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Enrollment  
Steps  

Required to be completed  

by all Active Members

Wellness  
Steps  

Required for  

Wellness Program (HCP) 

participation in 2024

COMPLETE THESE STEPS BY 
DECEMBER 1, 2023

Dependent  
Verification 

 
Required to be  

completed by all 
Members currently  

covering a  
Spouse/Domestic Partner

SCAN ME
Focus your smart device’s camera on this image  
to log in and start your Open Enrollment.

Check your email or postal  
mail for your personalized  
Open Enrollment packet.  
Log in or create your Participant 
Account at ufcwtrust.com to enroll 
online from October 2, 2023 to 
December 1, 2023.

If you have not already,  
please create a new account on 

ufcwtrust.com to log in and  
complete your Open Enrollment. 

For questions or to complete 
Open Enrollment over the phone, 

call (800) 552-2400 Monday 
through Friday, 8 a.m. to 5 p.m.
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REQUIRED 
 
You must complete all required Enrollment Steps to maintain coverage for the 2024 Plan Year 
(calendar year). If you do not complete Enrollment Steps by December 1, 2023, you and any 
currently enrolled Dependents will lose coverage effective January 1, 2024. Please review this guide 
carefully to ensure you understand your benefit options for the 2024 Plan Year. 

REQUIRED 
 
You must complete Dependent Verification if you are currently covering a Spouse/Domestic 
Partner. If you do not complete Dependent Verification by December 1, 2023, your currently 
enrolled Spouse/Domestic Partner will lose coverage effective January 1, 2024. 

REQUIRED FOR WELLNESS PROGRAM 
 
If you wish to participate in the 2024 Plan Year Wellness Program, which is sometimes referred to 
as “Health Care Partnership” (“HCP”), you and your enrolled Spouse/Domestic Partner must 
complete ALL Wellness Steps by December 1, 2023. If you have a currently enrolled 
Spouse/Domestic Partner, they must complete Wellness Steps even if you are disenrolling them 
from your Plan in 2024.  
 
This guide details how your participation in the Wellness Program will lower your health care costs. 

CHOICES 
 
You may choose between the Premier PPO Plan and the Premier HMO Plan. You are also eligible 
to participate in the Wellness Program (HCP). By participating in the Wellness Program (HCP), 
your out-of-pockets cost will be less compared to not participating in the Wellness Program (HCP). 
 
Please note, there is only one Premier PPO and one Premier HMO plan of benefits. This guide and 
other materials from the Trust Fund Office may use the term “HCP” and other related terms to 
help participants understand the differences associated with participating in the Wellness Program 
(HCP) versus not participating.

Please read this page before  
beginning Open Enrollment!



Participate in the Wellness Program (HCP)  
to receive HRA funding for the 2024 Plan Year!

When you participate in the Wellness Program (HCP), you and your family receive credits into the Health 
Reimbursement Account (HRA). You can use these HRA credits toward you and your enrolled Dependents’ 
medical and prescription drug expenses that are not paid by the Plan, such as deductibles and copayments. 
You do not need to pay out-of-pocket for these expenses until the credits in your HRA are exhausted. 
 
As long as you continue to enroll annually in the UCBT health plan, unused HRA credits are carried over into the 
next calendar year. The Plan will provide additional credits into your HRA each year that you continue to 
participate in the Wellness Program (HCP). Unlike a regular bank account, you cannot make deposits into your 
HRA or withdraw funds from it. Your HRA does not earn interest and it cannot be invested.

What is a Health Reimbursement Account?

Health Reimbursement Account Funding

Blue Shield of  
California PPO

Kaiser HMO

Wellness Program 
(HCP) 
Annual HRA Funding

• Employee Only: +$700 
• Employee with Dependent(s): +$1,250

• Employee Only: +$700 
• Employee with Dependent(s): +$1,250

Not Participating in  
the Wellness Program 
(HCP)

No Annual HRA Funding but any 
remaining HRA balance may be used. 

No Annual HRA Funding but any  
remaining HRA balance may be used.

What can I use my  
HRA credits for?

• Your medical deductible 
• Your medical coinsurance 
• Your preferred prescription drug co-pays

Wellness Program (HCP) 
participants also enjoy:

• Reduced out-of-pocket costs 
• Reduced costs on hospital visits

• Reduced costs for doctor visits 
• Reduced Dependent premiums

Whether you enroll in PPO or HMO, your existing HRA will  
continue to be available when you complete Open Enrollment.
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Open Enrollment Checklist

Dependent Verification1

q Complete Dependent Verification 
If you are currently covering a Spouse/Domestic 
Partner, upload your most recently filed Tax Return 
or a Recurring Household Bill as proof of your  
continued relationship. See page 8 for detailed  
instructions on completing Dependent Verification 
and the full Documentation Requirements.
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Enrollment Steps

q Enrollment Steps 
Change or Confirm your Carriers  
and Dependents 

 

Review Preliminary Elections 
Review your Preliminary  
Elections Statement for accuracy.  

 

Upload Proof Documents 
Upload any required proof documents for 
newly enrolled Dependents. See page 12 
for detailed instructions on how to upload 
documents. 

 

Enrollment Approved 
Once your Enrollment Steps have been  
approved, view your final Approved  
Confirmation Statement.

q

q

q

Wellness Steps 
(Required for Wellness Program Participation in 2024)  

q Wellness Health Care Partnership (HCP) Agreement 
Review and Accept the 2024 Wellness Agreement  
 
Member 
 
Spouse/Domestic Partner  (If currently covered) 

 

GINA Authorization 
Review and Accept the 2024 GINA (Genetic  
Information Nondiscrimination Act) Authorization. 
 
Spouse Only   
The GINA Authorization must be submitted prior to the 
Biometric Test results. Without the GINA Authorization 
the Trust Fund Office cannot process your Spouse’s  
Biometric Tests.  
 

Health Risk Questionnaire (HRQ) 
Complete a survey about your health.  
Member 
 
Spouse/Domestic Partner (If currently covered) 

 

Kaiser HIPAA (If Applicable)  
Are you currently enrolled in Kaiser, or will be enrolled in 
Kaiser for 2024? The Kaiser HIPAA Authorization is  
required for Wellness Plan Participants to receive their 
HRA credits, and for the Trust Fund Office to receive your 
Biometric Test Results from Kaiser. See page 19.  
Member 
 
Spouse/Domestic Partner (If currently covered) 
 

Biometric Tests 
Review your Biometric Instructions (PPO or HMO) on 
page 20 for how to complete your Biometric Screening. 
 
Member 
 
Spouse/Domestic Partner (If currently covered) 
 

Wellness 2024 Participation Approved 
Wellness Steps for your Family have been reviewed by the 
Trust Fund Office and approved for participation in the 
Wellness Program (HCP) for 2024. 

q

q

q

q

q
q

q

q

q

q
q

2

3

q

q
q
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If you are currently covering a Spouse/Domestic Partner, you must submit the required 
documents to the TFO by December 1, 2023, to continue their coverage in 2024.

All Members with a currently enrolled Spouse/Domestic Partner must 
complete Dependent Verification Steps by December 1, 2023. If you do not 
complete Dependent Verification Steps, coverage for your currently enrolled 
Spouse/Domestic Partner will terminate on January 1, 2024.

You must complete Dependent Verification even if you do not plan 
to cover your Spouse/Domestic Partner in Plan Year 2024.

Funding for your UCBT benefits is not unlimited. To make sure the Plan is providing 
benefits only to Dependents who meet the Plan’s eligibility requirements, the Plan 
must regularly verify Dependent eligibility. Therefore, you are being asked to provide 
current proof of your continuous relationship with your Spouse/Domestic Partner.  
 
You must submit one of the following as proof of current relationship:

Dependent Verification 
Required for all Members currently covering 
a Spouse/Domestic Partner

!

Type of document Documentation requirements

Tax return 
Page 1 of your most recently filed federal tax return with your spouse listed or 
acknowledgment of your tax extension (Form 4868)  
(Please cover up financial information)

Recurring  
household bill

Any of the following documents within the last 60 days. Spouse’s name  
and Member’s address must be listed on the document and match with  
our system. It must be a recurring statement. For privacy, financial information 
can be covered before sending to the TFO.  
• Utility Bill: Electric, Gas, Water, Phone, Cable, Internet, Cellular 
• Mortgage or Rent Statement 
• Car Payment Statement 
• Bank Statement 
• Credit Card Statement



Page 9

Dependent Verification 
Step-by-Step Instructions

You can also submit your Dependent Verification documentation through postal mail, fax, 
or drop it off in-person to one of our offices: 
 

• Mail: PO Box 4100, Concord, CA 94524-4100 
 

• Fax: Health & Welfare Services Department at (925) 746-7549  
 

• Concord Drop Off: 1000 Burnett Ave, Suite 110, Concord, CA 94520 
 

• Roseville Drop Off: 2200 Professional Drive, Suite 200, Roseville, CA 95661 
 
Please allow 5-7 business days for the TFO to review and approve your Dependent Verification.

1 Visit ufcwtrust.com and  
select “Participant Login”  
under “Access Your Account.”

2 Log in  
or register 
on the 
site.

3 Select the “Open Enrollment” tab.

4 The Open Enrollment 
page displays your  
Dependent Verification 
Action Items and progress 
bar (if applicable). Your 
progress bar will update 
automatically once  
the TFO reviews and  
approves your submitted 
documentation  
(5-7 business days). 

5
Select “Upload required DEPENDENT  
VERIFICATION Documents,” and then select the 
scanned PDF or image from your device. Select 
“2024 Dependent Verification Proof” for the 
question “What is this for?” Select “Upload.” 

6
Your Dependent  
Verification Status will 
update to “Complete” 
once the TFO reviews 
and approves your  
submitted documentation 
(5-7 business days). 
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During the Enrollment process you may change:

Completing Enrollment Steps is REQUIRED for benefits coverage during the 2024 Plan Year. 
You must complete the Enrollment Steps by December 1, 2023.

All Active Members must complete Enrollment Steps during the Open 
Enrollment period. If you do not complete Enrollment Steps by December 1, 
2023, you and your enrolled Dependents will lose coverage on January 1, 2024.

If you are an Ultra Plan Member, you are receiving this Premier Plan 
guide because you are projected to Graduate into the Premier Plan on 
or before January 1, 2024. This guide reflects the benefits in 2024 that 
you are expected to be eligible for after your graduation.

• Your choice of  
   Medical Carrier  
• Your choice of  
   Dental Carrier 

• Who you are covering as Enrolled Dependents 
 

• Add new Dependents  
 

• Remove currently enrolled Dependents

If you are adding new Dependents, you will need to submit the required documents as 

proof of your relationship with your Dependent. Follow the instructions on ufcwtrust.com 
to log in and upload the necessary documents (shown on page 12). 
 
