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Important Health Plan Updates (Pre-65 Only)
Effective October 1, 2010

New Prescription Drug Program through Prescription Solutions
Beginning October 1, 2010, Prescription Solutions through UnitedHealthcare will begin managing your pharmacy 

benefit.

The City of Dallas asked UHC to determine additional cost avoidance strategies for the budget year 2010-2011 without 

sacrificing quality, care or the adherence to evidence-based medicine.

UHC recommended a change in pharmacy benefits management from their subcontractor partnership with Medco to 

Prescription Solutions, their whole-owned pharmacy benefits management company (PBM).

The change to Prescription Solutions represents better discounts on most medications at the pharmacy; both retail and 

through home delivery, mail order services.  Better discounts will provide our employees/retirees savings in out of pocket 

expenses and save the City in claims cost.  

What the change means for you:

· You will receive a new Medical ID card prior to October 1 that contains important information that your 

pharmacist will need to fill your prescriptions (BIN 610494 Group UHC PCN 9999).

· You’ll have a new Prescription Drug List (PDL), or list of medications covered under your pharmacy benefit.  The 

PDL also includes some information and new programs that may help you save money on future prescriptions.  

· Minimal medication tiering changes will occur, however please check the PDL to determine if your medication or 

the amount you pay may change.    

· A new Specialty Pharmacy Program is being introduced to support members using injections or infusion 

medications that are used to treat rare and complex conditions.

More information about your pharmacy program can be located on page 22 of this guide.  Also, please check the City’s 

website to obtain a copy of the new PDL, a mail order form for new mail order prescriptions, and other important 

information including the new Specialty Pharmacy Program.

Personal Health Support
Also effective October 1, 2010 a new program called Personal Health Support is being made available to all employees 

enrolled in a UnitedHealthcare medical plan.  Personal Health Support programs give you access to services and clinical 

support to help manage chronic diseases such as Diabetes and Heart Disease, as well as give you access to tools and 

resources to help you at whatever health stage you are in.  Whether you are staying healthy, getting healthy or living with 

an illness, there is information available to you. 

  

One important component of this program is that members with certain chronic conditions, such as diabetes, may 

receive a call from a UnitedHealthcare registered nurse to assist with the management of your disease.  The program is 

completely voluntary and you can be assured that your personal privacy is protected.  

You might also receive a HealtheNote (pronounced “healthy note”) in the mail to remind you to have an important test or 

screening, or invite you to contact UnitedHealthcare about an important message about your health.  

Outbound calls and HealtheNotes from UnitedHealthcare are just a few of the ways that they are offering help and 

assistance to you to better manage your health.  

For additional information, please contact UHC at 800-736-1364
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Who Can I Call with Questions?
 The City Of Dallas is committed to providing you with quality customer service. Contact the Benefits 

 Service Center between the hours of 8 a.m. and 5 p.m. Central Standard Time at 888-752-9122 beginning   

 September 7, 2010. 

 The Benefits Service Center can assist you with questions regarding enrollment, health plan options, or making   

 changes to your health plan. 

 In the event that you are prompted to leave a voicemail message, please include your name, employee number,   

 nature of your concern, and the insurance plan in which you are enrolled.   Your message will be responded to   

 within 24 to 48 hours.

Who Is Eligible?
You may elect health care coverage for you and your eligible dependents during the Annual Enrollment Period and 

through special enrollments as a result of a qualifying status change.  Eligible dependents include the following 

persons: 

Type of Eligible Dependent Required Documentation

Spouse
Person of opposite gender

Copy of marriage license, and

Copy of Social Security Card, and

Date of Birth

If Common-Law-Marriage applies, please provide the common-

law form* and copies of documentation showing that you and 

your spouse have lived together for at least six months (provide 

two documents from list below).

  Examples include copies of:

      Lease or deed naming both partners

      Joint checking account statement

      Utility bills and/or Credit accounts

      Will and or life insurance policies 

Domestic Partner
Person of same gender

Domestic Partner form** and copies of documentation  

 showing that you and your partner have lived together for at  

 least six months (provide two documents from list below).

Examples include copies of:

      Lease or deed naming both partners

      Joint checking account statement

      Utility bills and/or Credit accounts

      Will and or life insurance policies

Copy of Social Security Card, and

Date of Birth

Dependent Child
Child who is married or unmarried, under age 

26 and is the biological child, legally adopted 

child, or stepchild of you and/or your spouse, 

domestic or common law partner

Copy of birth certificate showing you as a parent, or

Copy of adoption agreement, or

Copy of court custody or guardianship documents, or

Copy of the portion of the divorce degree showing   

 the dependent, or 

Copy Qualified Medical Court Support Order (QMCSO), and

Copy of Social Security Card

*The common-law form may be accessed at: http://www.dallascounty.org/department/countyclerk/marriage-license.html

**The Domestic Partner form may be accessed at http://www.cod/HumanResources/pdf/DomesticPartner.pdf

Please note:  Your dependents (spouse and children) cannot be covered on a plan if you are not covered.
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Making Changes to Your Benefits During the Year
The IRS requires elections made during the Annual Enrollment Period to be effective for the upcoming plan year, 

January 1st through December 31st. You may not change your benefit elections after the annual open enrollment 

period unless you experience a Qualifying Life Event. Qualifying Life Events may include: 

 Marriage

 Divorce, Legal Separation, or Annulment

 Birth or Adoption of an Eligible Child 

 Change in you or your Spouse’s work status (full-time to part-time) that effects benefits eligibility

 A change in your child’s eligibility for benefits

 A Qualified Medical Child Support Order

You must notify the Benefits Service Center within 30 days of your Qualifying Life Event and provide all required 
documentation below.  If you fail to notify the Benefits Service Center of your Qualifying Life Event and do 
not provide documentation, you must wait until the next Annual Enrollment period to change your benefit 
elections.

Special Note:  If you elect to waive medical coverage as a retiree, you or your dependents may not re-enroll in 
any City-Sponsored medical plans in the future.

Type of Family Status Change                             Required Documentation

Add or lose other coverage
Through another employer or government 

sponsored plan

Copy of Employer/Government letter with an effective date

 and the name of the dependent(s) who gained or lost    

 coverage, or 

Copy of Insurance letter with an effective date and the name of  

 the dependent(s) who gained/lost coverage, or

Copy of HIPAA certificate of Credible, or Coverage with the

 effective date and the name of dependent(s) who lost    

 coverage, or

Copy of insurance ID card with the effective date and the name  

 of the dependent(s) who gained coverage

Copy of birth certificate, and

Copy of Social Security Card

Add or lose an eligible dependent
Birth, adoption, placement of adoption or 

death of spouse or child

Copy of birth certificate showing you as a parent, or

Copy of adoption agreement, or

Copy of court custody or guardianship documents, or

Copy of the portion of the divorce degree showing the   

 dependent, or 

Copy Qualified Medical Court Support Order (QMCSO), and

Copy of Social Security Card

Copy of death certificate (if applicable)

Qualified Medical Child Support Order
For a dependent child

Copy Qualified Medical Court Support Order (QMCSO)

Marriage, Divorce, Legal Separation or 
Annulment

Copy of the legal documents with effective dates and name of   

 dependent, and

Copy of SSN and Date of Birth if adding due to marriage

Your response is required in the following situations:

 During open enrollment (fourth quarter of calendar year)

 Family Status Change (30 days of qualifying event)

If your dependent does not meet the current eligibility rules during the specified time period and/or you do not 

provide the required documentation, your dependent(s) will not be added to the plans.
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How to Enroll 
(Non-Medicare Eligible Retiree Information)
Enrollment information 
During the annual enrollment period, you must re-elect coverage for 2011. It’s important to make your choices 

carefully, as you will not be able to change your elections until the next annual enrollment period, unless you have a 

qualified status change.

Enrollment period: September 7, 2010 through October 29, 2010
We encourage you to enroll early in this period to avoid the high volume of activity that occurs late in the 

enrollment period.

Enrollment types
The pre-65 retiree’s benefits enrollment will be active, meaning you must re-elect the benefit plans you intend 
to participate in during 2011.  The enrollment process will include calling the Benefits Service Center to elect 

or waive coverage and participate in an eligibility verification process, which requires all participants to verify all 

dependents to be insured on our plans effective January 1, 2011.    

Enrollment method and instructions
 If you are a pre-65 retiree, you are eligible to enroll in medical, dental and vision as well as Voluntary Benefits 

(sponsored by Colonial Life).  

 To enroll in your benefits, you must contact the Benefits Service Center to speak with a benefits counselor.  

Simply call 888-752-9122 between 8 am and 5 pm CST during the enrollment period. 

 Elections made by calling the Benefits Service Center will be treated as an agreement to pay any required 

premium through payroll deduction.  

 You may also enroll by scheduling an appointment with a benefits counselor at City Hall by calling the Benefits 

Service Center at 888-752-9122 between 8 am and 5 pm CST during the enrollment period. 

 When speaking with a benefits counselor, you’ll need to verify information about your dependents, so be 

prepared with the following documentation if applicable: marriage license (if necessary, domestic or common-

law partnership documentation), Social Security Numbers (all dependents), birth certificates (dependent 

children only) and spouse’s date of birth. Note: You do not have to mail or fax the documentation. 

 Should you experience a long hold time, leave a voicemail message with a daytime telephone number where 

you can be reached and your call will be returned within 24 to 48 hours. Spanish-speaking assistance is 

available. 

