHIP (Hawki) 

Medicaid Website: https://dhs.iowa.gov/ime/members  |  Medicaid Phone: 1-800-338-8366 
Hawki Website: http://dhs.iowa.gov/Hawki  |  Hawki Phone: 1-800-257-8563 

http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
http://myalhipp.com/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://myarhipp.com/
http://dhcs.ca.gov/hipp
mailto:hipp@dhcs.ca.gov
https://www.healthfirstcolorado.com/
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
https://www.colorado.gov/pacific/hcpf/child-health-plan-plus
https://www.colorado.gov/pacific/hcpf/health-insurance-buy-program
https://www.colorado.gov/pacific/hcpf/health-insurance-buy-program
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fmedicaid.georgia.gov%2Fhealth-insurance-premium-payment-program-hipp&data=02%7C01%7Cstashlaw%40dch.ga.gov%7C98b18a96ce1b49d087f708d709449652%7C512da10d071b4b948abc9ec4044d1516%7C0%7C0%7C636988062560854968&sdata=7rziGawQfBKcW1N2%2Bdi2j8cyHpaCYURGdtF8Hk%2By6FM%3D&reserved=0
https://gcc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fmedicaid.georgia.gov%2Fhealth-insurance-premium-payment-program-hipp&data=02%7C01%7Cstashlaw%40dch.ga.gov%7C98b18a96ce1b49d087f708d709449652%7C512da10d071b4b948abc9ec4044d1516%7C0%7C0%7C636988062560854968&sdata=7rziGawQfBKcW1N2%2Bdi2j8cyHpaCYURGdtF8Hk%2By6FM%3D&reserved=0
https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-reauthorization-act-2009-chipra
https://medicaid.georgia.gov/programs/third-party-liability/childrens-health-insurance-program-reauthorization-act-2009-chipra
http://www.in.gov/fssa/hip/
https://www.in.gov/medicaid/
https://dhs.iowa.gov/ime/members
http://dhs.iowa.gov/Hawki
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HIPP Website: https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp  |  HIPP Phone: 1-888-346-9562 

KANSAS – Medicaid 

Website: https://www.kancare.ks.gov/  |  Phone: 1-800-792-4884 

KENTUCKY – Medicaid 

Kentucky Integrated Health Insurance Premium Payment Program (KI-HIPP) Website: 
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx  |  Phone: 1-855-459-6328      Email: KIHIPP.PROGRAM@ky.gov 
KCHIP Website: https://kidshealth.ky.gov/Pages/index.aspx  |  Phone: 1-877-524-4718 
Kentucky Medicaid Website: https://chfs.ky.gov 

LOUISIANA – Medicaid 

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp  
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-618-5488 (LaHIPP) 

MAINE – Medicaid 

Enrollment Website: https://www.maine.gov/dhhs/ofi/applications-forms  
Phone: 1-800-442-6003  |  TTY: Maine relay 711 
Private Health Insurance Premium Webpage: https://www.maine.gov/dhhs/ofi/applications-forms  
Phone: 800-977-6740  |  TTY: Maine relay 711 

MASSACHUSETTS – Medicaid and CHIP 

Website: https://www.mass.gov/masshealth/pa  |  Phone: 1-800-862-4840 

MINNESOTA – Medicaid 

Website: https://mn.gov/dhs/people-we-serve/children-and-families/health-care/health-care-programs/programs-and-
services/other-insurance.jsp      Phone: 1-800-657-3739 

MISSOURI – Medicaid 

Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm  |  Phone: 573-751-2005 

MONTANA – Medicaid 

Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP  |  Phone: 1-800-694-3084 

NEBRASKA – Medicaid 

Website: http://www.ACCESSNebraska.ne.gov       Phone: 1-855-632-7633  |  Lincoln: 402-473-7000  |  Omaha: 402-595-1178 