If you enroll by phone, the Trust Fund Office (TFO) will let you know what documents 
are required to be submitted to finalize your Dependent’s enrollment. If the required 
documents are not received by the TFO by December 1, 2023, your newly added  
Dependents will not have coverage on January 1, 2024. Follow the instructions to  
upload the documents online or mail copies of the required documentation before 
December 1, 2023. 

Enrollment Steps 
Required to be completed  
by all Active Members

!
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Enrollment Steps 
Step-by-Step Instructions

1
Visit ufcwtrust.com and select 
“Participant Login” under “Access 
Your Account.”

Log in or  
register on the 
site.

The Open Enrollment page displays your  
Enrollment Steps Action Items and progress bar.  
Your progress bar will update automatically as 
you complete Action Items, or once the TFO  
reviews and approves your submitted documents 
(5-7 business days).  
 
Select “Start Enrollment Steps,” to choose your 
Carriers and Dependents for Plan Year 2024.  

2

4

Select the  
“Open  
Enrollment” 
tab. 

3



If you are enrolling a new Dependent for the 2024 Plan Year, documentation is  
required to verify the eligibility of the Dependent. To upload, mail, or fax the required 
Dependent documentation, follow the steps shown below. 

Instructions for Uploading Proof  
Documents for Newly Added Dependents

Select “Upload Proof Documents” to see a list of required documents. Select “Change” next 
to the document you are uploading and select the scanned PDF or image from your device.  
Select “Save.”  Documents you have uploaded will display a received timestamp next to the 
name.  
 
Your Proof Documents Status, if applicable, will update to “Complete” once the TFO reviews 
and approves your submitted documentation (5-7 business days).  

5

5a

5b
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Once your enrollment steps have been submitted, please review your preliminary election 
statement to ensure your elections are accurate for the 2024 Plan Year.  
 
Once you have completed all Enrollment Steps, your status bar will automatically update to 
100% complete.

6

6a

6b

You can also submit your documentation through postal mail, fax, or drop it off in-person to one of 
our offices: 
 

• Mail: PO Box 4100, Concord, CA 94524-4100  
• Fax: Health & Welfare Services Department at (925) 746-7549  
 

• Concord Drop Off: 1000 Burnett Ave, Suite 110, Concord, CA 94520 
 

• Roseville Drop Off: 2200 Professional Drive, Suite 200, Roseville, CA 95661 
 

Please allow 5-7 business days for the TFO to review and approve your Enrollment.
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If you are enrolled in Kaiser, or will be 
enrolled in Kaiser for 2024, you and your 
Spouse/Domestic Partner must also 

complete the Kaiser HIPAA Authorization 
Wellness Step. Any Dependent Children  
age 18 and over are required to complete a 
paper Kaiser HIPAA Authorization Form 
(See page 19).

If you want to participate in the Wellness Program (HCP) in 2024, you must 
complete Wellness Steps A, C, and D below by December 1, 2023. If your 
Spouse/Domestic Partner is currently enrolled under your coverage, they 
must complete Wellness Steps A, B, C, and D below. 

Health Care Partnership 
Agreement (HCP Agreement)

Spouse must also complete the 
GINA Authorization (Members 
and Domestic Partners are not 
required to complete the GINA 
Authorization) 

Health Risk Questionnaire 
(HRQ)

Biometric Screening

Wellness Steps 
Required for Wellness Program 
(HCP) participation in 2024

A

B

C

D

YES

NO

Both of you must  
individually complete 

Wellness Steps

Only you need to  
complete Wellness Steps

Who needs to complete Wellness Steps?

If you and your currently enrolled Spouse/ 
Domestic Partner do not individually 
complete all Wellness Steps, you and  
your Dependents will not be eligible to 
participate in the Wellness Plan (HCP) 
effective January 1, 2024. Your currently 
enrolled Spouse/Domestic Partner must still 
complete Wellness Steps even if you are 
dropping them from your plan for 2024.

Is your  
Spouse/Domestic 
Partner currently 
enrolled in your 

coverage?

?



Page 15

The benefits of participating in the Wellness  
Program (HCP) include lower weekly 
Dependent premiums, higher benefit coverage, 
and funding into a Health Reimbursement 
Account (HRA) for your medical and 
prescription out-of-pocket expenses. The 
chart below has additional details on how  
the Wellness Program (HCP) reduces your 
out-of-pocket costs for doctor visits, hospital 
stays, and more. 
 
All Members and currently enrolled Spouses/ 
Domestic Partners who wish to participate  
in the UCBT Wellness Program (HCP) in  
2024 MUST complete Wellness Steps. Your 
Individual and Family Wellness Step 
completion status can be reviewed on the 
Open Enrollment page of your Participant 

Account at ufcwtrust.com.

Annual costs

Hospital stays

Reduced out-of-pocket costs Non-reduced out-of-pocket costs 
 
Reduced costs for doctor visits Non-reduced cost for doctor visits 
 
Reduced costs for hospital stays Non-reduced cost on hospital stays 
 
Reduced weekly premiums Non-reduced weekly premiums  

 
 
Premier Premier 
Member: None Member: None 
Spouse/Domestic Partner: $20/week Spouse/Domestic Partner: $30/week 
Per child*: $10/week Per child*: $15/week 

*No additional weekly premium charge after three children*No additional weekly premium charge after three children

UCBT Wellness Program 
Health Care Partnership (HCP)

Dependent  
Premiums

Doctor visits

Not Participating in the  
Wellness Program

Benefits of Wellness Steps

Should I complete Wellness Steps?

?

Do you want to have lower 
out-of-pocket costs?

YES NO

Complete  
Wellness Steps

You will not  
participate in the  

Wellness Program (HCP)
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The Open Enrollment page displays your Wellness Steps Action Items and progress bar. Your 
progress bar will update automatically as you complete Action Items, or once the TFO reviews 
and approves your submitted documents (5-7 business days).  
 
To Get Started, select the “Wellness (HCP) Agreement” and select “Start.” After reviewing the 
agreement, check the box at the bottom of the e-form to agree. Select “Submit,” “OK, ”and 
then “Finish Form.” Your e-signed Agreement status will automatically update to “Complete.”  
Continue to the next step. 
 

NOTE: Some Participants will not see all Wellness Steps displayed in the example picture. 
Your Open Enrollment tab will only display Wellness Steps applicable to you. 

4

1

Visit ufcwtrust.com and select “Participant Login” 
under “Access Your Account.”

Log in or register on the site.

2

Select the “Open  
Enrollment” tab.

3

Wellness Steps 
Step-by-Step Instructions
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4a 4b

4c

4d

4e

4f

If you are an enrolled Spouse, complete 
your GINA Authorization (the Member and 
Domestic Partner will not see this step).  
Complete the GINA Authorization in the 
same way as the “Wellness (HCP) 
Agreement” e-form was completed. 
 

WARNING: The GINA Authorization is 
only applicable to an enrolled Spouse 
completing Wellness Steps. The GINA 
Authorization must be completed by the 
Spouse prior to submitting Proof of 
Completed Biometrics.

5

Wellness Steps 
Step-by-Step Instructions (cont.)



If you are a current or future Kaiser Participant (Member, 
or Spouse or Domestic Partner), review and agree to the 
Kaiser HIPAA Authorization. Select “Kaiser HIPAA 
Authorization.” After reviewing the agreement, select 
“Authorize HIPAA Agreement.” Select “Yes” to authorize 
the Agreement. Then, select “Save.” 
 

NOTE: Enrolled Dependent Children (age 18+) must 
complete a paper Kaiser HIPAA Authorization. See page 19.

7

7a 7b

Wellness Steps 
Step-by-Step Instructions (cont.)

Complete your Health Risk Questionnaire (HRQ). This 
questionnaire is comprised of 24 questions to help you 
identify healthier life habits and recommendations. The 
HRQ takes between 5-10 minutes to complete. If you need 
to save your progress and return at a later time, use  
the “Save” and “Log Out” buttons inside the e-form.  
Otherwise, complete the form, select "Submit Form," "OK," 
and then "Finish Form," to complete this Wellness Step. 

6
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Wellness Steps 
Step-by-Step Instructions (cont.)
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For Kaiser Members participating in the Wellness Program (HCP), the Kaiser HIPAA Authorization allows the 
Trust Fund Office (TFO) to apply available credits in your HRA toward deductibles and coinsurance when you 
and your Dependents use Kaiser services. Signing this HIPAA form is required for Wellness Program (HCP) 
participation every year for you and your enrolled Dependents who are age 18 and over. 
 
If you are currently enrolled, or if you are enrolling in Kaiser HMO coverage for the 2024 Plan Year, you, the 
Member, and your Spouse/Domestic Partner (if applicable), will complete an electronic HIPAA Authorization 
when you complete your Wellness Steps on the Open Enrollment website. This Authorization will also allow the 
TFO to receive your Biometric test information from Kaiser. 
 
Your enrolled children turning age 18 on or before January 2024 must sign a paper form. You may download a 
copy of the Kaiser HIPAA Authorization Form from the Open Enrollment website, or by logging into your 

Participant Account  online at ufcwtrust.com. You can then upload a scanned JPG or PDF copy of the signed 
form to your Participant Account.  

Select “Download Kaiser HIPAA Authorization Form” in the “Kaiser HIPAA for Dependent Child (age 
18+)” section, and download and print the form. Have the Dependent Child sign and date the 
Authorization. Scan or take a clear photograph of the complete form.  
 
Select “Upload Kaiser HIPAA Authorization,” and select the scanned PDF or image from your device. 
Select “Kaiser HIPAA Authorization Form” for the question “What is this for?” 
 
Select “Upload.” 

8

Kaiser HIPAA (if applicable)

Directions for Kaiser HIPAA Authorization 
for Dependent Child (Age 18+)

8a 8b

You can also submit your form through postal mail, fax, or drop it off in-person to  one of our offices:  
• Mail: PO Box 4100, Concord, CA 94524-4100  
• Fax: Health & Welfare Services Department at (925) 746-7549   
• Concord Drop Off: 1000 Burnett Ave, Suite 110, Concord, CA 94520  
• Roseville Drop Off: 2200 Professional Drive, Suite 200, Roseville, CA 95661  

Please allow 5-7 business days for the TFO to review and approve your submitted form.
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9

Both the Member and the enrolled Spouse or Domestic Partner (if applicable) must  
individually complete their own proof of Biometrics.  Select the “Biometric Instructions” that 
pertain to you. For example, if you are currently a Blue Shield PPO Participant, you will select 
the “Blue Shield PPO Biometric Instructions.”   
 