Review of benefit elections
 After making enrollment elections, a confirmation statement will be mailed by the Benefits Service Center 

showing your 2011 benefit elections.  

 Review the confirmation statement that you receive in the mail from the Benefits Service Center and retain it for 

your records as proof of your timely enrollment.  If there are errors on your confirmation statement, you must 

contact the Benefits Service Center to make the corrections.  Also, make sure you review your January 2011 

pension check to verify your benefit elections and insurance deductions are correct.  

Verification of personal information
To receive your identification cards promptly, make sure that your current mailing address is correct in the City’s 

Human Resource Information System. You can call the Benefits Service Center for enrollment changes, or to report 

an address change or other corrections as necessary. 
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How to Enroll for New Retirees after Open Enrollment
If you are planning to retire in 2011, call or make an appointment with the Benefits Service Center before your 

retirement to discuss retiree enrollment options and payroll deductions. You must enroll within 30 days after your 

date of retirement. You may be asked to pay the first two months’ retiree health premiums in advance, depending 

on the date of retirement. Call the Benefits Service Center at 1-888-752-9122 from 8 a.m. to 5 p.m., Monday through 

Friday, within 30 days following your retirement to enroll. If you do not enroll within 30 days, you will be considered to 

have waived retiree coverage and will not be eligible for future coverage. 

Retirees who have waived coverage will not be eligible to participate in the City’s plan in the future. Your retiree 

coverage is effective on the first day of the month following your termination date with the City. 

Upon retirement, all life insurance benefits will end unless you exercise your right to convert. To convert your 

life insurance, contact UnitedHealthcare Specialty Benefits within 30 days after your retirement date toll-free 

at 1-866-615-8727.

How to Enroll When Turning Age 65
When turning age 65, you should follow four steps: 

Notify the Benefits Service Center within 30 days
Within 30 days before reaching age 65, retirees and/or their covered spouses must report their change in age 

to the Benefits Service Center at 1-888-752-9122. If a rate adjustment is required as a result of the retiree and/

or his or her covered spouse turning age 65, the adjustment/reduction in rate will be made in the month 

following the month the retiree and/or his or her covered spouse turned age 65, providing the age change is 

reported to the Benefits Service Center before the first day of the month in which you turn age 65. The retiree 

and/or his or her covered spouse rate will not be adjusted or reduced in the month they turned age 65. The 

effective rate, before turning age 65 will be charged for the month the retiree and/or his or her covered spouse 

turned 65. 

Enrollment in Medicare Part A and B 
Three months before you turn age 65, contact your local Social Security Administration Office to enroll in 

Medicare Parts A and B. 

 Retirees and/or their covered spouses must enroll in Medicare Parts A and B at age 65 as a requirement 

of medical coverage through the City’s benefit programs. Contact the Benefits Service Center at 

1-888-752-9122 if you or your spouse is not otherwise qualified for premium-free Medicare Part A 

coverage due to quarters earned through employment or spouse’s employment. 

 Retirees must pay the full cost of the monthly premium for Medicare Part B. Medicare may charge   

  a penalty to retirees who delay enrollment in Medicare Part B at the time of initial eligibility. If a retiree   

  waives coverage in a city sponsored health plan, the retiree will not be eligible for inclusion of Medicare   

  Part A premium payments to be made on his or her behalf by the City of Dallas. Contact your local   

  Social Security Administration office or go online at www.ssa.gov to enroll and determine your eligibility. 

Enrollment in Medicare Supplement plans 
Once you have enrolled in Medicare Parts A and B and become Medicare-eligible, you are no longer eligible 

to participate in the City’s health plans. You must enroll in a medical supplement plan offered by the City. 

We suggest that you consider adding drug coverage since the Medicare Supplement plan does not include 

prescription drug coverage. You have an option to either enroll in the City’s Medicare Part D plan or one of the 

Medicare Part D plans offered by various private insurance carriers. We strongly suggest that you consider 
your personal needs before selecting any drug coverage option plan.
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Enrollment in one of the Medicare Supplement plans is a two-step process 
Enroll in Medicare Supplement plans C, F or K, contact the Medicare Supplement Enrollment Center at 

1-800-392-7537 to request an enrollment kit and let them know you are City of Dallas retiree. Read and sign 

the application and mail it back to the Medicare Supplement Provider within 14 days. Your application will 

not be complete until it is received by the Medicare Supplement provider. They will provide an enrollment 

card once your application has been approved.  Contact the City’s Benefits Service Center at 1-888-752-9122 

to inform them that you are enrolling in the Medicare Supplement plan C, F or K. If you wish to enroll in the 

City’s Medicare Part D plan, you will need to provide your Medicare claim number in order to complete the 

Medicare Part D enrollment. 

Important Disclaimers
Paying for Medical Coverage
Medical premiums are paid on a post-tax basis for all retirees. Your annual cost of medical coverage depends on the 

benefit options you choose and the level of coverage you need. Premium costs for 2011 can be found in this benefits 

and enrollment guide.

 Contributions shall be paid by pension check deduction by all Members who receive pension checks in 

sufficient amount to permit deduction for the contributions.  For each regular pension check during the plan 

year a member will pay the monthly rates indicated in this enrollment guide.  If for any reason a Member’s 

pension check is not reduced by the amount of a contribution or does not receive pension check with a 

sufficient amount to permit deduction for the contributions, contributions must be paid by check or money 

order on a monthly basis.   

 If a Member joins the plan or changes coverage during the plan year, deductions from the member’s pay 

  shall begin as soon as administratively feasible.

 A grace period of thirty days shall be allowed for the payment of each contribution paid directly by the 

  member.  If any contribution is not paid within the grace period, the coverage shall terminate on the last 

  date for which contributions are paid.  

 Dropping Coverage - If the notice for dropping coverage is received by Employee Benefits prior to the 15th 

of the month, deductions will not be taken and coverage will end the last day of the previous month.  If 

the notice for dropping dependent coverage is received by Employee Benefits after the 15th of the month, 

deductions and coverage will be discontinued the first day of the following month.  

Duplicate medical coverage by retiree
In the case where two city retirees both are eligible for coverage, only one may enroll for dependent coverage. Both 

retirees cannot cover each other. In the case both retirees have eligible dependents, only one retiree can cover the 

dependents. Both retirees cannot cover their eligible dependents. If a retiree and his or her spouse are employed or 

retired from different employers and are covered by the same insurance carrier, the health plan will pay only up to 

the allowable.
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Medical Plans Overview (with Prescriptions)
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Pharmacy deductible is not included in the out-of-pocket max for the PPO 70/30/$3000 plan.
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Medical Plan
You have network coverage with  
an annual deductible and  
coinsurance. You are also 
protected from major expenses 
with an out-of-pocket maximum.

Up to 100% coverage for 
preventive care. Please 
see your official benefit plan 
information for details.

Health Reimbursement Account:
The City of Dallas puts money into your 
account each plan year.

You use it to pay for eligible medical 
and pharmacy expenses and to help 
meet your annual deductible.

The amount you don’t use carries over 
to the next year.

Understanding your HRA plan
A medical plan with an account to help pay your medical expenses

The Definity Health Reimbursement Account (HRA) plan includes a 
special account that you can use for health care expenses. The City 
of Dallas owns the account and puts money in it for you to use on 
eligible medical bills and pharmacy.

You have control over how the money is spent. And, you get personal 
support and online tools to help you spend it wisely and find care 
when you need it.

The plan is made up of two parts:

 www.myuhc.com

HRA Plan Advantages

You choose how your health care dollars are spent

There is a limit on how much you will pay each year

Generally, emergencies are covered anywhere in the world

Unused HRA dollars carry over to next year’s plan, and your employer  

will again fund your HRA, further reducing the out-of-pocket portion of your 

annual deductible

Tools on myuhc.com help you:

 - check eligible expenses

 -  check costs for treatment before doctor visits 

 - find the best doctors and hospitals

 - manage your claims

Want more information on HRAs? Visit Campbell’s Auto Care at www.healthcarelane.com/cod



How your HRA plan works

A Flexible Spending Account helps you save even more
You may choose to open a health care and dependent care Flexible Spending Account (FSA) to reimburse 
yourself for eligible medical and dependent care (i.e. day care) expenses not covered by your plan. An FSA can 
help you save on taxes because the money you put into your FSA comes out of your paycheck before taxes.

Examples of eligible expenses include:
Deductibles and coinsurance - Travel costs for certain health care services - Out-of-pocket medical and dental 
costs - Charges for eyeglasses, contacts and radial keratotomy - Out-of -pocket psychiatric care - Vaccines and 
immunizations not covered by a medical plan (See IRS Publication 502 for a complete list of eligible expenses. 
You can access IRS Publication 502 at www.irs.gov and searching for “Publication 502” Contact your employer 
if you want to open a FSA.

1  Your health expenses are paid by your HRA first

The City of Dallas contributes money to your account each year:

Your HRA pays your eligible medical and pharmacy expenses as long as there are funds in it.

These payments apply toward your annual deductible.

You usually make no copayments at the doctor’s office.
Employees  can earn an additional $300 in HRA dollars if they complete the Health Assessment on www.myuhc.com .  
Look for more information later in 2010 on how to earn this incentive.

  

  Your annual deductible is the amount you need to pay before your medical plan  
  pays. The annual deductible is:

 
your deductible.