NEVADA – Medicaid 

Medicaid Website:  http://dhcfp.nv.gov  |  Medicaid Phone: 1-800-992-0900 

NEW HAMPSHIRE – Medicaid 

Website: https://www.dhhs.nh.gov/oii/hipp.htm  |  Phone: 603-271-5218 
Toll free number for the HIPP program: 1-800-852-3345, ext. 5218 

NEW JERSEY – Medicaid and CHIP 

Medicaid Website: http://www.state.nj.us/humanservices/dmahs/clients/medicaid/      Medicaid Phone: 609-631-2392 
CHIP Website: http://www.njfamilycare.org/index.html  |  CHIP Phone: 1-800-701-0710 

NEW YORK – Medicaid 

Website: https://www.health.ny.gov/health_care/medicaid/  |  Phone: 1-800-541-2831 

NORTH CAROLINA – Medicaid 

Website: https://medicaid.ncdhhs.gov/  |  Phone: 919-855-4100 

NORTH DAKOTA – Medicaid 

Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/  |  Phone: 1-844-854-4825 

OKLAHOMA – Medicaid and CHIP 

Website: http://www.insureoklahoma.org  |  Phone: 1-888-365-3742 

OREGON – Medicaid 

Website: http://healthcare.oregon.gov/Pages/index.aspx or http://www.oregonhealthcare.gov/index-es.html  
Phone: 1-800-699-9075 

PENNSYLVANIA – Medicaid 

Website: https://www.dhs.pa.gov/Services/Assistance/Pages/HIPP-Program.aspx  |  Phone: 1-800-692-7462 

RHODE ISLAND – Medicaid 

Website: http://www.eohhs.ri.gov/  |  Phone: 1-855-697-4347 or 401-462-0311 (Direct Rite Share Line) 

SOUTH CAROLINA – Medicaid 

Website: https://www.scdhhs.gov  |  Phone: 1-888-549-0820 
 

SOUTH DAKOTA – Medicaid and CHIP 

https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
https://www.kancare.ks.gov/
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
mailto:KIHIPP.PROGRAM@ky.gov
https://kidshealth.ky.gov/Pages/index.aspx
https://chfs.ky.gov/
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
http://www.ldh.la.gov/lahipp
https://www.maine.gov/dhhs/ofi/applications-forms
https://www.maine.gov/dhhs/ofi/applications-forms
https://www.mass.gov/masshealth/pa
https://mn.gov/dhs/people-we-serve/children-and-families/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/children-and-families/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/children-and-families/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/children-and-families/health-care/health-care-programs/programs-and-services/other-insurance.jsp
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://www.accessnebraska.ne.gov/
http://dhcfp.nv.gov/
https://www.dhhs.nh.gov/oii/hipp.htm
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
https://www.health.ny.gov/health_care/medicaid/
https://medicaid.ncdhhs.gov/
http://www.nd.gov/dhs/services/medicalserv/medicaid/
http://www.insureoklahoma.org/
http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
https://www.dhs.pa.gov/Services/Assistance/Pages/HIPP-Program.aspx
http://www.eohhs.ri.gov/
https://www.scdhhs.gov/


 

  26   

 

Website: http://dss.sd.gov  |  Phone: 1-888-828-0059 

TEXAS – Medicaid  

Website: http://gethipptexas.com/  |  Phone: 1-800-440-0493 

UTAH – Medicaid and CHIP 

Medicaid Website: https://medicaid.utah.gov/  |  CHIP Website: http://health.utah.gov/chip       Phone: 1-877-543-7669 

VERMONT – Medicaid 

Website: http://www.greenmountaincare.org/  |  Phone: 1-800-250-8427 

VIRGINIA – Medicaid and CHIP 

Websi       https://www.coverva.org/en/famis-select or https://www.coverva.org/en/hipp 
Medicaid Phone: 1-800-432-5924  |  CHIP Phone: 1-800-432-5924 

WASHINGTON – Medicaid 

Website: https://www.hca.wa.gov/  |  Phone: 1-800-562-3022 

WEST VIRGINIA – Medicaid and CHIP 

Website: https://dhhr.wv.gov/bms/ or http://mywvhipp.com/ 
Medicaid Phone: 304-558-1700  |  CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