For PPO Participants, the most convenient way 
to complete your Biometrics Tests is by booking 
a Biometrics Appointment with Quest or  
Labcorp. If you complete your appointment with 
Quest or Labcorp, your results will be sent to  
the TFO automatically. If you complete your  
Biometrics Tests with your physician, continue to 
the next step to upload your completed BIO24 
form signed by your authorized medical provider. 
 
For HMO Participants, review the instructions to 
confirm that you need Biometrics Tests. If tests 
are required, schedule your tests with  
Kaiser. Your results will be sent to the TFO  
automatically after you have submitted your 
Kaiser HIPAA Authorization to the TFO. 

Instructions for Uploading  
Biometric Screening Documentation

PPO Members who complete  
a Biometrics Appointment 

through Quest or Labcorp 
according to the PPO Biometrics 
Instructions do not need to 
upload their results. Please allow 
7-10 business days after your 
completed appointment for the 
Biometrics Status to change to 
Complete.

HMO Members who complete their Biometric Tests 

with Kaiser (or are not required to take Biometrics 
Tests because they have existing test results on file, 
per the requirements in the HMO Biometrics 
Instructions), do not need to upload their results. 
Please allow 7-10 business days after you have 
completed tests (if required) and submitted your 
Kaiser HIPAA Authorization to the TFO for the 
Biometric Status to change to Complete.

PPO HMO
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10 Select the “Upload Bio24 Form” button in your Wellness Appointment Links section and select 
the scanned BIO24 form on your device. Select “Proof of Biometrics” for the question “What 
is this for?” and then select “Upload.”   
 
Your Personal Biometrics Status will update to “Complete” once the TFO reviews and approves 
your submitted documentation (5-7 business days). 

10a 10b

How to Upload Proof of Completed Biometrics

11
Once you and your Spouse/Domestic Partner  
(if applicable) have both completed all Wellness Steps, 
your Family Wellness status will update, and your status 
bar will automatically update to 100% complete. 
 

WARNING: Both the Member and the enrolled Spouse or 
Domestic Partner (if applicable) must individually 
complete their own Wellness Steps for a household to be 
complete and participate in the Wellness (HCP) Program 
for 2024 Plan Year. If you are dropping your 
Spouse/Domestic Partner from your plan for the 2024 
Plan Year, they must still complete Wellness Steps for 
your household to participate in the 2024 Wellness 
Program.

Quest, Labcorp, and Kaiser results are sent to the TFO automatically. You will only need to upload your 
Proof of Biometrics if you complete your biometrics tests with your physician (the BIO24 form must be 
signed by your authorized medical provider.)
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This is how the process will go for you and your enrolled  
Dependents (together as “you” or “your” below) when 
you use Kaiser services: 
 
• Check-in for your Kaiser medical appointment as 

normal. 
 
• The Kaiser system will indicate you have a Health 

Reimbursement Account, so Kaiser frontline staff will 
not ask you to pay your deductible or co-insurance 
before you receive treatment for most medical services. 
Kaiser staff will not know your account balance, so 
you’ll need to direct any questions about HRA balances 
to the TFO. 

 
• You will be asked to pay out-of-pocket for certain 

services that are elective in nature like cosmetic surgery 
or if you’re referred to a non–Kaiser provider or facility. 

 
• Kaiser will first send your claim to the TFO for payment. 
 
• The TFO will pay Kaiser using your HRA credits.    
 
• You will receive an Explanation of Benefits (EOB) in the 

mail from the TFO showing how the HRA credits were 
applied to the claim. 

 
• If the available credits in your HRA are less than your 

share of the cost for the claim, or if your treatment is 
not a Covered Service, the EOB will also show an 
unpaid balance. The unpaid balance is your out-of-
pocket expense. It is the amount you owe Kaiser. 

 
• You will receive a bill from Kaiser for the unpaid 

balance. 

Health Reimbursement Account 
(HRA) for Kaiser Members

Once you and your covered Dependents (age 18 or older) have submitted your 
Kaiser HIPAA Authorization Form(s) to the Trust Fund Office (TFO), using 
your available HRA balance will be seamless.  

No payment at 
check-in for most  
medical services at 
Kaiser facilities 

Kaiser processes  
the medical claim  
and submits to  
the account

Member will be 
billed if account 
funds are used up, 
and for any services 
that aren’t eligible 
for reimbursement

Your  
Kaiser Experience
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Personalized Care 
Personalized Service 
New Solidaritus Health Centers  
specifically for UFCW Trust 
Members 
 
Solidaritus Health will soon be opening in the 
following neighborhoods to specifically serve UFCW 
Trust Members: 
 
• Rocklin  
• San Jose  
• South San Francisco 
 
To sign up on the Waiting List, log into your 
Participant Account on ufcwtrust.com, and look for 
the instructions in your Health Centers section.

Zero Out-of-Pocket Costs* 
No copays. No deductibles. No cost for covered labs. 
*Discounted prescription medicine dispensed at Solidaritus 
Health Centers will be billed at the standard UCBT prescription 
copay or less. 
 
Three Trips in One 
In addition to seeing your personal Solidaritus physician, your 
Solidaritus health center is also equipped to provide certain  
lab work and prescription medications within its license. If 
appropriate, you may see your personal physician, get lab work 
completed, and receive the first fill on your prescription all at 
the same visit in just one trip. 
 
Who is Eligible 
To be eligible as a future patient of a Solidaritus Health  
Center, you must either be a Premier PPO Plan Member or a 
Non-Medicare Retiree with PPO coverage. Space is limited. To 
express your interest in becoming a future patient of a Solidaritus 
Health Center, sign up for the Waiting List on ufcwtrust.com 
today!

If you are a current Kaiser Member and you would 
like to switch to PPO coverage to enroll in the 
Health Care Centers, please be aware there is a 
Waiting List. Immediate enrollment/participation in 
the Health Care Centers is not guaranteed.
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Additional Plan Information to Assist You  
in Selecting the Plan Option That is Best for You

Premier Plan Comparisons 
outline the benefits provided 
under the Blue Shield PPO  
Plan, the Kaiser HMO Plan, the 
various dental plan options, and 
prescription drug and vision 
coverage.

The Summaries of Benefits and Coverages (SBCs) 
for the Premier Plan are provided to you as required 
by the Affordable Care Act (ACA, also known as 
Health Care Reform). The SBCs summarize your 
health care benefits and coverage using a uniform 
glossary of terms commonly used in the health 
insurance industry. Please note that in accordance 
with legal requirements, the coverage examples in 
the SBCs do not take into account the possible 
reduction in your costs when you participate in the 
Wellness Program (HCP) or any additional cost 
associated with being identified but not agreeing to 
participate in a Disease Management program. SBCs 
are separated by plan type as follows: 
 

• Blue Shield: Premier PPO 
• Kaiser: Premier HMO

Frequently Asked Questions 
(FAQs) provide answers to some 
commonly asked questions about 
Coordination of Benefits (COB). 
Read the FAQs to understand 
how this Plan pays benefits when 
your Spouse/Domestic Partner 
also has the option to enroll in 
coverage under UCBT or other 
group coverage.

The TFO has also sent an 
electronic copy of your Cover 

Letter to your ufcwtrust.com 
Account. Log into your 
account and view the Cover 
Letter in the Open Enrollment 

section. 
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The SMM on plan changes effective January 1, 2024, 
reviews the new Kaiser Plan available to UCBT Premier Plan 
Participants, the additional Disability Extensions available 
to Members and the new eligibility rules for New Hires.

Summary of  
Material  

Modifications
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Notice to Participants in the  
UFCW Comprehensive Benefits Trust

Eligibility for Benefits Start on  
4th Month of Employment 
(Applicable to Newly Hired Employees) 
Effective January 1, 2024 
 
Prior to January 1, 2024, a newly hired employee 
became eligible for benefits after five months of 
employment, provided sufficient hours were 
worked to meet the qualifying hours requirement. 
 
Effective January 1, 2024, newly hired employees 
will become eligible for benefits after three months 
of employment (as long as the qualifying hours  
requirement is met). For example, if your hire date 
is January 1, 2024, and you have worked at least the 
minimum qualifying hours in January and February, 
you are eligible to enroll in benefits effective April 
1, 2024. The qualifying hours requirement can be 
found on page 7 of your current SPD. 

This notice is a Summary of Material Modifications (“SMM”) that describes changes to the terms of the Plan. Please read it carefully 
and keep it with your Summary Plan Description and other Plan information so that you will have complete information about your 
health benefits. If there is any discrepancy between the Plan information previously provided to you and the changes described in this 
notice, the rules described in this notice will govern. The Trustees of the Plan reserve the right to amend, modify or terminate the Plan 
at any time. For further information regarding these changes to the Plan, please contact the Trust Fund Office (TFO) at (800) 552-2400.

Receipt of this notice does not constitute a determination of your eligibility. If you wish to verify eligibility, or if you 
have any questions regarding these Plan changes, please contact the Trust Fund Office (TFO) at (800) 552-2400.  
In accordance with ERISA reporting requirements, this document serves as your Summary of Material Modifications to the Plan.

Summary of Material Modifications

New Kaiser HMO Option (Ultra Plan Members) 
Effective January 1, 2024 
 
Prior to January 1, 2024, participants who were cov-
ered under the Ultra Plan were only eligible to enroll 
in the Indemnity PPO Plan option.  
 
Effective January 1, 2024, a Kaiser HMO option will be 
added to the Ultra Plan, allowing Ultra Plan Partici-
pants to enroll in either the Indemnity PPO Plan op-
tion or the Kaiser HMO Plan option. The Kaiser HMO 
Plan benefits under the Ultra Plan closely match the 
Ultra Plan Indemnity PPO Plan benefits, with one level 
for those who participate in the UCBT Wellness  
Program (also known as Health Care Partnership 
(HCP)) and another level for those who do not.  
Review the most recent Summary of Benefits and 
Coverages (SBCs) and Plan comparison charts for 
Kaiser HMO Plan details. 

Disability Extension Benefit Change (All Active Members) 
Effective January 1, 2024 
 
For Premier and Ultra Plan Participants: Disability Extensions for which a Premier or Ultra Plan participant may be eligible 
are increased from a maximum of four months in a rolling 36-month period to a maximum of nine months in a rolling  
36-month period. Disability Extensions will continue to run concurrently with FMLA. 
 

Standard Plan Participants: Disability Extensions for which a Standard Plan participant may be eligible are increased from 
a maximum of three months to a maximum of nine months in a rolling 36-month period. However, Standard Plan Participants 
must have been eligible for benefits for at least 12 months under the UCBT Plan before they qualify for a Disability Extension. 
Disability Extensions will continue to run concurrently with FMLA. 
 