 
  This is called coinsurance. The percentage you owe Is:

 

maximum  

 
 

2

3

 www.myuhc.com

M47898   7/10     © 2010 United HealthCare Services, Inc.
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Medical Plan
You have network coverage 
with an annual deductible 
and coinsurance. You are 
also protected from major 
expenses with an out-of-
pocket maximum.
Up to 100% coverage for 
preventive care. Please 
see your official benefit plan 
information for details.

Health Reimbursement Account:
The City of Dallas puts money 
into your account each plan year.
You use it to pay for eligible 
medical and pharmacy expenses 
and to help meet your annual 
deductible.
The amount you don’t use carries 
over to the next year.

Understanding your HRA plan
A medical plan with an account to help pay your  
medical expenses

The Definity Health Reimbursement Account (HRA) plan includes 
a special account that you can use for health care expenses. The 
City of Dallas owns the account and puts money in it for you to 
use on eligible medical bills and pharmacy.

You have control over how the money is spent. And, you get per-
sonal support and online tools to help you spend it wisely and find 
care when you need it.

The plan is made up of two parts:

HRA Plan Advantages
You choose how your health care dollars are spent

There is a limit on how much you will pay each year

Generally, emergencies are covered anywhere in the world

Unused HRA dollars carry over to next year’s plan, and your employer 
will again fund your HRA, further reducing the out-of-pocket portion of 
your annual deductible

Tools on myuhc.com help you:

 - check eligible expenses

 -  check costs for treatment before doctor visits 

 - find the best doctors and hospitals

 - manage your claims

Want more information on HRAs? Visit Campbell’s Auto 
Care at www.healthcarelane.com/cod

How your HRA plan works

A Flexible Spending Account helps you save even more
You may choose to open a health care and dependent care Flexible Spending 
Account (FSA) to reimburse yourself for eligible medical and dependent care  
(i.e. day care) expenses not covered by your plan. An FSA can help you save on 
taxes because the money you put into your FSA comes out of your paycheck 
before taxes.

Examples of eligible expenses include:
Deductibles and coinsurance - Travel costs for certain health care services - Out-
of-pocket medical and dental costs - Charges for eyeglasses, contacts and radial 
keratotomy - Out-of -pocket psychiatric care - Vaccines and immunizations not 
covered by a medical plan (See IRS Publication 502 for a complete list of eligible 
expenses. You can access IRS Publication 502 at www.irs.gov and searching for 
“Publication 502” Contact your employer if you want to open a FSA.

1 Your health expenses are paid by your HRA first
The City of Dallas contributes money to your account each year:

Your HRA pays your eligible medical and pharmacy expenses as long as there are funds in it.
These payments apply toward your annual deductible.
You usually make no copayments at the doctor’s office.

Employees  can earn an additional $300 in HRA dollars if they complete the Health Assessment on www.myuhc.com after January 1, 2011.  Look for more information later in 
2010 on how to earn this incentive.

Your annual deductible is the amount you need to pay before your medical plan pays. The annual deductible is:

 
your deductible.

maximum
 

2

3

www.healthcarelane.com/cod
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Prorated HRA funds (based on the month of enrollment):

If you enroll in the HRA plan or experience a Qualifying Life Event (QLE) after January 31, the funds allocated to 

your account balance will be reduced based on the table below. However, you will be responsible for your annual 

deductible.

Month Employee Only Employee & Dependents
January $700.00 $1,700.00

February $658.33 $1,558.33

March $616.66 $1,416.66

April $574.99 $1,274.99

May $533.32 $1,133.32

June $491.65 $991.65

July $449.98 $849.98

August $408.31 $708.31

September $366.64 $566.64

October $324.97 $424.97

November $283.30 $283.30

December $241.63 $147.63
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What’s the best 
way to improve 
your health?

Find out by taking a free confidential  
health assessment
A healthier life could be just a few clicks away. By taking a free online 
confidential Health Assessment, you can identify your personal health 
needs, learn healthy habits and compare your “lifestyle score”  
to others of the same age and gender. Plus, you’ll have access  
to several health improvement resources.

It’s easy to get started: 

1.  Go to www.myuhc.com® 

2.  If you already registered, log in to your account with your  
user name and password. If you are not registered, you must  
register with myuhc.com to access the Health Assessment.  
Follow the easy steps under Register Now.

3.  After you are logged into myuhc.com, click on the Health  
Assessment box on the right side > then click on Launch  
University of Michigan Health Assessment and follow the  
instructions for completing the confidential Health Assessment.

Reach Your Goals

Health Assessment & Improvement helps you track progress toward your 
health goals. After you have completed the Health Assessment, you can 
review your assessment report and begin to take steps to improve your 
overall health and well-being. Once you have reached your goals, pat 
yourself on the back for a job well done! 

Insurance coverage provided by or through United HealthCare Insurance Company or its affiliates. Administrative services provided by United HealthCare Insurance Company, United 

HealthCare Services, Inc. or their affiliates.

HRA Enrolled 
Employees  
Earn an additional  

$300 HRA dollars in 

2011 for completing the 

CONFIDENTIAL Personal 

Health Assessment after 

January 1, 2011. Look for 

more details later this year!

17
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On-Site Clinic Services For Employees Enrolled in 
City of Dallas Medical Plans
Visit Description HRA Plan 70/30 $3000 Deductible Plan
Preventive Care Services
 • Services provided on-site at   

  the Clinic

 • Lab services that are sent   

  out to LabCorp will be   

  processed according to your   

  medical plan benefits.

 • No cost to the employee or   

  dependents.

 • Paid at 100%.

 •  No cost to the employee or   

  dependents.

 •  $3000 deductible is waived,   

  services are subject to 30%   

  coinsurance.

Injury or Illness Care - 
Diagnostic Services

 • Service provided on-site at   

  the Clinic.

 • Lab services that are sent   

  out to LabCorp will be   

  processed according to your   

  medical plan benefits.

 •  No cost the employee or   

  dependents.

 •  Services are subject to   

  25% coinsurance, after $2500  

  deductible is met.  HRA   

  funds will be used, if still   

  available.

 •  No cost the employee  or   

  dependents.

 •  Services are subject to   

  30% coinsurance, after $3000  

  deductible is met.

Any referrals made by the clinic to providers outside of the clinic (physicians or other facilities) 
are subject to the network status of the provider and your specific plan benefits.

Please visit www.myuhc.com to search for network providers and view your medical plan 
benefits.

On-site Clinic Services For Employees NOT Enrolled 
in City of Dallas Medical Plans
Visit Description
Preventive Care Services
 • Services provided on-site at   

  the Clinic

 • $25.00 fee at point of service

 • Labs taken and sent to an   

  outside laboratory are   

  processed at full cost to   

  employee.  

Injury or Illness Care - 
Diagnostic Services
 • Service provided on-site at   

  the Clinic.

 • Lab services

 •  $25.00 fee at point of service

 •  Labs taken and sent to an   

  outside laboratory are   

  processed at full cost to   

  employee.  
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Personal Health Support
Personal Health Support programs give you access to 
services and clinical support across the range of health and 
wellness goals. From staying healthy and getting healthy to 
managing a chronic condition, there is a program or service 
to meet your unique health care needs.

If you are with UnitedHealthcare, you have access to a 
wealth of Personal Health Support resources and programs 
at no extra charge to you. They are included with your 
benefits and all of your personal health information is 
treated with the highest level of confidentiality.

A number of health care programs are 
available to you.
If you don’t need this support right now, know that 
UnitedHealthcare Personal Health Support is there if you 
ever do. Your UnitedHealthcare benefit also includes a 
number of health improvement programs and resources on 
myuhc.com®. Programs that range from weight loss  
to fitness to smoking cessation are available to all  
members. Simply go to myuhc.com today and click  
“Health & Wellness”.

Care 24®

Care24 services offer you access to a wide range of health 
and well-being information – seven days a week, 24 hours 
a day. Using one toll-free phone number, you can speak 
with registered nurses and master’s-level counselors who 
can help with almost any problem ranging from medical and 
family matters to personal, legal, financial and emotional 
needs.

Call the number on the back of your member ID card for 
access to:

Support for a wide range of topics

 

Call 1-800-586-6875 

HealtheNotes
UnitedHealthcare has a new way we want to 
communicate with you.

The messages are called HealtheNotes (pronounced 
“healthy notes”), and we designed them to provide  
you with personalized care opportunities to improve  
your health.

One of the best things about a HealtheNote is you don’t 
have to do a thing to receive one. We’ll send them to you 
automatically when we have a message or recommendation 
we think would benefit you. For example, if you are a 
diabetic and our evidence-based medicine guidelines 
suggest lab tests twice a year, we may send you a 
HealtheNote message in the mail to remind you to schedule 
your tests. Or maybe you have a chronic kidney disorder; so 
we may send you opportunities we have found to help you 
better manage your condition, such as reminders to take 
your medications the way your doctor has prescribed them.

So be on the lookout for a HealtheNote message that 
might arrive in your mailbox. If you receive one, please take 
a few moments to read it and consider how you can apply 
the health care recommendations and tips to your life.

We want you to be as healthy as you can be and we’re here 
to help.
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caller is receiving OptumHealth services directly or indirectly (e.g. employer or health plan).