WISCONSIN – Medicaid and CHIP 

Website: https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm  |  Phone: 1-800-362-3002 

WYOMING – Medicaid 

Website: https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/  |  Phone: 1-800-251-1269 

 

To see if any other states have added a premium assistance program since January 31, 2022, or for more information on 

special enrollment rights, contact either: 

U.S.  Department of Labor    U.S.  Department of Health and Human Services  

Employee Benefits Security Administration  Centers for Medicare & Medicaid Services 

www.dol.gov/agencies/ebsa    www.cms.hhs.gov                                            

1-866-444-EBSA (3272)    1-877-267-2323, Menu Option 4, Ext.  61565  

 

Paperwork Reduction Act Statement 

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a 

collection of information unless such collection displays a valid Office of Management and Budget (OMB) control number. 

The Department notes that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by 

OMB under the PRA, and displays a currently valid OMB control number, and the public is not required to respond to a 

collection of information unless it displays a currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding 

any other provisions of law, no person shall be subject to penalty for failing to comply with a collection of information if the 

collection of information does not display a currently valid OMB control number. See 44 U.S.C. 3512. 

The public reporting burden for this collection of information is estimated to average approximately seven minutes per 

respondent. Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this 

collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee 

Benefits Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, 

N.W., Room N-5718, Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-

0137. 

 

OMB Control Number 1210-0137 (expires 1/31/2023) 

 

  

http://dss.sd.gov/
http://gethipptexas.com/
https://medicaid.utah.gov/
http://health.utah.gov/chip
http://www.greenmountaincare.org/
https://www.coverva.org/en/famis-select
https://www.coverva.org/en/hipp
https://www.hca.wa.gov/
https://dhhr.wv.gov/bms/
http://mywvhipp.com/
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/
https://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
mailto:ebsa.opr@dol.gov
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Contact Information 
 

 
YOUR BENEFIT ADVOCATES 
 

In addition, The Arc of San Diego offers you confidential access to benefit advocates who can help you with benefit questions or 

resolving claim issues: 

 

Jared Nichols 619-849-4025 Jared.Nichols@alliant.com 

Amber Speer 619-849-4681 Amber.Speer@alliant.com 

 

 

 

 

Rev. 5/16/2022 

 

 
 
 

Plan Type Provider Phone Number Website 

 
 

Policy / 
Group # 

Medical HMO Plan  Sharp 800-359-2002 www.sharphealthplan.com 1001899 

Medical HMO Plan 
SIMNSA  

Cross Border 
800-424-4652 www.simnsa.com  519 

Dental HMO Plan 

Dental HMO Plan  
United Concordia 

866-357-3304 
unitedconcordia.com  

A12469-001 

Dental PPO Plan 800-332-0366 A12469-000 

Vision PPO Plan  Anthem Blue View 866-723-0515 anthem.com/ca 281301-0001 

Life/AD&D   Mutual of Omaha 800-775-8805 www.mutualofomaha.com G000BKK6 

Employee Assistance 
Program (EAP) 

Mutual of Omaha 800-316-2796 www.mutualofomaha.com/eap/ G000BKK6 

Voluntary Products Colonial Life 800-325-4368 coloniallife.com N/A 

Flexible Spending 
Account (FSA) 

Igoe 800-633-8818 www.goigoe.com N/A 

401(k) Mutual of America 800-468-3785 mutualofamerica.com 6078 

Human Resources  Human Resources 619-685-1175  HR@arc-sd.com N/A 

http://www.sharphealthplan.com/
http://www.simnsa.com/
http://www.unitedconcordia.com/
http://www.anthem.com/ca
https://www.mutualofomaha.com/
http://www.mutualofomaha.com/eap
http://www.coloniallife.com/
https://www.goigoe.com/flex/
http://www.mutualofamerica.com/
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