These Disability Extension changes are effective for qualifying participants on or after January 1, 2024. You will need 
to submit a completed Disability Extension Form if you believe you qualify for additional extensions. If you have already 
submitted a completed Disability Extension Form, contact the Trust Fund Office and we will reprocess the Disability  
Extension for you. For additional information, please contact the Trust Fund Office. 
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UFCW Comprehensive Benefits Trust 
Premier PPO

Summary of  
Benefits and  

Coverage
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8 Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2024 – 12/31/2024 
UFCW Comprehensive Benefits Trust: Premier Plan Coverage for: Individual + Family | Plan Type: PPO 
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-552-2400 or visit us at 
www.ufcwtrust.com.  For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other 
underlined terms, see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary!or call 1-800-552-2400 to request a copy.   

Important 
Questions Answers Why This Matters: 

What is the overall 
deductible? 

PPO and Out-of-Area Providers: $900/individual, $1,800/individual plus 
one dependent, $1,850/individual plus two or more dependents.  Non-
PPO Providers: $1,100/individual, $2,200/individual plus one dependent, 
$2,450/individual plus two or more dependents.  

Generally, you must pay all of the costs from providers up to the 
deductible amount before this plan begins to pay. If you have 
other family members on the plan, each family member must 
meet their own individual deductible until the total amount of 
deductible expenses paid by family members meets the overall 
family deductible. 

Are there services 
covered before 
you meet your 
deductible? 

Yes. PPO and Out-of-Area Preventive care, outpatient prescription drugs 
and Non-PPO outpatient dialysis are covered before you meet your 
deductible. 

This plan covers some items and services even if you haven’t yet 
met the deductible amount. But a copayment or coinsurance may 
apply. For example, this plan covers certain preventive services 
without cost sharing and before you meet your deductible. See a 
list of covered preventive services at 
https://www.healthcare.gov/coverage/preventive-care-benefits/ 

Are there other 
deductibles!for 
specific services? 

No.  You don’t have to meet deductibles for specific services. 

What is the out-of-
pocket limit for 
this!plan? 

If you participate in the plan’s Health Care Partnership (HCP), the 
amounts will be: PPO and Out-of-Area providers: $2,900/ individual, 
$5,800/ individual plus one dependent, $7,850/family; Prescription drugs 
(PPO): $6,550/individual, $13,100/individual plus one dependent, 
$11,050/family. 
If you do not participate in the plan’s Health Care Partnership (HCP), the 
amounts will be: PPO and Out-of-Area providers (including medical 
deductible and coinsurance): $5,900/individual, $11,800/individual plus 
one dependent, $12,800/ family; Prescription drugs (PPO): 
$3,550/individual, $7,100/individual plus one dependent, $6,100/family.  

The out-of-pocket limit is the most you could pay in a year for 
covered services. If you have other family members in this plan, 
they have to meet their own out-of-pocket limits until the overall 
family out-of-pocket limit has been met. 
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* For more information about limitations and exceptions, see the plan or policy document at www.ufcwtrust.com. 

Important 
Questions Answers Why This Matters: 

What is not 
included in the 
out-of-pocket 
limit? 

Premiums, balance-billing charges, penalties for failure to obtain 
precertification, charges from Non-PPO providers (unless Out-of-Area), 
and health care not covered by this plan. Prescription drug expenses are 
not included in the medical out-of-pocket limit. Medical expenses, costs 
for non-formulary drugs, and any amount above the standard copay for a 
drug in an MPD class that is not a lower cost alternative without a medical 
exception are not included in the prescription drug out-of-pocket limit. 

Even though you pay these expenses, they don’t count toward 
the out-of-pocket limit. 

Will you pay less 
if you use a 
network provider? 

Yes. See www.blueshieldca.com or www.ufcwtrust.com, or call 1-800-
258-3091 for a list of PPO medical providers. To talk to a provider 24/7, 
call 1-800-835-2362 or visit Teladoc.com. For a list of PPO Podiatry 
providers, call Podiatry Plan, Inc. at 1-800-367-7762.  For a list of PPO 
Mental Health and Substance Abuse providers, call HMC at 1-877-845-
7440.   

This plan uses a provider network. You will pay less if you use a 
provider in the plan’s network. You will pay the most if you use an 
out-of-network provider, and you might receive a bill from a 
provider for the difference between the provider’s charge and 
what your plan pays (balance billing). Be aware your network 
provider might use an out-of-network provider for some services 
(such as lab work). Check with your provider before you get 
services. 

Do you need a!
referral to see a!
specialist? 

No. You can see the specialist you choose without a referral. 
 
 

All copayment!and coinsurance!costs shown in this chart are after your deductible has been met, if a!deductible applies. 
 

Common  
Medical Event 

Services You 
May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 

Information 
PPO Provider 

(You will pay the 
least) 

Out-of-Area 
Provider 

Non-PPO Provider 
(You will pay the 

most) 

If you visit a health 
care provider’s office 
or clinic 

Primary care visit 
to treat an injury 
or illness 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance 

Teladoc covered at no charge, deductible does not 
apply; all other virtual visits covered at regular 
coinsurance after deductible, as applicable.  All 
podiatry services require precertification or there 
are no benefits available. Benefits for PPO 
podiatry services are subject to scheduled 
amounts. In this chart, where you see “**”, it 
means that for Non-PPO providers, you pay 
amounts above the Plan’s Allowed charge, except 
as provided under the No Surprises Act. 

Specialist visit 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance 
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* For more information about limitations and exceptions, see the plan or policy document at www.ufcwtrust.com. 

Common  
Medical Event 

Services You 
May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 

Information 
PPO Provider 

(You will pay the 
least) 

Out-of-Area 
Provider 

Non-PPO Provider 
(You will pay the 

most) 

Preventive 
care"screening" 
immunization 

No charge. 
Deductible does 
not apply. 

**No charge up to 
Allowed Charge. 
Deductible does not 
apply.   

Not covered. 
You may have to pay for services that aren’t 
preventive. Ask your provider if the services 
needed are preventive. Then check what your plan 
will pay for. 

If you have a test 

Diagnostic test(x-
ray, blood work) 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance None. Imaging (CT/PET 
scans, MRIs)  

If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available 
at 
www.elixirsolutions.com 

Formulary generic 
drugs 

Deductible does 
not apply. 30-day 
supply: $10 
copay/fill 
90-day supply 
(maintenance 
medications only): 
$20 copay/fill. Not covered except for emergencies or 

when there is not a UCBT Network 
pharmacy within a 10-mile radius of a non-
network pharmacy. 

You are responsible for the lesser of the purchase 
price, the Average Wholesale Price, or the 
applicable copay.   
No charge for generic FDA approved 
contraceptives (or brand if generic is medically 
inappropriate). 
A Market Priced Drug (MPD) program applies to 
certain prescription drug classes. Higher cost-
sharing may apply if recommended alternatives 
are not utilized. *See the Prescription Drug 
Program chapter of your SPD (and SMM). 
Drugs purchased at Non-Network pharmacies and 
additional amounts paid for a drug not listed under 
the MPD program are not included in your 
prescription drug out-of-pocket limit. 
Maintenance meds for select conditions have 
reduced copays. 

Formulary brand 
drugs 

Deductible does 
not apply. 30-day 
supply: $20 
copay/fill 
90-day supply 
(maintenance 
medications only): 
$40 copay/fill.  

Non-formulary 
drugs 

30-day supply: 
$35 copay/fill 
90-day supply 
(maintenance 
medications only): 
$70 copay/fill 

Not covered except for emergencies or 
when there is not a UCBT Network 
pharmacy within a 10-mile radius of a non-
network pharmacy. 
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* For more information about limitations and exceptions, see the plan or policy document at www.ufcwtrust.com. 

Common  
Medical Event 

Services You 
May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 

Information 
PPO Provider 

(You will pay the 
least) 

Out-of-Area 
Provider 

Non-PPO Provider 
(You will pay the 

most) 

If you have outpatient 
surgery 

Facility fee (e.g., 
ambulatory 
surgery center) 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance Maximum benefit for Non-PPO surgical facility is 
$1,000. 

Physician/surgeon 
fees 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance None. 

If you need immediate 
medical attention 

Emergency room 
care 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

Professional/physician charges may be billed 
separately. Normal coinsurance will apply for visits 
that are not for an emergency medical condition. 
*See the Schedule of Medical Benefits chapter of 
your SPD.   

Emergency 
medical 
transportation 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

Non-emergency medical transportation is not 
covered. 

Urgent care 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance None. 

If you have a hospital 
stay 

Facility fee (e.g., 
hospital room) 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance 

Requires precertification for all elective 
admissions. Private room is covered only if 
Medically Necessary. 

Physician/surgeon 
fees None. 
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* For more information about limitations and exceptions, see the plan or policy document at www.ufcwtrust.com. 

Common  
Medical Event 

Services You 
May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 

Information 
PPO Provider 

(You will pay the 
least) 

Out-of-Area 
Provider 

Non-PPO Provider 
(You will pay the 

most) 

If you need mental 
health, behavioral 
health, or substance 
abuse services 

Outpatient 
services 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance 

Teladoc covered at no charge, deductible does not 
apply; all other virtual visits covered at regular 
coinsurance after deductible, as applicable. 

Inpatient services Requires precertification for all elective 
admissions. 

If you are pregnant 

Office visits 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance. 
Preventive services 
are not covered. 

Cost sharing does not apply for preventive 
services. Maternity care may include tests and 
services described somewhere else in SBC (i.e., 
ultrasound). Depending on the type of service, a 
coinsurance and deductible may apply. Prenatal 
care (other than ACA-required preventive 
screenings) is not covered for dependent children. 

Childbirth/delivery 
professional 
services 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

50% coinsurance 

Childbirth/delivery 
facility services 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance 
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* For more information about limitations and exceptions, see the plan or policy document at www.ufcwtrust.com. 

Common  
Medical Event 

Services You 
May Need 

What You Will Pay 
Limitations, Exceptions, & Other Important 

Information 
PPO Provider 

(You will pay the 
least) 

Out-of-Area 
Provider 

Non-PPO Provider 
(You will pay the 

most) 

If you need help 
recovering or have 
other special health 
needs 

Home health care 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance Requires precertification for inpatient admissions. 

Rehabilitation 
services 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance Requires precertification for inpatient admissions. 

Habilitation 
services Not covered Not covered Not covered You must pay 100% of this service, even in-

network. 

Skilled nursing 
care 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance 
Requires precertification for inpatient admissions.  
Confinement payable up to 120 days per person 
per year. 