Insurance coverage provided by or through UnitedHealthcare Insurance Company or its affiliates. Administrative services provided by UnitedHealthcare Insurance Company, United HealthCare 
Services, Inc. or their affiliates.

The Care24® program integrates elements of traditional employee assistance and work-life programs with health information lines for a comprehensive set of resources. Program components may 

be provided on issues that may involve legal action against OptumHealth or its affiliates, including UnitedHealthcare, or any entity through which the caller is receiving OptumHealth services directly 
or indirectly (e.g. employer or health plan).

not have all your information. If we have incorrect information, please disregard those messages. Our goal is to provide you with all the information we have to help ensure you receive the best care 

decisions. HealtheNotes messages are not a substitute for a doctor’s or professional’s care.

Treatment Decision Support
If you are considering treatment decisions for a specific 
condition, Treatment Decision Support (TDS) is available to 
help you make informed decisions. TDS can help you:

 
your needs

successful recovery 

Call 1-800-586-6875 

Coronary Artery Disease (CAD) Program
The Coronary Artery Disease program is designed to 
reduce unnecessary hospitalizations and health care costs, 
and improve your quality of life. The program gives you 
information and resources to help you:

cholesterol, high blood pressure, diabetes, excess 
weight, obesity, cigarette smoking, and lack of  
physical activity 

treatment plans and medication recommendations 
including proper use of beta blockers, ACE inhibitors, 
statins and antiplatelet medications 

other conditions, including depression 

Diabetes Management Program

control), blood pressure and cholesterol – and learn 
how to best manage your condition.

on medication, diet and exercise tips to help you live a 
healthy life and get the best value from every dollar you 
will spend on your care.

qualifies you for this program. Your nurse will keep in 
touch with you and help you set up a diabetes self-
management plan.

assured your personal privacy will be protected. There 
is no additional cost to you and your family. 

Heart Failure Program

reduce unnecessary hospitalizations and health care costs 
and works to improve your health. The program provides 
information and resources to help you:

findings, including weight and symptom changes, and 
symptom-specific management

asthma, diabetes, coronary artery disease, chronic 
obstructive pulmonary disease and depression

 
most clinically appropriate, cost-effective and timely 
tests and procedures
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Ten great reasons to use 
myuhc.com®

The tools and information at myuhc.com are both 
practical and personalized so you can get the most out 
of your benefits. Register at myuhc.com and connect to 
current information about your plan benefits and health 
care interests.

1.  Compare costs for different health plans. Choose 
a plan that’s right for you and your family needs.  
Select Plan Cost Estimator located under Links  
and Tools

2.  Ask health care professionals. Communicate  
one-on-one online 7 days a week with a registered 
nurse who can help answer your questions and  
give you advice. Select Live Nurse Chat located on 
the Home page

3.  Organize your medical claims online. View 
processed claims, remaining balances for deductibles 
and out-of-pocket expenses via your Health 
Statements. Download claims to a spreadsheet,  
set-up automatic payments, direct deposits and more.  
Select Claims & Accounts

4.  Get information about hospitals and physicians. 
Find information on network doctors and health care 
professionals. You can even find out what physicians 
are recognized in the UnitedHealth Premium® 
designation program, a free informational tool that 
evaluates physician and facilities using national 
quality and cost efficiency standards in their specialty. 
Select Physicians & Facilities

5.  Order and renew prescriptions online.*  
See information about your pharmacy benefits, 
prescription history and drug coverage. Order 
prescriptions or check order status. Learn more  
about medications, including interactions and  
side effects.

     Price a Medication and find out whether there is a 
lower cost option. Locate a neighborhood pharmacy 
or even arrange home delivery of your order.  
Select Pharmacies & Prescriptions

6.  Learn more about your coverage. Check your 
current eligibility, deductibles and out-of-pocket costs; 
confirm what’s covered and what’s not covered 
Select Benefits & Coverage

7.  Organize and store all of your health data in 
one convenient, confidential place. Record your 
family health history, allergies and immunizations, and 
personal contacts. Review medical and pharmacy 
claims information, as well as lab results. Track your 
progress with important Health Trackers such as 
blood pressure, cholesterol, and weight. Print or 
download a historical claims summary known 
as the Personal Health Summary. Select Personal 
Health Record

8.  Improve your health habits. Participate in Health 
Coaching Programs that help set goals to achieve 
health objectives. Find out the best way to improve 
your health by taking the online Health Assessment. 
Select Health & Wellness or click on the Health 
Assessment from the Home page

9.  Learn about health conditions and treatment  
options. Medical information from reliable  
resources recognized by physicians. Select Health  
& Wellness > Conditions AtoZ

10.  Request a medical ID card. Print a temporary 
ID card or request a replacement card. Select  
Account Settings

M47872-C  6/10    © 2010 United HealthCare Services, Inc. 

* You must have UnitedHealthcare pharmacy benefits to see pharmacy information on myuhc.com. Some plans do not include Home Delivery benefits.

For a complete description of the UnitedHealth Premium® Designation program, including details on the methodology used, geographic availability, program limitations 
and medical specialties participating, please see myuhc.com®.

Insurance coverage provided by or through United HealthCare Insurance Company or its affiliates. Administrative services provided by United HealthCare Insurance 
Company, United HealthCare Services, Inc. or their affiliates.

It’s easy to register:
 1  Visit myuhc.com and click “Register Now”

 2  Enter the requested information

 3  Begin using the site
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How to register on www.myuhc.com
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Medicare Eligible Retiree 
Benefits Information
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How to Enroll 
(Medicare Eligible Retiree Information)
Enrollment information 
During the annual enrollment period, you can choose to change or keep your same benefit coverage for 2011. It’s 

important to make your choices carefully, as you will not be able to change your elections until the next annual 

enrollment period, unless you have a qualified status change.

Enrollment period: September 7, 2010 through October 29, 2010
We encourage you to enroll early in this period to avoid the high volume of activity that occurs late in the 

enrollment period.

Enrollment types
 The post-65 retiree’s benefits enrollment will be passive, meaning if you are satisfied with your 2010 coverage 

(AARP Plans C, F, K, Medicare Part D, dental and vision plans) and wish to keep the same coverage for 2011, then 

no action is required on your part to continue.  

 If you are currently enrolled in the 75/25/HRA plan, you must contact AARP to enroll in a supplemental plan 

(800-449-4954) and contact the Benefits Service Center (888-752-9122) to enroll in Medicare Part D or the 

70/30/3000 plan because post-65 members can not be enrolled in the HRA plan beginning 1/1/2011.  

 Effective 7/1/2011, retirees enrolled in the 70/30/3000 plan will be responsible for 100% of the premium.  If you 

would like to enroll in an AARP supplemental plan and/or Medicare Part D please contact the vendor at the 

number listed. 

Enrollment method and instructions
 If you would like to enroll or make changes to your AARP Plans C, F or K, please call AARP directly at 800-449-

4954 during open enrollment. 

 If you would like to enroll or make changes to your Medicare Part D, dental and vision, please call the Benefits 

Service Center directly at 888-752-9122 during open enrollment.  

 Elections made by calling the Benefits Service Center will be treated as an agreement to pay any required 

premium through payroll deduction.  

 You may also enroll by scheduling an appointment with a benefits counselor at City Hall by calling the Benefits 

Service Center at 888-752-9122 between 8 am and 5 pm CST during the enrollment period.

 Should you experience a long hold time, leave a voicemail message with a daytime telephone number where 

you can be reached and your call will be returned within 24 to 48 hours. Spanish-speaking assistance is 

available. 

Review of benefit elections
 After making enrollment elections, a confirmation statement will be mailed by the Benefits Service Center 

showing your 2011 benefit elections.  

 Review the confirmation statement that you receive in the mail from the Benefits Service Center and retain it for 

your records as proof of your timely enrollment.  If there are errors on your confirmation statement, you must 

contact the Benefits Service Center to make the corrections.  Also, make sure you review your January 2011 

pension check to verify your benefit elections and insurance deductions are correct.  
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Verification of personal information
To receive your identification cards promptly, make sure that your current mailing address is correct in the City’s 

Human Resource Information System. You can call the Benefits Service Center for enrollment changes, or to report an 

address change or other corrections as necessary. 

Changing your benefits mid-year (qualified status change)
You can only change your benefit elections during the plan year if you undergo a qualified status change as defined 

by Internal Revenue Service guidelines. Your enrollment changes must be completed within 30 days of the qualifying 

event. If you fail to change your elections within 30 days of your event, you will have to wait until the next year’s 

annual enrollment period to change your elections. 

Reporting eligibility changes during the year 
You must report changes in dependent eligibility to the Benefits Service Center at 1-888-752-9122 within 30 days 

of the change (such as divorce, marriage or dependent child becoming ineligible). All status changes must be 

made within 30 days of the status change. If you are adding a spouse or dependent to your coverage, appropriate 

documentation will be required.

 Special Note:  If you cancel your medical coverage as a retiree, you or your dependents may not re-enroll in   
 any City-Sponsored medical plans in the future. 

Duplicate medical coverage by retiree
In the case where two city retirees both are eligible for coverage, only one may enroll for dependent coverage. Both 

retirees cannot cover each other. In the case both retirees have eligible dependents, only one retiree can cover the 

dependents. Both retirees cannot cover their eligible dependents. If a retiree and his or her spouse are employed or 

retired from different employers and are covered by the same insurance carrier, the health plan will pay only up to the 

allowable.

Important Disclaimers
Paying for Medical Coverage
Medical premiums are paid on a post-tax basis for all retirees. Your annual cost of medical coverage depends on the 

benefit option you choose and the level of coverage you need. Premium costs for 2011 can be found in this benefits 

and enrollment guide.

 Contributions shall be paid by pension check deduction by all Members who receive pension checks in 

sufficient amount to permit deduction for the contributions.  For each Regular pension check during the 

plan year a member will pay the monthly rates indicated in Article IV of the Master Plan Document. If for any 

reason a Member’s pension check is not reduced by the amount of a contribution or does not receive pension 

check with a sufficient amount to permit deduction for the contributions, contributions must be paid by 

check or money order on a monthly basis.      

 For each regular pension check during the plan year a member will pay the monthly rates indicated in this   

  enrollment guide.  

 A grace period of thirty days shall be allowed for the payment of each contribution paid directly by the 

  member.  If any contribution is not paid within the grace period, the coverage shall terminate on the last 

  date for which contributions are paid.  

 Dropping Coverage - If the notice for dropping coverage is received by Employee Benefits prior to the 15th 

of the month, deductions will not be taken and coverage will end the last day of the previous month.  If 

the notice for dropping dependent coverage is received by Employee Benefits after the 15th of the month, 

deductions and coverage will be discontinued the first day of the following month.  
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Benefits information for certain Medicare-eligible retirees
Medical benefit options

For certain Medicare-eligible retirees, the City will continue to offer its Medicare Supplements, Medicare HMO and 

Medicare Part D benefit options. If you have any questions, please contact the benefits provider. 

In the next few months, you will receive a letter from your Medicare Part D provider to alert you of the following 

information.

Annual Notice of Change (ANOC), which will include: 

    2011 Formulary List 

    Summary of Benefits

    Mail-order information

    Pharmacy Directory

Explanation of Benefits (EOB)

Explanation of Coverage (EOC)

The documents listed above will require no action on your part because you are already enrolled. However, if you 

receive a Late Enrollment Penalty Letter, you are required to complete and return as instructed in the letter. For help 

in completing this letter, please call the City of Dallas Benefits Service Center at 1-888-752-9122.

Post-65 Rates –2011 Plan Year
               Post-65 AARP Supplement Plan Rates

Tier Plan C Plan F Plan K
Retiree Only $110.88 $110.88 $54.88

Retiree + Spouse $320.76 $321.82 $158.76

Spouse Only $209.88 $210.94 $103.88

                                                       United Medicare Rx
Tier Part D^ (Option I) Part D^ (Option II)

Retiree Only $128.04 $64.05

Retiree + Spouse $327.32 $203.10

Spouse Only $199.28 $139.05

Option I - Has full gap coverage for Brand and Generic drugs.

Option II - Has full gap coverage for Generics only, donut hole would apply to Brand name drugs only.

Post-65 Medicare Complete HMO Plan Rates
Tier Individual High Option Low Option
Retiree Only $0.00 $128.80 $84.00

Retiree + Spouse $0.00 $372.60 $243.00

Spouse Only $0.00 $243.80 $159.00

*Medicare supplement plans: monthly cost for Texas residents
Rates are for Texas residents only. Rates for other states will vary. All rates subject to change during 2011. Actual 

rates, which may contain discounts or surcharges, are subject to change and will be provided in the enrollment kits 

provided to prospective insured. Retirees also will pay Medicare Part B monthly premiums.

^Medicare Part D prescription-only plan
No medical included. Purchase with or without Medicare Supplement plan. This plan cannot be purchased with the 

PPO plans.
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Plan C 
MEDICARE (PART A) – HOSPITAL SERVICES – PER BENEFIT PERIOD 

* A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have  
been out of the hospital and have not received skilled care in any other facility for 60 days in a row. 

**   NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare  
       and will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the  
       policy’s “Core Benefits.”  During this time the hospital is prohibited from billing you for the balance based on any  
       difference between its billed charges and the amount Medicare would have paid. 

Services Medicare Pays Plan Pays You Pay 
HOSPITALIZATION*- Semiprivate room and board, general nursing and miscellaneous services and supplies  

First 60 days All but $1,068 $1,068 (Part A Deductible) $0 

61st through  90th day All but $267 a day  $267 a day $0 
91st day and after:    
– While using 60 lifetime reserve days All but $534 a day $534 a day $0 
– Once lifetime reserve days are used:    

Additional 365 days 
 

$0 
 

100% of Medicare eligible 
expenses 

$0** 
 

 Beyond the additional 365 days $0 $0 All costs 

SKILLED NURSING FACILITY CARE*- You must meet Medicare’s requirements, including having been in a hospital for at 
least 3 days and entered a Medicare-approved facility within 30 days after leaving the hospital 

First 20 days All approved amounts $0 $0 

21st through 100th day All but $133.50 a day Up to $133.50 a day $0 

101st day and after $0 $0 All costs 

BLOOD – First 3 pints $0 3 pints $0 

    Additional amounts 100% $0 $0 

HOSPICE CARE – Available as long as 
your doctor certifies you are terminally ill 
and you elect to receive these services. 

All but very limited 
coinsurance for  
outpatient drugs and  
inpatient respite care. 

$0 Balance 

MEDICARE (PART B) – MEDICAL SERVICES – PER CALENDAR YEAR 
     ***   Once you have been billed $135 of Medicare-approved amounts for covered services (which are noted with an  
               asterisk), your Part B Deductible will have been met for the calendar year. 

Services Medicare Pays Plan Pays You Pay 
MEDICAL EXPENSES – IN OR OUT OF THE HOSPITAL AND OUTPATIENT HOSPITAL TREATMENT, such as Physician’s 
services, inpatient and outpatient medical and surgical services and supplies, physical and speech therapy, diagnostic tests, 
durable medical equipment 
First $135 of Medicare-approved amounts*** $0 $135 (Part B Deductible) $0 
Remainder of Medicare-approved amounts Generally 80% Generally 20% $0 

PART B EXCESS CHARGES  
(Above Medicare-approved amounts) 

$0 $0 All costs 

 

FA574  

     

     1/09 

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.
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Plan C 
MEDICARE (PART B) – MEDICAL SERVICES – PER CALENDAR YEAR (continued) 

          ***    Once you have been billed $135 of Medicare-approved amounts for covered services (which are noted with an 
                    asterisk), your Part B Deductible will have been met for the calendar year. 

Services Medicare Pays Plan Pays You Pay 
BLOOD – First 3 pints $0 All costs $0 
 Next $135 of Medicare-approved 

amounts*** 
$0 $135 (Part B Deductible) $0 

Remainder of Medicare-approved amounts 80% 20% $0 

CLINICAL LABORATORY SERVICES–  
Tests For Diagnostic Services 

 
100% 

 
$0 

 
$0 

PARTS A & B 
HOME HEALTH CARE – MEDICARE-APPROVED SERVICES 

–  Medically necessary skilled care services 
     and medical supplies 

100% $0 $0 

–  Durable medical equipment:    
First $135 of Medicare-approved  

       amounts*** 
$0 
 

$135 (Part B Deductible) $0 
 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

OTHER BENEFITS – NOT COVERED BY MEDICARE 
FOREIGN TRAVEL – NOT COVERED BY MEDICARE – Medically necessary emergency care services beginning during the 
first 60 days of each trip outside the USA 

First $250 each calendar year $0 $0 $250 
Remainder of Charges $0 80% to a lifetime maximum 

benefit of $50,000 
20% and 
amounts over 
the $50,000 
lifetime 
maximum 

 

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.



33

Plan F 
MEDICARE (PART A) – HOSPITAL SERVICES – PER BENEFIT PERIOD 

*  A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have  
 been out of the hospital and have not received skilled care in any other facility for 60 days in a row. 

**   NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare  
       and will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the  
       policy’s “Core Benefits.”  During this time the hospital is prohibited from billing you for the balance based on any  
       difference between its billed charges and the amount Medicare would have paid. 

Services Medicare Pays Plan Pays You Pay 
HOSPITALIZATION*- Semiprivate room and board, general nursing and miscellaneous services and supplies  

First 60 days All but $1,068 $1,068 (Part A Deductible) $0 

61st through  90th day All but $267 a day  $267 a day $0 
91st day and after:    
– While using 60 lifetime reserve  
    days 

All but $534 a day $534 a day $0 

– Once lifetime reserve days are  
    used: 

   

Additional 365 days 
 

$0 
 

100% of Medicare eligible 
expenses 

$0** 
 

 Beyond the additional 365 
days 

$0 $0 All costs 

SKILLED NURSING FACILITY CARE*- You must meet Medicare’s requirements, including having been in a hospital for at 
least 3 days and entered a Medicare-approved facility within 30 days after leaving the hospital 

First 20 days All approved amounts $0 $0 

21st through 100th day All but $133.50 a day Up to $133.50 a day $0 

101st day and after $0 $0 All costs 

BLOOD – First 3 pints $0 3 pints $0 

    Additional amounts 100% $0 $0 

HOSPICE CARE – Available as long 
as your doctor certifies you are 
terminally ill and you elect to receive 
these services. 

All but very limited 
coinsurance for  
outpatient drugs and  
inpatient respite care. 