Durable medical 
equipment 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance Rental charges that exceed the reasonable 
purchase price of the equipment are not covered. 

Hospice services 

15% coinsurance 
if you participate in 
the HCP, 
otherwise 20% 
coinsurance 

**15% coinsurance 
if you participate in 
the HCP, otherwise 
**20% coinsurance 

**50% coinsurance Covered if expected to live 6 months or less. 

If your child needs 
dental or eye care 

Children’s eye 
exam Not covered Not covered Not covered 

If you elect dental or vision coverage, it will be 
available under a separate dental or vision plan. Children’s glasses Not covered Not covered Not covered 

Children’s dental 
check-up Not covered Not covered Not covered 

!  
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* For more information about limitations and exceptions, see the plan or policy document at www.ufcwtrust.com. 

Excluded Services & Other Covered Services: 
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
•! Cosmetic surgery 
•! Dental care (Adult or Child) 
•! Habilitation services 

•! Long-term care •! Routine eye care (Adult or Child) 
•! Weight loss programs (except as required by the 

health reform law) 
 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
•! Acupuncture (combined max of $500/year for 

chiropractor/acupuncture/acupressure) 
•! Bariatric surgery 
•! Chiropractic care (combined max of $500/year 

for chiropractor/acupuncture/acupressure) 

•! Hearing aids (max of $800 during a 36 month 
period)  

•! Infertility treatment (evaluation and diagnosis) 

•! Non-emergency care when traveling outside the 
U.S. (medical care only) 

•! Private-duty nursing 
•! Routine foot care 

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those 
agencies is: the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/agencies/ebsa/. Other coverage 
options may be available to you, too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the 
Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.  
Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or 
assistance, contact: the Trust Fund Office at 1-800-552-2400. You may also contact the Department of Labor’s Employee Benefits Security Administration at 1-866-
444-EBSA (3272) or www.dol.gov/agencies/ebsa/. 
Does this plan provide Minimum Essential Coverage?  Yes. 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.  
Does this plan meet the Minimum Value Standards?  Yes. 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-552-2400. 
Chinese (!"): #$%&!"'()*!"#$%&' 1-800-552-2400. 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-552-2400. 

To see examples of how this plan might cover costs for a sample medical situation, see the next section. 

1-800-999-1999.

1-800-999-1999.

1-800-999-1999.
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The plan would be responsible for the other costs of these EXAMPLE covered services. 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

Mia’s Simple Fracture 
(in-network emergency room visit and follow 

up care) 

Managing Joe’s Type 2 Diabetes 
(a year of routine in-network care of a well-

controlled condition)  

 
 
 

 
 

 
 

 
 
 
 
 
 
 
� The plan’s overall deductible  $900 
� Specialist coinsurance 20% 
� Hospital (facility) coinsurance 20% 
� Other coinsurance 20% 
 
This EXAMPLE event includes services like:  
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia)  
 

Total Example Cost $12,700 
  
In this example, Peg would pay: 

Cost Sharing 
Deductibles $900 
Copayments $10 
Coinsurance $2,260 

What isn’t covered 
Limits or exclusions $20 
The total Peg would pay is $3,190 

 
 
 
 
 
 
 
� The plan’s overall deductible  $900 
� Specialist coinsurance 20% 
� Hospital (facility) coinsurance 20% 
� Other coinsurance 20% 
 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs  
Durable medical equipment (glucose meter)  
 

Total Example Cost $5,600 
  
In this example, Joe would pay: 

Cost Sharing 
Deductibles $900 
Copayments $360 
Coinsurance $210 

What isn’t covered 
Limits or exclusions $0 
The total Joe would pay is $1,470 

 
 
 
 
 
 
  
� The plan’s overall deductible  $900 
� Specialist coinsurance 20% 
� Hospital (facility) coinsurance 20% 
� Other coinsurance 20% 
 
This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 

Total Example Cost $2,800 
  
In this example, Mia would pay: 

Cost Sharing 
Deductibles $900 
Copayments $10 
Coinsurance $380 

What isn’t covered 
Limits or exclusions $0 
The total Mia would pay is $1,290 

About these Coverage Examples: 

!
!

!

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be 
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing 
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of 
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.    
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UFCW Comprehensive Benefits Trust 
Premier HMO

Summary of  
Benefits and  

Coverage
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services                                           Coverage Period: 01/01/2024-12/31/2024 
: UFCW Comprehensive Benefits Trust: Premier Plan     Coverage for: Individual / Family | Plan Type: DHMO 
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The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would 
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. 
This is only a summary.  For more information about your coverage, or to get a copy of the complete terms of coverage see www.kp.org/plandocuments or 

call 1-800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or 
other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-278-3296 (TTY: 711) to request a copy.   

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

$900 Individual / $1,800 Individual + 1 / $1,850 
Family 

Generally, you must pay all of the costs from providers up to the deductible amount 
before this plan begins to pay. If you have other family members on the plan, each 
family member must meet their own individual deductible until the total amount of 
deductible expenses paid by all family members meets the overall family deductible. 

Are there services 
covered before you meet 
your deductible? 

Yes. Preventive care and services indicated in 
chart starting on page 2. 

This plan covers some items and services even if you haven't yet met the deductible 
amount. But a copayment or coinsurance may apply. For example, this plan covers 
certain preventive services without cost-sharing and before you meet your 
deductible. See a list of covered preventive services at 
https://www.healthcare.gov/coverage/preventive-care-benefits/. 

Are there other 
deductibles for specific 
services? 

No. You don't have to meet deductibles for specific services. 

What is the out-of-pocket 
limit for this plan? 

Medical: $5,350 Individual / $10,700 Individual + 
1 / $10,700 Family ($2,900 Individual / $5,800 
Individual + 1 / $7,850 Family if you participate in 
the HCP wellness program) 
Prescription Drug: $4,100 Individual / $8,200 
Individual + 1 / $8,200 Family ($6,550 Individual / 
$13,100 Individual + 1 / $11,050 Family if you 
participate in the HCP wellness program) 

The out-of-pocket limit is the most you could pay in a year for covered services. If 
you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met. 

What is not included in 
the out-of-pocket limit? 

Premiums, health care this plan doesn't cover, 
and services indicated in chart starting on page 2. Even though you pay these expenses, they don't count toward the out-of-pocket limit. 

Will you pay less if you 
use a network provider? 

Yes. See www.kp.org or call 1-800-278-3296 
(TTY: 711) for a list of network providers. 

This plan uses a provider network. You will pay less if you use a provider in the 
plan’s network. You will pay the most if you use an out-of-network provider, and you 
might receive a bill from a provider for the difference between the provider’s charge 
and what your plan pays (balance billing). Be aware, your network provider might use 
an out-of-network provider for some services (such as lab work). Check with your 
provider before you get services. 
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Important Questions Answers Why This Matters: 
Do you need a referral to 
see a specialist? Yes, but you may self-refer to certain specialists.! This plan will pay some or all of the costs to see a specialist for covered services but 

only if you have a referral before you see the specialist. 
 
 

All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 
 

Common  
Medical Event 

Services You May 
Need 

What You Will Pay Limitations, Exceptions, & Other Important 
Information Plan Provider 

(You will pay the least) 
Non-Plan Provider 

(You will pay the most)  

If you visit a health 
care provider’s office 
or clinic 

Primary care visit to 
treat an injury or 
illness 

20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

Not Covered  None 

Specialist visit 
20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

Not Covered ! None 

Preventive 
care/screening/ 
immunization 

No Charge, deductible does not apply. Not Covered !
You may have to pay for services that aren’t 
preventive. Ask your provider if the services 
needed are preventive. Then check what your 
plan will pay for. 

If you have a test 

Diagnostic test (x-ray, 
blood work) 

20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

Not Covered ! None 

Imaging (CT/PET 
scans, MRIs)  

20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

Not Covered ! None 
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Common  
Medical Event 

Services You May 
Need 

What You Will Pay Limitations, Exceptions, & Other Important 
Information Plan Provider 

(You will pay the least) 
Non-Plan Provider 

(You will pay the most)  

If you need drugs to 
treat your illness or 
condition 
More information about 
prescription drug 
coverage is available at 
www.elixirsolutions.com  

Generic drugs 

Deductible does not apply.   
30-day supply: $10 copayment / fill 
90-day supply (maintenance 
medications only): $20 copayment / fill 

Not Covered !

•!Prescription drug coverage is available 
primarily through Elixir Solutions.  Limited 
coverage is available for certain self-
injectable drugs through Kaiser. Contact the 
Fund Office at (800) 552-2400 for cost sharing 
information and on how these benefits work 
together. 
•!If you are covered by another plan, and have 

your prescription filled under that plan, the Fund 
will reimburse the other plan’s copayment plus 
$1 for each prescription (does not apply to 
spouse or domestic partner) 
•!No charge for generic FDA approved 

contraceptives (or brand if generic is medically 
inappropriate). You pay 100% at out-of-network 
pharmacies except for emergencies or if you 
don’t have a network pharmacy within a 10-mile 
radius of a non-network pharmacy. 
•!You are responsible for the lesser of the 

purchase price or AWP less applicable 
copayment.  Maintenance medications for select 
conditions have reduced copayments. 
•!Higher cost-sharing may apply if recommended 

alternatives are not utilized.  *See the 
Prescription Drug Program chapter of your SPD. 

Preferred brand drugs 

Deductible does not apply.   
30-day supply: $20 copayment / fill  
90-day supply (maintenance 
medications only): $40 copayment / fill 

Not Covered !

Non-preferred brand 
drugs 

Deductible does not apply.   
30-day supply: $35 copayment / fill  
90-day supply (maintenance 
medications only): $70 copayment / fill 

Not Covered !

Specialty drugs  Same as preferred brand drugs Not Covered !

If you have outpatient 
surgery 

Facility fee (e.g., 
ambulatory surgery 
center) 

20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

Not Covered ! None 

Physician/surgeon 
fees 

20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

Not Covered None 



P
a
g

e
 4

0

!!!!"!#$!%!

!

  
 

Common  
Medical Event 

Services You May 
Need 

What You Will Pay Limitations, Exceptions, & Other Important 
Information Plan Provider 

(You will pay the least) 
Non-Plan Provider 

(You will pay the most)  

If you need immediate 
medical attention 

Emergency room care 
20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

20% coinsurance (15% 
coinsurance if you 
participate in the HCP 
wellness program) 

None 

Emergency medical 
transportation 

20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

20% coinsurance (15% 
coinsurance if you 
participate in the HCP 
wellness program) 

None 

Urgent care 
20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

20% coinsurance (15% 
coinsurance if you 
participate in the HCP 
wellness program) 

Non-Plan providers covered when temporarily 
outside the service area.  