$0 Balance 

MEDICARE (PART B) – MEDICAL SERVICES – PER CALENDAR YEAR 
     ***   Once you have been billed $135 of Medicare-approved amounts for covered services (which are noted with an   
              asterisk), your Part B Deductible will have been met for the calendar year. 

Services Medicare Pays Plan Pays You Pay 
MEDICAL EXPENSES – IN OR OUT OF THE HOSPITAL AND OUTPATIENT HOSPITAL TREATMENT, such as Physician’s 
services, inpatient and outpatient medical and surgical services and supplies, physical and speech therapy, diagnostic tests, 
durable medical equipment 
First $135 of Medicare-approved 

amounts*** 
$0 $135 (Part B Deductible) $0 

Remainder of Medicare-approved amounts Generally 80% Generally 20% $0 

PART B EXCESS CHARGES  
(Above Medicare-approved amounts) 

$0 100% $0 

 FA577  
  

       1/09 
Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.
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Plan F 
MEDICARE (PART B) – MEDICAL SERVICES – PER CALENDAR YEAR (continued) 

     ***    Once you have been billed $135 of Medicare-approved amounts for covered services (which are noted with an  
               asterisk), your Part B Deductible will have been met for the calendar year. 

Services Medicare Pays Plan Pays You Pay 
BLOOD – First 3 pints $0 All costs $0 
 Next $135 of Medicare-approved 

amounts*** 
$0 $135 (Part B 

Deductible) 
$0 

Remainder of Medicare-approved amounts 80% 20% $0 

CLINICAL LABORATORY SERVICES –  
Tests For Diagnostic Services 

 
100% 

 
$0 

 
$0 

PARTS A & B 
HOME HEALTH CARE – MEDICARE-APPROVED SERVICES 

–  Medically necessary skilled care services  
     and medical supplies 

100% $0 $0 

–  Durable medical equipment:    
First $135 of Medicare-approved  

       amounts*** 
$0 
 

$135 (Part B 
Deductible) 

$0 
 

Remainder of Medicare-approved 
amounts 

80% 20% $0 

OTHER BENEFITS – NOT COVERED BY MEDICARE 
FOREIGN TRAVEL – NOT COVERED BY MEDICARE – Medically necessary emergency care services beginning during the 
first 60 days of each trip outside the USA 

First $250 each calendar year $0 $0 $250 
Remainder of Charges $0 80% to a lifetime 

maximum benefit 
of $50,000 

20% and amounts 
over the $50,000 
lifetime maximum 

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.
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Plan K  
You will pay half of the cost-sharing of some covered services until you reach the annual out-of-pocket limit of  

$4620 each calendar year. The amounts that count toward your annual limit are noted with diamonds ( ) in the  
chart below. Once you reach the annual limit, the plan pays 100% of the Medicare copayment and coinsurance for  
the rest of the calendar year.   However, this limit does NOT include charges from your provider that exceed 
Medicare-approved amounts (these are called “Excess Charges”) and you will be responsible for paying this 
difference in the amount charged by your provider and the amount paid by Medicare for the item or service.   

MEDICARE (PART A) – HOSPITAL SERVICES – PER BENEFIT PERIOD 
       ** A benefit period begins on the first day you receive service as an inpatient in a hospital and ends 
            after you have been out of the hospital and have not received skilled care in any other facility for 60 
            days in a row. 

Services Medicare Pays Plan Pays You Pay  
HOSPITALIZATION** - Semiprivate room and board, general nursing and miscellaneous services and supplies  

First 60 days All but $1,068 $534 (50% of Part A 
Deductible) 

$534 (50% of Part A 
Deductible)  

61st through  90th day All but $267 a day  $267 a day $0  
91st day and after:    
–  While using 60 lifetime reserve days All but $534 a day $534 a day $0  
–  Once lifetime reserve days are used:    

Additional 365 days (lifetime) 
 

$0 
 

100% of Medicare Eligible 
Expenses 

$0*** 
 

 Beyond the additional 365 days $0 $0 All costs 

SKILLED NURSING FACILITY CARE** - You must meet Medicare’s requirements, including having been in a hospital for at 
least 3 days and entered a Medicare-approved facility within 30 days after leaving the hospital 

First 20 days All approved amounts $0 $0  

21st through 100th day All but $133.50 a day Up to $66.75 a day $66.75 a day  

101st day and after $0 $0 All costs 

BLOOD –  

     First 3 Pints $0 50% 50%  

    Additional amounts 100% $0 $0  

HOSPICE CARE – Available as long as 
your doctor certifies you are terminally ill 
and you elect to receive these services 

Generally, most Medicare 
eligible expenses for out-
patient drugs and 
inpatient respite care 
 

50% of coinsurance or 
copayments 

50% of coinsurance 
or copayments  

*** NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare  
        and will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the  
        policy’s  “Core Benefits.”  During this time the hospital is prohibited from billing you for the balance based     
        on any difference between its billed charges and the amount Medicare would have paid. 

 

 

 
FA528                                                                                                                                                                                             1/09 

Medicare benefits are subject to change. Please consult the latest Guide to Health Insurance for People with Medicare.
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Plan K  
 

MEDICARE (PART B) – MEDICAL SERVICES – PER CALENDAR YEAR 

Services Medicare Pays Plan Pays You Pay  
MEDICAL EXPENSES – IN OR OUT OF THE HOSPITAL AND OUTPATIENT HOSPITAL TREATMENT, such as Physician’s 
services, inpatient and outpatient medical and surgical services and supplies, physical and speech therapy, diagnostic tests, 
durable medical equipment. 
First $135 of Medicare-Approved 

Amounts**** 
 

$0 $0 $135 (Part B 
Deductible)****  

Preventive Benefits for Medicare 
Covered Services 

Generally 75% or more 
of Medicare- approved 
amounts 

Remainder of Medicare- 
approved amounts 

All costs above Medicare- 
approved amounts 

Remainder of Medicare-Approved 
Amounts 

Generally 80% Generally 10% Generally 10%  

PART B EXCESS CHARGES  
(Above Medicare-Approved 

Amounts) 

$0 $0 All costs (and they do not 
count toward annual 
out-of-pocket limit of 
$4620) 

BLOOD –     
 First 3 Pints $0 50% 50%  
 Next $135 of Medicare-Approved 

Amounts**** 
$0 $0 $135 (Part B 

Deductible)****  
Remainder of Medicare-Approved 

Amounts 
Generally 80% Generally 10% Generally 10%  

CLINICAL LABORATORY 
SERVICES –  
 Tests For Diagnostic Services 

 
 
100% 

 
 
$0 

 
 
$0  

PARTS A & B 
HOME HEALTH CARE – MEDICARE APPROVED SERVICES 

Medically necessary skilled care 
services and medical supplies 

100% $0 $0  

Durable medical equipment:    

First $135 of Medicare-        
Approved Amounts**** 

$0 
 

$0 $135 (Part B 
Deductible)****  

Remainder of Medicare-
Approved Amounts 

80% 10% 10%  

                 Medicare benefits are subject to change.  Please consult the latest Guide to Health Insurance for People with Medicare. 

             This plan limits your annual out-of-pocket payments for Medicare-approved amounts to $4620 per  year. However,  
         this limit does NOT include charges from your provider that exceed Medicare-approved amounts (these  
         are called “Excess Charges”) and you will be responsible for paying this difference in the amount charged  
         by your provider and the amount paid by Medicare for the item or service.   
         ****  Once you have been  billed $135 of Medicare-approved amounts for covered services (which are noted with  
                    asterisks), your Part B Deductible will have been met for the calendar year.   
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SecureHorizons®

by UnitedHealthcare®

SecureHorizons Medicare Complete – Low Option HMO Plan-18410
Benefits and Coverage Member’s Costs

Physician Services/Basic Health Services
Consultation, diagnosis, and treatment

Primary Care Physician

Specialist

$15 co-payment per office visit

$25 co-payment per office visit

Annual Physical Examination
Includes Pap smears Covered in full

Immunizations
Flu shots, pneumococcal vaccine and Hepatitis B injections

All other Medicare-approved immunizations

Covered in full

Covered in full

Hospitalization $500 co-payment per admission*

Non-network/out-of-Area Urgent Care $25 co-payment

Ambulance Services
Medically necessary ambulance transport $50 co-payment

Outpatient Surgical Services
Certified Ambulatory Surgical Center

Outpatient Hospital Facility

$250 co-payment

$250 co-payment

Outpatient Mental Health Care/ Outpatient 
Substance Abuse Treatment

$25 co-payment

Inpatient Psychiatric Care/
Inpatient Substance Abuse Treatment

$500 co-payment per admission, up to 190 

Days lifetime maximum in a psychiatric hospital

Emergency Services
You may go to any emergency room if you 

Reasonably believe you need emergency care

Covered Worldwide

$50 co-payment, waived if admitted to hospital

Within 24 hours for the same condition

Prescription Drugs – Retail
(up to 30 day-supply)

$15 generic; $25 brand-name; $40 non-formulary

Prescription Drugs – Mail Order
(90 day-supply)

$30 generic; $50 brand-name; $80 non-formulary

Renal Dialysis $25 at network facility or Medicare Facility

Radiation Therapy $25 co-payment

Radiology Services
Standard X-ray films

Specialized scanning and imaging procedures

CT, SPECT, PET, MRI–with or without contrast media

Covered in full

Skilled Nursing Facility Care Covered $0/day Days 1-20, $50/day Days 21-100 up to 100 

days per benefit period** in a Medicare-certified Skilled 

Nursing Facility

Vision Care
Examination for eyeglasses (Refraction) $25 for Medicare covered eye exams, per visit

Hearing Services
Routine hearing examination $25 for Medicare covered hearing exams, per visit

Chiropractic Services $25 co-payment, per office visit; Medicare Benefit only

*Inpatient Hospital Co-payments are not charged on a per admission or daily basis.  Original Medicare hospital benefit periods do 
not apply.  For Inpatient Hospital, you are covered for an unlimited number of days as long as they hospital stay is medically necessary 

and authorized by United Healthcare or contracting providers.  When you are admitted to an Inpatient Hospital and then subsequently 

transferred to another Inpatient Hospital, you pay the co-payment charged for the first hospital admission.  You do not pay a co-payment 

for the second hospital admission; the co-payment is waived. 