If you have a hospital 
stay 

Facility fee (e.g., 
hospital room) 

20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

Not Covered ! None 

Physician/surgeon 
fees 

20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

Not Covered None 

If you need mental 
health, behavioral 
health, or substance 
abuse services 

Outpatient services 

20% coinsurance / individual visit, 
20% coinsurance for other outpatient 
services (15% coinsurance / individual 
visit, 15% coinsurance for other 
outpatient services, if you participate 
in the HCP wellness program) 

Not Covered !
20% coinsurance / group visit (15% coinsurance / 
group visit if you participate in the HCP wellness 
program) 

Inpatient services 
20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

Not Covered ! None 
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Common  
Medical Event 

Services You May 
Need 

What You Will Pay Limitations, Exceptions, & Other Important 
Information Plan Provider 

(You will pay the least) 
Non-Plan Provider 

(You will pay the most)  

If you are pregnant 

Office visits No Charge, deductible does not apply. Not Covered !
Depending on the type of services, a copayment, 
coinsurance, or deductible may apply. Maternity 
care may include tests and services described 
elsewhere in the SBC (i.e. ultrasound.)  

Childbirth/delivery 
professional services 

20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

Not Covered ! None 

Childbirth/delivery 
facility services 

20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

Not Covered None 

If you need help 
recovering or have 
other special health 
needs 

Home health care No Charge, deductible does not apply. Not Covered ! Up to 2 hours maximum / visit, up to 3 visits 
maximum / day, up to 100 visits maximum / year.  

Rehabilitation 
services 

Inpatient/Outpatient: 20% coinsurance  
(15% coinsurance if you participate in 
the HCP wellness program) 

Not Covered ! None 

Habilitation services 
20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

Not Covered ! None 

Skilled nursing care 
20% coinsurance (15% coinsurance if 
you participate in the HCP wellness 
program) 

Not Covered ! Up to 100 days maximum / benefit period.  

Durable medical 
equipment 

20% coinsurance, deductible does not 
apply. (15% coinsurance, deductible 
does not apply, if you participate in the 
HCP wellness program) 

Not Covered ! Requires prior authorization.  

Hospice services No Charge, deductible does not apply. Not Covered ! None 

If your child needs 
dental or eye care 

Children’s eye exam No charge, deductible does not apply. Not Covered ! Vision exam is available through Kaiser.  If you 
elect additional vision coverage, it will be through 
a separate vision plan. Children’s glasses Not Covered Not Covered !

Children’s dental 
check-up Not Covered Not Covered! If you elect dental coverage, it will be available 

through a separate dental plan. 
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Excluded Services & Other Covered Services: 
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.) 
•!Children’s glasses 
•!Cosmetic surgery 
•!Dental Care (Adult and child) 

•! Infertility treatment 
•! Long-term care 
•!Non-emergency care when traveling outside the U.S 

•!Private-duty nursing 
•!Routine foot care 
•!Weight loss programs 

 

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.) 
•!Acupuncture (combined max of $500/year 

for chiropractor/acupuncture/acupressure) 
•!Bariatric surgery 

•!Chiropractic care (combined max of $500/year for 
chiropractor/acupuncture/acupressure 

•!Hearing aids (max of $800 during a 36 month period) 

•!Routine eye care (Adult) 

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies 
s shown in the chart below. Other coverage options may be available to you, too, including buying individual insurance coverage through the Health Insurance 
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.  

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a 
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also 
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or 
assistance, contact the agencies in the chart below.  

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights: 
Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices 

Department of Labor’s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform 

Department of Health & Human Services, Center for Consumer Information & Insurance Oversight 1-877-267-2323 x61565 or www.cciio.cms.gov  

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.gov  

California Department of Managed Healthcare 1-888-466-2219 or  www.healthhelp.ca.gov/  

Does this plan provide Minimum Essential Coverage?  Yes 
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, 
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit. 

Does this plan meet the Minimum Value Standards? Yes 
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace. 
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Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-800-788-0616 (TTY: 711) 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711) 
Chinese (!"): #$%&!"'()*!"#$%&'1-800-757-7585 (TTY: 711) 
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711) 

 
To see examples of how this plan might cover costs for a sample medical situation, see the next section. 
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The plan would be responsible for the other costs of these EXAMPLE covered services. 

Peg is Having a Baby 
(9 months of in-network pre-natal care and a 

hospital delivery) 

Mia’s Simple Fracture 
(in-network emergency room visit and follow 

up care) 

Managing Joe’s Type 2 Diabetes 
(a year of routine in-network care of a well-

controlled condition)  

 
 

 

 
 

 
 

 
 
 
 
 
� The plan’s overall deductible              $900 
� Specialist coinsurance                         20% 
� Hospital (facility) coinsurance            20% 
� Other (blood work) coinsurance         20% 
 
This EXAMPLE event includes services like:  
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia)  
 

Total Example Cost $12,700 
  

In this example, Peg would pay: 
Cost Sharing 

Deductibles $900 
Copayments $10 
Coinsurance $2,050 

What isn’t covered 
Limits or exclusions $20 
The total Peg would pay is $2,980 

 
 
 
 
 
� The plan’s overall deductible                $900 
� Specialist coinsurance                          20% 
� Hospital (facility) coinsurance              20% 
� Other (blood work) coinsurance           20% 
 
This EXAMPLE event includes services like:  
Primary care physician office visits (including 
disease education) 
Diagnostic tests (blood work) 
Prescription drugs  
Durable medical equipment (glucose meter)  
 

Total Example Cost $5,600 
  

In this example, Joe would pay: 
Cost Sharing 

Deductibles $900 
Copayments $360 
Coinsurance $190 

What isn’t covered 
Limits or exclusions $0 
The total Joe would pay is $1,450 

 
 
 
 
 
� The plan’s overall deductible            $900 
� Specialist coinsurance                       20% 
� Hospital (facility) coinsurance          20% 
� Other (x-ray) coinsurance                  20% 
 
This EXAMPLE event includes services like:  
Emergency room care (including medical 
supplies) 
Diagnostic test (x-ray) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 
 

Total Example Cost $2,800  
  

In this example, Mia would pay: 
Cost Sharing 

Deductibles $900 
Copayments $10 
Coinsurance $380 

What isn’t covered 
Limits or exclusions $0 
The total Mia would pay is $1,290 

About these Coverage Examples: 

!
!

!

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different 
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts 
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might 
pay under different health plans. Please note these coverage examples are based on self-only coverage.    

!
NOTE: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to 
reduce your cost. For more information about the wellness program, please contact: 1-800-552-2400.!
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<"'=%*+&"4'-%'<4")"-"$'-%'>%&9#.#,'"'4,$'?#%)@&,$'@&#*-"'$%&9#.#,$'-%'"$#$+%*.#"'.,*'%4'#-#,)"'4"$'AB'C,&"$'-%4'-5"2'4,$'D'-5"$'-%'4"'$%)"*"'
E%7.%1+,'4,$'-5"$':%$+#9,$F;'>%',:&%.%*'$%&9#.#,$'-%'#*+%&1&%+".#6*'$#*'.,$+,'"4/0*,'1"&"'0$+%-'-0&"*+%'%4'C,&"&#,'-%'"+%*.#6*2'#*.40#-,'%4'4%*/0"G%'-%'
$%H"$;'>%',:&%.%*'"1"&"+,$'I'$%&9#.#,$'"07#4#"&%$'1"&"'1%&$,*"$'.,*'-#$."1".#-"-%$'$#*'.,$+,'"4/0*,'-0&"*+%'%4'C,&"&#,'-%'"+%*.#6*;'J")@#8*'
1,-%),$',:&%.%&4%'"'0$+%-2'"'$0$':")#4#"&%$'I'")#/,$'.0"4K0#%&'"I0-"'%$1%.#"4'K0%'*%.%$#+%*'1"&"'"..%-%&'"'*0%$+&,$'.%*+&,$'-%'"+%*.#6*'I'$%&9#.#,$;'
(0%-%'$,4#.#+"&'4,$')"+%&#"4%$'+&"-0.#-,$'"'$0'#-#,)"'$#*'.,$+,'1"&"'0$+%-;'J")@#8*'4,$'10%-%'$,4#.#+"&'.,*'4%+&"'/&"*-%','%*',+&,$':,&)"+,$'K0%'$%'
"-"1+%*'"'$0$'*%.%$#-"-%$'$#*'.,$+,'1"&"'0$+%-;'("&"',@+%*%&')L$'#*:,&)".#6*2'44")%'"4'!"#$$"%##"$&!&'EJJM'%!!F;'
N*"'K0%G"'%$'0*"'%71&%$#6*'-%'#*.,*:,&)#-"-'K0%')"*#:#%$+"'0$+%-','$0'&%1&%$%*+"*+%'"0+,&#3"-,'"'+&"98$'-%4'1&,.%$,'-%'K0%G"$;'(,&'%G%)14,2'$#'0$+%-'
.&%%'K0%'C"'$0:&#-,'-#$.&#)#*".#6*'-%'*0%$+&"'1"&+%2'10%-%'1&%$%*+"&'0*"'K0%G";'=,*$04+%'$0'!"#$%&'#()$%)*+,%-./-()0!"#$%&'%)+1)*+"%-(2%3','
*%-.#1#'($+)$%)4%2/-+)0*%-.#1#'(.%)+1)5&6/-(&'%32','.,)0*5K0%$%'.,*'0*'&%1&%$%*+"*+%'-%'>%&9#.#,'"'4,$'?#%)@&,$'1"&"'.,*,.%&'4"$',1.#,*%$'-%'&%$,40.#6*'
-%'-#$10+"$'K0%'4%'.,&&%$1,*-%*;''

(0%-%'1&%$%*+"&'0*"'K0%G"'-%'4"$'$#/0#%*+%$')"*%&"$O!
•! ()*'+,-./)0)1'<4")%'"'$%&9#.#,'"'4,$')#%)@&,$'"4'!"#$$"%##"$&!&'EJJM'%!!F'4"$'AB'C,&"$'-%4'-5"2'4,$'D'-5"$'-%'4"'$%)"*"'E%7.%1+,'4,$'
-5"$':%$+#9,$F;'

•! ()*'2)**,)'3)4+5-1'<4L)%*,$'"4'!"#$$"%##"$&!&'EJJM'%!!F'I'1#-"'K0%'$%'4%'%*95%'0*':,&)04"&#,;''
•! 60'3,*4)051'<4%*%'0*':,&)04"&#,'-%'P0%G"'Q,&)"4','R%.4"),S>,4#.#+0-'-%'T%*%:#.#,$'%*'0*"',:#.#*"'-%'$%&9#.#,'"'4,$')#%)@&,$'0@#."-"'
%*'0*'=%*+&,'-%'U+%*.#6*'-%4'(4"*'E.,*$04+%'$0'-#&%.+,&#,'-%'1&,9%%-,&%$'%*'738)*9:/52;-;+;,4'Vhaga clic en “Español”W'1"&"',@+%*%&'
4"$'-#&%..#,*%$F;'