**A benefit period begins the day you go to a hospital.  The benefit period ends when you haven’t received hospital or skilled care (in a SNF) 

for 60 days in a row.  If you go into the hospital after one benefit period has ended, a new benefit period begins.  You must pay the skilled 

nursing facility care co-payment, if applicable, for each benefit period.  There is no limit to the number of benefit periods you can have. 
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SecureHorizons®

by UnitedHealthcare®

SecureHorizons Medicare Complete – High Option HMO Plan-18409
Benefits and Coverage Member’s Costs

Physician Services/Basic Health Services
Consultation, diagnosis, and treatment

Primary Care Physician

Specialist

$10 co-payment per office visit

$20 co-payment per office visit

Annual Physical Examination
Includes Pap smears $0 Primary Care Physician

Immunizations
Flu shots, pneumococcal vaccine and Hepatitis B injections

All other Medicare-approved immunizations

Covered in full

Covered in full

Hospitalization $250 co-payment per admission*

Non-network/out-of-Area Urgent Care $25 co-payment

Ambulance Services
Medically necessary ambulance transport $50 co-payment

Outpatient Surgical Services
Certified Ambulatory Surgical Center

Outpatient Hospital Facility

$125 co-payment

$125 co-payment

Outpatient Mental Health Care/ Outpatient 
Substance Abuse Treatment

$20 co-payment

Inpatient Psychiatric Care/
Inpatient Substance Abuse Treatment

$250 co-payment per admission, up to 190 

Days lifetime maximum in a psychiatric hospital

Emergency Services
You may go to any emergency room if you 

Reasonably believe you need emergency care

Covered Worldwide

$50 co-payment, waived if admitted to hospital

Within 24 hours for the same condition

Prescription Drugs – Retail
(up to 30 day-supply)

$10 generic; $20 brand-name; $40 non-formulary

Prescription Drugs – Mail Order
(90 day-supply)

$20 generic; $40 brand-name; $80 non-formulary

Renal Dialysis $20 at network facility or Medicare Facility

Radiation Therapy $20 co-payment

Radiology Services
Standard X-ray films

Specialized scanning and imaging procedures

CT, SPECT, PET, MRI–with or without contrast media

Covered in full

Skilled Nursing Facility Care Covered $0/day Days 1-20, $50/day Days 21-100 up to 100 

days per benefit period** in a Medicare-certified Skilled 

Nursing Facility

Vision Care
Examination for eyeglasses (Refraction)

$10 Primary Care Physician/

$20 Specialist co-payment, per office visit

Hearing Services
Routine hearing examination

Medicare diagnostic hearing examinations - $20 Specialist 

co-payment, per office visit

Chiropractic Services $10 Primary Care Physician/$20 co-payment, per office visit

*Inpatient Hospital Co-payments are not charged on a per admission or daily basis.  Original Medicare hospital benefit periods do 
not apply.  For Inpatient Hospital, you are covered for an unlimited number of days as long as they hospital stay is medically necessary 

and authorized by United Healthcare or contracting providers.  When you are admitted to an Inpatient Hospital and then subsequently 

transferred to another Inpatient Hospital, you pay the co-payment charged for the first hospital admission.  You do not pay a co-payment 

for the second hospital admission; the co-payment is waived. 

**A benefit period begins the day you go to a hospital.  The benefit period ends when you haven’t received hospital or skilled care (in a SNF) 

for 60 days in a row.  If you go into the hospital after one benefit period has ended, a new benefit period begins.  You must pay the skilled 

nursing facility care co-payment, if applicable, for each benefit period.  There is no limit to the number of benefit periods you can have.  
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Dental and Vision 
Benefits Information
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Dental Plan Overview

Plan Features UHC PPO UHC DHMO UHC EPO

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

Calendar Year Deductible 

*Individual 

*Family

 

$50 

$150

 

$0 

$0

 

$50 

$150

Maxium 

*Calendar Year 

*Orthodontic Lifetime

 

$1000 per person 

N/A

 

$0 

******

 

$1250 

$1500

Visits and Exams 

*Office visit 

*Oral Exam 

*X-rays

You pay 0% 

 

You pay any charges in  

excess of Allowed 

Amount* 

 

Office visit: $5 

Oral exam $0  

X-rays: $0

Copays vary by service 

according  

to Patient Charge 

Schedule* 

Basic Services 

*Filings 

*General Services 

*Space Maintainers

You pay 0% 

 

You pay 20% and any 

charges in  

excess of Allowed 

Amount* 

Copays vary by service 

according  

to Patient Charge 

Schedule* 

Copays vary by service 

according  

to Patient Charge 

Schedule* 

Major Services 

*Crowns 

*Dentures/bridges

You pay 50% 

 

You pay 50% and any 

charges in  

excess of Allowed 

Amount* 

Copays vary by service 

according  

to Patient Charge 

Schedule* 

Copays vary by service 

according  

to Patient Charge 

Schedule* 

Orthodontic Services Not Covered Not Covered 

Copays vary by service 

according  

to Patient Charge 

Schedule*

Copays vary by service 

according  

to Patient Charge 

Schedule*

UnitedHealthcare  is our provider for dental plan offerings for 2010.  Your options for dental include the Dental 

HMO which provides in network benefits exclusively and the PPO (Indemnity) Plan which allows you to select your 

provider.  You may access the fee schedule below.

**The benefit percentage applies to the schedule of maximum allowable charges. Maximum allowable charges are limitations on billed charges in the geographic area in 
which the expenses are incurred.

2011 Dental Monthly Rates for Retirees
UHC PPO UHC DHMO UHC EPO

Member Only $24.37 $7.84 $18.20

Member + Spouse $48.76 $14.43 $33.48

Member + Child(ren) $49.73 $14.51 $33.66

Member + Family $74.13 $20.40 $47.33
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Dental PPO Information
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Dental HMO Information
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Vision Plan Overview

Benefit/Service UHC Network Provider Out-of Network 
Reimbursement

Comprehensive Exam (every 12 months) $10.00 copay $40.00

Materials $25.00 copay N/A

Spectacle Lenses (every 12 months)

Standard Scratch Resistant Coating
$25.00 copay

Single Vision $40.00 

Bifocal           $60.00 

Trifocal         $80.00 

Lenticular     $80.00

Frames (every 24 months) $130.00 retail frame allowance $45.00

Contact Lenses (every 12 months)

Note: Covered in full contacts in lieu of eyeglasses. 

The covered-in-full contact lens benefit at network 

providers includes the fitting/evaluation, contacts, 

and two follow-up visits (after $25 copay).  For those 

who choose disposable lenses, up to 4 boxes are 

included when obtained from a network provider.  

$105.00 allowance
Elective        $105.00 

Necessary    $210.00

Laser Vision Benefit UHC has partnered with the Laser 

Vision Network of America (LVNA) 

to provide members with access 

to discounted laser correction 

providers at 877-28-SIGHT.

N/A

Important to Remember:
*Benefits available every 12 to 24 months (depending on the benefit frequency), based on last date of service.

*Your $105 Contact lens allowance is applied to the fitting/evaluation fees as well as the purchase of the contact 

lenses.  For example, if the fitting/evaluation fee is $30, your will have $75 towards the purchase of contact lenses.  

The allowance maybe separated at some retail chain locations between the examining physician and the optical 

store.  If you choose disposable contacts, you may receive up to 4 boxes of disposable contacts (depending on 

prescription).  Toric, gas permeable and bifocal contacts are all examples that are outside of our covered-in-full 

selection.  

*Out-of-Network Reimbursements:  Receipts for services and materials purchased on different dates must be 

submitted together at the same time to receive reimbursement.  Receipts must be submitted within 12 months of 

date of service to the following address: UHC Vision ATTN: Claim Dept. PO BOX 30978 Salt Lake City, UT 84130

2010 Vision Monthly Rates for Retirees

Vision 

Member only   $5.64

Member + spouse $10.29

Member + child (ren) $10.81

Member + family $16.63
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Legislative Notices
What is COBRA?
The Consolidated Omnibus Budget Reconciliation Act (COBRA) requires most employers with group health benefit 

plans to offer employees the opportunity to continue temporarily their group health care coverage under their 

employer’s plan if their coverage otherwise would cease due to termination, layoff or other change in employment 

status (referred to as “qualifying events”).

How long must COBRA continuation coverage be available?
 Up to 18 months for termination or reduction of hours

 Up to 29 months to employees who are determined to have been disabled at any time during the first 60 days of   

 COBRA coverage and to the disabled employee’s nondisabled beneficiaries

 Up to 36 months for spouses and dependents due to an employee’s death, a divorce or legal separation

What plans are subject to COBRA?
Group health, vision, dental and health care spending account (EMSP) plans are subject to COBRA.

What specific events can be qualifying events?
 Death of employee

 Voluntary or involuntary termination of employment (other than by reason of gross misconduct) 

 Retirement

 Reduction in hours

 Divorce or legal separation

 Dependent child ceasing to be a dependent

How much does COBRA cost for City of Dallas Sponsored plans?

COBRA 70/30/ PPO 75/25 PPO 
with HRA

Member only $154 $366 

Member + spouse $321 $719 

Member + child (ren) $291 $647 

Member + family $440 $980 

Women’s Health and Cancer Rights Act of 1998 annual notice
Did you know that your benefit plan, as required by the Women’s Health and Cancer Rights Act of 1998, provides 

benefits for mastectomy-related services, including reconstruction and surgery to achieve symmetry between the 

breasts, prostheses and complications resulting from a mastectomy including lymphedema? Contact the Benefits 

Service Center at 1-888-752-9122 for more information.

Statement of Rights under the Newborns’ and Mothers’ Health Protection Act
Under federal law, group health plans and health insurance issuers offering group health insurance coverage 

generally may not 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 delivery by 

cesarean section. However, the plan or issuer may pay for a shorter stay if the attending health professional (such as 

your physician, nurse midwife or physician assistant), after consultation with the mother, discharges the mother or 

newborn earlier. 
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Also, under federal law, plans and issuers may not set the level of benefits or out-of-pocket costs so that any later 

portion of the 48–hour (or 96–hour) stay is treated in a manner less favorable to the mother or newborn than 

any earlier portion of the stay. In addition, a plan or issuer may not, under federal law, require that a physician or 

other health care professional obtain authorization for prescribing a length of stay of up to 48 hours (or 96 hours). 

However, to use certain physicians or facilities or to reduce your out-of-pocket costs, you may be required to obtain 

precertification. For information on precertification, contact the Benefits Service Center at 1-888-752-9122.

Health Insurance Portability and Privacy Act
This notice describes how health information about you may be used and disclosed and how you can get access to 

this information. Please review it carefully.

Protecting Your personal Health Information
The City of Dallas understands that your health information is personal and private. We are committed to protecting 

the privacy of your health information and the health information of your family members that we, and the Health 

Plans we sponsor for the benefit of our employees, receive and maintain. This health information is referred to in 

this notice as “your protected health information.” We are required by the federal Health Insurance Portability and 

Accountability Act of 1996 (HIPAA) to: 

1. Make sure that your protected health information is kept private.

2. Give you this Notice of our legal duties and privacy practices with respect to your protected health information. 

3. Follow the terms of this Notice, as currently in effect.

This Notice is effective April 14, 2003, and applies to all of the medical records the City and our business associates 

maintain that have been provided to us through the Health Plans. If you are covered under one of the City’s insured 

Health Plans, you may receive a similar notice from your Health Plan’s insurance carrier.



57



58

Legislative Highlights
The Federal Mental Health Parity Act was signed into law on Oct. 3, 2008 (the “2008 Act”) as part of the recently 

enacted economic recovery package (Sections 511 and 512 of HR 1424, PL 110-343). The new law, which amends 

ERISA, the Internal Revenue Code and the Public Health Service Act, requires insured and self-insured plans to 

provide “parity” between the financial requirements and treatment limitations applied to: (a) mental health and 

substance use disorder benefits, and (b) medical and/or surgical benefits.

This requirement will take effect for most plans on the first day of their plan year which begins or renews on or after 

Oct. 3, 2009.

New Requirements
  The new law does not allow either more restrictive or separate financial requirements for mental health and  

 substance use disorder coverage. It specifically defines the ‘financial requirements’ that must be in parity as:

 1. Deductibles

 2. Co-payments

 3. Coinsurance

 4. Out-of-pocket expenses

 However, a plan may still have an aggregate lifetime limit and an aggregate annual limit that is applied to both  

 medical and mental health and substance use disorder benefits.

 The law prohibits treatment limits on mental health and substance use disorder benefits that are more   

 restrictive than those of medical/surgical benefits. The law specifically requires the following limitations to be in  

 parity:

 1. Limits on frequency of treatment

 2. Limits on number of visits

 3. Limits on number of days of coverage

 4. Other similar limits on the scope or duration of coverage

  The law requires an explanation of a denial of benefits for mental health and substance use disorder treatment  

 (if requested)

  The law also requires out-of-network (OON) coverage for mental health and substance use disorder treatment if  

 OON coverage is available for medical/surgical benefits

 Employers who have behavioral health benefit limits or cost-sharing requirements will need to review those  

 restrictions against their medical benefits coverage in order to assess whether they meet federal parity   

 requirements of the 2008 Act and, if not, to determine what adjustments need to be made to your plan design  

 to achieve compliance. This review will need to be completed well in advance of the effective date stated  

 above.

  Under the new law, employers can choose which mental health and substance use diagnoses they want to  

 cover. The parity requirements will apply to all diagnoses the employer chooses to cover (subject to applicable  

 state law mandates; many states currently have limits on specific diagnoses such as autism, for example). An  

 employer can not choose to cover some diagnoses at parity and others not at parity.

Complaints and Questions
If you have questions about your HIPAA privacy rights or if you believe your rights have been violated, you may 

contact the City or one of the Health Plan representatives listed below or you may file a complaint with the 

Department of Health and Human Services. You will not be penalized for filing a complaint.
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Non-City Sponsored Benefits
Voluntary Benefits
Not sponsored by the City of Dallas; 
available on an individual basis (Pre-65 Only)

 Accident Insurance

Cancer Insurance

The City of Dallas does not sponsor the Voluntary Benefits disclosed in the following pages. 
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©2010 Colonial Life & Accident Insurance Company.

Colonial Life products are underwritten by Colonial Life & Accident 

Insurance Company, for which Colonial Life is the marketing brand.

Take Advantage of What Colonial Life Has to Offer!

You have the opportunity to apply for personal insurance products from Colonial Life! These benefits 
can enhance your current benefits portfolio and can be customized to fit your individual needs.

Also:
  Coverages are available for you and your family, with most products.

  You will enjoy the convenience of premium payment through pension deductions.

  You will have the ability to take most coverages with you if you change jobs or retire.

The following insurance plans will be offered during your enrollment:

Accident Insurance helps offset the direct and indirect expenses such as co-payments, deductibles and 

other costs not covered by traditional health care plans.

Cancer Insurance helps offset the out-of-pocket medical and indirect, non-medical expenses related to 

cancer treatment. 

A Colonial Life benefits counselor will explain how these benefits can help protect you and your 
family. Your insurance needs can be reviewed in just a few minutes. With Colonial Life, you can 
select benefits that help meet your individual needs. 

Products have exclusions and limitations that may affect benefits payable. See the Outline of Coverage for 

complete details.

Colonial Life & Accident Insurance Company,

1200 Colonial Life Boulevard, Columbia, SC 29210     

Policyholder Services:    Phone: 800.325.4368   

   Website: coloniallife.com  
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Vendor Contact List
City of Dallas Customer Service Benefits Service Center (BSC) 1-888-752-9122                                       

Health - UHC

PPO and HRA Plans
Membership services

Pharmacy services

PPO/HRA Care24

Web site

1-800-736-1364

1-877-842-6048

1-800-586-6875

www.myuhc.com

AARP Medicare Supplement - UHC

Membership services (To ask questions, enroll or change plans)

Web site

1-800-392-7537

www.aarphealthcare.com 

Medicare Advantage HMO - UHC  

Membership services (To ask questions, enroll or change plans)

Web site

1-800-950-9355

www.securehorizons.com  

Medicare Part D Prescription Plan - UHC

Membership services (To ask questions only)

City of Dallas Benefits Service Center  

(To enroll or change plans)

Web site

1-800-392-7537

1-888-556-6648

 

www.UnitedMedicareRX.com 

Dental and Vision - UHC

Vision services – UnitedHealthcare
Web site 

Dental HMO – UnitedHealthcare
Dental PPO and EPO – UnitedHealthcare
Web site

1-800-638-3120

www.myuhcvision.com 

1-800-232-0990

1-877-816-3596

www.myuhcdental.com

Employee Retirement Fund

Web site

214-580-7700

www.dallaserf.org

Dallas Police & Fire Pension 

Toll-free

Web site

1-800-638-3861 / 214-638-3863

www.dpfp.org

Wellness Website http://www.cod/HumanResources/wellaware/

wellaware.html 

City of Dallas Website www.dallascityhall.com   
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About This Guide
This 2011 Benefits & Enrollment Guide describes, in non-technical language, the essential features of the City of Dallas Health Benefits 

Plan (The Plan).  This Guide has been prepared as a reference only.  It is not an official Master Plan Document for the City of Dallas Health 

Benefits Plan, including dental, vision, life and voluntary benefits.  The terms and conditions of coverage under The Plan are determined 

solely by the Master Plan Document as adopted by the City Council of the City of Dallas.  If there is a difference between what you read in 

this Guide and what you read in the official SPD (Summary Plan Description), the official Master Plan Document will govern.  

City of Dallas Publication No. 09/10-65

Additional copies may be obtained from: 

The Benefits Service Center @ 888-752-9122