•! 60'-<0,51'N$%'%4':,&)04"&#,'%*'45*%"'%*'*0%$+&,'$#+#,'X%@'%*'738)*9:,4350)-;'
<4")%'"'*0%$+&"'=%*+&"4'-%'<4")"-"$'-%'>%&9#.#,'"'4,$'?#%)@&,$'$#'*%.%$#+"'"I0-"'1"&"'1&%$%*+"&'0*"'K0%G";'

>%'4%'#*:,&)"&L'"4'=,,&-#*"-,&'-%'Y%&%.C,$'=#9#4%$'-%'!"#$%&'(%&)"*%*+%'E=#9#4'R#/C+$'=,,&-#*"+,&F'-%'+,-"$'4"$'K0%G"$'&%4".#,*"-"$'.,*'4"'
-#$.&#)#*".#6*'1,&'),+#9,$'-%'&"3"2'.,4,&2'1"5$'-%',&#/%*2'/8*%&,2'%-"-','-#$."1".#-"-;'J")@#8*'10%-%'.,)0*#."&$%'-#&%.+")%*+%'.,*'%4'
.,,&-#*"-,&'-%'-%&%.C,$'.#9#4%$'-%'!"#$%&'(%&)"*%*+%'%*O'

=)*+>,*0'?5-;/)*0;5'
=#9#4'R#/C+$SUYU'=,,&-#*"+,&'
Z[\\']"&&#$,*'>+;'
Z^+C'Q4,,&'
_"`4"*-2'=U'aB^ZA'

@)A+>,*0'?5-;/)*0;5''
=#9#4'R#/C+$SUYU'=,,&-#*"+,&'
>=U<'=,)14#"*.%'"*-'(&#9".I'
bab'c"$+'d"4*0+'>+;2'
("$"-%*"2'=U'aZZ[['

J")@#8*'10%-%'1&%$%*+"&'0*"'K0%G"':,&)"4'-%'-%&%.C,$'.#9#4%$'-%':,&)"'%4%.+&6*#."'"*+%'4"'_:#.#*"'-%'Y%&%.C,$'=#9#4%$'E_::#.%':,&'=#9#4'R#/C+$F'%*'%4'
Y%1"&+")%*+,'-%'>"40-'I'>%&9#.#,$']0)"*,$'-%'4,$'c$+"-,$'N*#-,$'EN;>;'Y%1"&+)%*+',:']%"4+C'"*-']0)"*'>%&9#.%$F')%-#"*+%'%4'(,&+"4'-%'P0%G"$'
Q,&)"4%$'-%'4"'_:#.#*"'-%'Y%&%.C,$'=#9#4%$'E_::#.%':,&'=#9#4'R#/C+$'=,)14"#*+'(,&+"4F2'%*'+'-7+-.(89::692+";+'-;7+-.(8;8+,,<9=61)E%*'#*/48$F),'1,&'
.,&&%,'1,$+"4','1,&'+%48:,*,'"O'N;>;'Y%1"&+)%*+',:']%"4+C'"*-']0)"*'>%&9#.%$2'A\\'e*-%1%*-%*.%'U9%;'>d2'R,,)'f\aQ2']]]'T0#4-#*/2'd"$C#*/+,*2'
Y;=;'A\A\Z2'Zg[\\gb^[gZ\Za2'Zg[\\gfbDgD^aD'EJJMF;'<,$':,&)04"&#,$'-%'K0%G"':,&)"4'%$+L*'-#$1,*#@4%$'%*'::692+";+'-;+11#'%;1#8%;#&$%>9:.?8)
E%*'#*/48$F;'
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無歧無歧視公告視公告!
!

"#$%&'!(&')#*&*+&禁止以年齡、人種、族裔、膚色、原國籍、文化背景、血統、宗教、性別、性別認同、性別表達、性取向、婚姻狀況、

生理或心理殘障、付款來源、遺傳資訊、公民身份、主要語言或移民身份為由而歧視任何人。!

!

會員服務聯絡中心每週,天每天-.小時提供語言協助服務（節假日除外）。本機構在全部營業時間內免費為您提供口譯服務，包括手語服

務，以及殘障人士輔助器材和服務。我們還可為您和您的親友提供使用本機構設施與服務所需要的任何特別協助。您可免費索取翻譯成

您的語言的資料。您還可免費索取符合您需求的大號字體或其他格式的版本。若需更多資訊，請致電"#$%%#&'&#&'$'（//0!&""）。!
!

申訴指任何您或您的授權代表透過申訴程序來表達不滿的做法。例如，如果您認為自己受到歧視，即可提出申訴。若需瞭解適用於自己的

爭議解決選項，請參閱《承保範圍說明書》!"#$%&'(&)*+),*#&-./&0!或《保險證明書》!,&-1$+$(.1&)*+)2'34-.'(&0，或諮詢會員服務代表。!
!

您可透過以下方式提出申訴：!

•! 透過電話：透過電話：請致電"#$%%#&'&#&'$'（//0!&""）與會員服務部聯絡，服務時間為每週,天，每天-.小時（節假日除外）。!

•! 透過郵件：透過郵件：請致電"#$%%#&'&#&'$'（//0!&""）與我們聯絡並請我們將表格寄給您。!

•! 親自遞交：交：在計劃設施的會員服務辦事處填寫投訴或福利理索賠／申請表（請參閱()*+,-./012324256上的保健業者名錄以查看地址）!

•! 線上：線上：使用我們網站上的線上表格，網址為()*+,-!

如果您在提交申訴時需要協助，請致電我們的會員服務聯絡中心。!!
!

涉及人種、膚色、原國籍、性別、年齡或殘障歧視的一切申訴都將通知"#$%&'!(&')#*&*+&的民權事務協調員!12$3$4!5$67+%!288'9$*#+8':。!

您也可與"#$%&'!(&')#*&*+&的民權事務協調員直接聯絡，地址：!
!
7+,485,9!:032/+,920!
2$3$4!5$67+%;<=<!288'9$*#+8'!

>?@@!A#''$%8*!B+C!

>D+7!E488'!

F#G4#*9H!2<!I.D>-!

!

;+<485,9!:032/+,920!!
2$3$4!5$67+%;<=<!288'9$*#+8'!

B2<J!28)K4$#*L&!#*9!('$3#LM!

NIN!O#%+!P#4*Q+!B+CH!

(#%#9&*#H!2<!I>>??!

!

您還可以電子方式透過民權辦公室的投訴入口網站!1FRR$L&!R8'!2$3$4!5$67+%!28)K4#$*+!(8'+#4:!向美國衛生與民眾服務部!1SCBC!=&K#'+)&*+!8R!

A&#4+7!#*9!AQ)#*!B&'3$L&%:!民權辦公室!1FRR$L&!R8'!2$3$4!5$67+%:!提出民權投訴，網址是*(-5*-1.678837/*#9*(-95*-1.696*::;7<3+或者按照如下資
訊採用郵寄或電話方式聯絡：SCBC!=&K#'+)&*+!8R!A&#4+7!#*9!AQ)#*!B&'3$L&%H!-@@!T*9&K&*9&*L&!<3&C!BPH!588)!U@IEH!AAA!VQ$49$*6H!

P#%7$*6+8*H!=2!-@-@>H!>W?@@WND?W>@>IH!>W?@@WUN,W,DI,!1//0:。投訴表可從網站8837/*#9*(-9*++$(&9+$6&9$'%&=781>6下載。!
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!"#$%&'()&*"#$%&*ỳ&!"ị&
!"#$%&'(%&)"*%*+%',-.*/'0-1*'2#ệt đố#'3ử'4ự"'+&5*'+6ổ#'+789'8-ủ*/'+ộ89'$ắ8'+ộ89'):6'4"9'*/6;5*'<67*9'-=:*'8ảnh văn hóa, tổ'+#5*9'+.*'/#7=9'/#ớ#'+>*-9'
*-ậ*'4ạ*/'/#ớ#'+>*-9'878-'+-ể'-#ệ*'/#ới tính, khuynh hướ*/'+?*-'4ụ89'/#"'8ả*-9',-6;ế+'+ậ+'@ề'+-ể'8-ấ+'-=ặ8'+#*-'+-ầ*9'*/6ồ*'+#ề*'+-"*-'+=7*9'+-.*/'+#*'
4#'+&6;ề*9'<6ố8'+ị8-9'*/.*'*/ữ'8->*-9'-";'+?*-'+&ạ*/'4#'+&AB'
C78'4ị8-'@ụ'+&ợ'/#A0'*/.*'*/ữ'-#ệ*'8D'+ừ'E&6*/'E1)'F#5*'Fạ8'2"*'Gị8-'Hụ'Iộ#'H#5*'8ủ"'8-A*/'+.#'JK'/#ờ'+&=*/'*/:;9'L'*/:;'+&=*/'+6ầ*'M*/=ạ#'+&ừ'
*/:;'NễOB'Gị8-'@ụ'+-.*/'4ị8-9',ể'8ả'*/.*'*/ữ',P'-#ệu, đượ8'86*/'8ấ0')#ễ*'0->'8-='<6P'@ị'+&=*/'/#ờ'N:)'@#ệ8B'Các phương tiệ*'+&ợ'/#A0'@:'4ị8-'@ụ'2ổ'
$6*/'8-='*-ững ngườ#',-6;ế+'+ật đượ8'86*/'8ấ0')#ễ*'0->'8-='<6P'@ị'+&=*/'/#ờ'N:)'@#ệ8B'Chúng tôi cũng có thể'86*/'8ấ0'8-='<6P'@ị, gia đình và bạ*'
2Q'<6P'@ị')ọ#'-ỗ'+&ợ'đặ8'2#ệ+'8ầ*'+-#ết để'$ử'4ụng cơ sở'@:'4ị8-'@ụ'8ủ"'8-A*/'+.#B'R6P'@ị'8D'+-ể';56'8ầ6')#ễ*'0->'+:#'N#ệu đượ8'4ị8-'&"'*/.*'*/ữ'8ủ"'
<6P'@ịB'R6P'@ị'cũng có thể';56'8ầ6')#ễ*'0->'878'+:#'N#ệu này dướ#'4ạ*/'8-ữ'Nớ*'-=ặc dướ#'878'4ạng khác để'đáp ứ*/'*-6'8ầ6'8ủ"'<6P'@ị. Để'2#ế+'+-5)'
+-.*/'+#*9'/ọ#'!"#$$"%&%"%$$$'MEES'(!!OB'
Tộ+'0-:*'*:*'N:'2ấ+'8ứ'+-ể'-#ệ*'2ất mãn nào đượ8'<6P'@ị'-";'@ị'đạ#'4#ện đượ8'ủ;'<6;ề*'8ủ"'<6P'@ị'+&?*-'2:;'<6"'+-ủ'+ụ8'0-:*'*:*B'H>'4ụ9'*ế6'<6P'@ị'
+#*'&ằng chúng tôi đã kỳ'0-1*'2#ệt đố#'3ử'@ớ#'@ị9'<6P'@ị'8D'+-ể'đệ'đơn 0-:*'*:*B'H6#'NU*/'+-")',-ả='C-ứ*/'!ừ"#ả$"%&ể'"()*&+,-.,"$/"0-1234-.,5'
-";'67ứ-8"97ậ-"#ả$"%&ể''(6,3:&/&.4:,"$/"0-1234-.,59'-=ặ8'*D#'8-6;ệ*'@ớ#')ộ+'*-1*'@#5*'2"*'Gị8-'Hụ'Iội Viên để'2#ế+'878'Nự"'8-ọ*'/#ả#'<6;ế+'
+&"*-'8-ấ0'8D'+-ể'70'4ụ*/'8-='<6P'@ịB'
R6P'@ị'8D'+-ể'*ộp đơn 0-:*'*:*'2ằ*/'878'-?*-'+-ức sau đây:'

•! Qua điệ)'*+,ạ-V'Wọ#'8-='2"*'4ị8-'@ụ'-ộ#'@#5*'+-%='$ố'!"#$$"%&%"%$$$'MEES'(!!O'JK'/#ờ'+&=*/'*/:;9'L'*/:;'+&=*/'+6ầ*'M*/=ạ#'+&ừ'đóng 
8ử"'*/:;'NễOB'

•! Qua bưu điệ).'Wọ#'8-='8-A*/'+.#'+-%='$ố'!"#$$"%&%"%$$$'MEES'(!!O'@:';56'8ầ6'đượ8'/ử#')ộ+')ẫu đơn.'
•! /0ự1'*-ế2.'Điề*')ộ+')ẫu đơn E-"*'(-#ề*'-";'S56'Cầ6'R6;ề*'Fợ#XS56'Cầ6'+ạ#')ột văn phòng ban dị8-'@ụ'-ộ#'@#5*'+ạ#')ột Cơ Sở'E-6ộ8'

Chương Trình (3%)'4"*-')ụ8'*-:'86*/'8ấ0'8ủ"'<6P'@ị'+ạ#'324,056781-9-*-:;'để'2#ết đị"'8-ỉO'
•! /0ự1'*<=ế).'Yử'4ụ*/')ẫu đơn trự8'+6;ế*'+&5*'+&"*/')ạ*/'8ủ"'8-A*/'+.#'+ạ#'324,05'

Z#*'/ọ#'E&6*/'E1)'F#5*'Fạ8'2"*'Gị8-'Hụ'Iộ#'H#5*'8ủ"'8-A*/'+.#'*ế6'<6P'@ị'8ầ*'+&ợ'/#A0'*ộp đơn'0-:*'*:*B'
Điề6'(-ố#'H#5*'G1*'R6;ề*'MC#@#N'[#/-+$'C==&4#*"+=&O'!"#$%&'(%&)"*%*+%'$ẽ'đượ8'+-.*/'27='@ề'+ấ+'8ả'0-:*'*:*'N#5*'<6"*'+ớ#'@#ệ8',ỳ'+-ị'trên cơ sở'
8-ủ*/'+ộ89'):6'4"9'*/6;5*'<67*9'/#ớ#'+>*-9'+6ổ#'+789'-";'+?*-'+&ạ*/',-6;ế+'+ậ+B'R6P'@ị'cũng có thể'N#5*'Nạ8'+&ự8'+#ế0'@ới Điề6'(-ố#'H#5*'G1*'R6;ề*'
!"#$%&'(%&)"*%*+%'+ạ#V''
>,0*+:0)'?89-7,0)-8'
C#@#N'[#/-+$X\G\'C==&4#*"+=&'
]^__'I"&&#$=*'Y+B'
]`+-'aN==&'
b",N"*49'C\'cK`]J'

@,<*+:0)'?89-7,0)-8''
C#@#N'[#/-+$X\G\'C==&4#*"+=&'
YC\F'C=)0N#"*8%'"*4'(&#@"8;'
dcd'e"$+'f"N*6+'Y+B9'
("$"4%*"9'C\'c]]^^'

R6P'@ị'cũng có thể'đệ'đơn +-"*'0-#ề*'@ề'41*'<6;ề*'@ớ#'gộ'S'Eế'@:'h-1*'Y#*-'I="'!ỳ'MiBYB'G%0"&+)%*+'=j'I%"N+-'"*4'I6)"*'Y%&@#8%$O9'(-U*/'
G1*'R6;ề*'Mbjj#8%'=j'C#@#N'[#/-+$O'2ằng đường điệ*'+ử'+-.*/'<6"'Cổ*/'E-.*/'E#*'(-U*/'(-ụ'E&78-'!-#ế6'hạ#'@ề'G1*'R6;ề*'Mbjj#8%'j=&'C#@#N'
[#/-+$'C=)0N"#*+'(=&+"NO9'-#ệ*'8D'+ạ#'$.3;$3:4<=771=8$*>$.3>;$3:4<><$??@=A1/9'-";'2ằng đường bưu điệ*'-=ặc điệ*'+-=ạ#'+ạ#V'iBYB'G%0"&+)%*+'=j'I%"N+-'
"*4'I6)"*'Y%&@#8%$9'J__'k*4%0%*4%*8%'\@%B'Yf9'[==)'l_ca9'III'g6#N4#*/9'f"$-#*/+=*9'GBCB'J_J_]9']m^__md`^m]_]c9']m^__mldLmL`cL'MEESOB'
Tẫ6'đơn +-"*'0-#ề*'-#ệ*'8D'+ạ#'771=8$*>$.3>$//&.,>/&<,>&-+,B=7:'<='
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NOTICE OF LANGUAGE ASSISTANCE

English: This is important information from Kaiser Permanente. If you need help 
understanding this information, please call 1-800-464-4000 and ask for language 
assistance. Help is available 24 hours a day, 7 days a week, excluding holidays.

Arabic :����� ��� ������� ��� ������� ���� �� Kaiser Permanente. ��� ��� ����� �������� �� ��� ��� ���������� ���� ������ ��� ����� 1-800-464-4000 ���� ������ ����� .�������� 
������ ��� ���� ������ ���� ���� ������� �������� ���� ������ �������.

Armenian: Սա կարևոր տեղեկություն է «Kaiser Permanente»-ից: Եթե այս տեղեկությունը հասկանալու համար Ձեզ օգնություն է հարկավոր, խնդրում 
ենք զանգահարել 1-800-464-4000 հեռախոսահամարով և օժանդակություն ստանալ լեզվի հարցում: Զանգահարեք օրը 24 ժամ, շաբաթը 7 օր` բացի տոն 
օրերից:

Chinese: 這是來自 Kaiser Permanente 的重要資訊。如果您需要協助瞭解此資訊，請致電 1-800-757-7585 尋求語言協助。我們每週 7 天，每天 24 小時皆提供
協助（節假日休息）。

Farsi :��� ������ ���� �� ��� Kaiser Permanente �� ���� .��� �� ������ ��� ������ �� ��� ���� ������ ����� �� ����� 1-800-464-4000 ���� ����� � ���� ����� ����� ������� ���� .��� 
� �������� �� 24 ���� ������� � 7 ��� ����� ���� ������ ����� ����� ���.

Hindi: यह Kaiser Permanente की ओर स े महतवपरू ् सचूना ह।ै यदि आपको इस सचूना को समझन े के लिए मिि की जररत ह�ै तो कृपया 1-800-464-4000 पर फोन 
कर े और भाषा सहायता के लिए पछूे। सहायता छुद्यो को छोडकर� सपताह के सातो दिन� दिन के �� घटं�े उपिबध ह।ै

Hmong: Qhov xov xwm no tseem ceeb los ntawm Kaiser Permanente. Yog koj xav tau kev pab kom nkag siab cov xov xwm no, thov hu rau 1-800-464-4000 
thiab thov kev pab txhais lus. Muaj kev pab 24 teev ib hnub twg, 7 hnub ib lim tiam twg, tsis xam cov hnub caiv.

Japanese: Kaiser Permanente から重要なお知らせがあります。この情報を理解するためにヘルプが必要な場合は、 1-800-464-4000 に電話して、言語サー
ビスを依頼してください。このサービスは年中無休（祝祭日を除く）でご利用いただけます。

Khmer:នេះគជឺពត័ម៌េសខំេ ់មកព ីKaiser Permanente។ នបសសនេ្កករតវករជំេំយយ ឲយ្បេយលដ់ងឹពត័ម៌េនេះ សមូទជូសព័ន្ៅនលខ 1-800-464-4000 េនងនសកសសំំំំេយយខង
ភស។ ំេំយយគមឺេ �� នម�្ងមយយ្ងង � ្ងងមយយអទនតយ្ ជយមទងំ្ងងបណំយ្ផង។

Korean: 본 정보는 Kaiser Permanente 에서 전하는 중요한 메시지입니다. 본 정보를 이해하는 데 도움이 필요하시면, 1-800-464-4000 번으로 전화해 언어 
지원 서비스를 요청하십시오. 요일 및 시간에 관계없이 언제든지 도움을 제공해 드립니다(공휴일 제외).

Laotian: ນີ້ແມນ່ຂໍ້ມນູສຳໍຄນັຈຳກ Kaiser Permanente. ຖຳ້ວຳ່ ທຳ່ນຕອ້ງກຳນຄວຳມຊວ່ຍເຫຼືອໃນກຳນຊວ່ຍໃຫເ້ຂົ້ຳໃຈຂໍ້ມນູນີ້� ກະຣນຸຳໂທຣ 1-800-464-4000 ແລະຂເໍອຳົກຳນ
ຊວ່ຍເຫຼືອດຳ້ນພຳສຳ� ກຳນຊວ່ຍເຫຼືອມໃີຫຕ້ະຫອຼດ 24 ຊົ່ວໂມງ� 7 ວນັຕໍ່ອຳທດິ� ບໍ່ລວມວນັພກັຕຳ່ງໆ�

Navajo: D77 47 hane’ b7h0ln7ihii 1t’4ego Kaiser Permanente yee nihalne’. D77 hane’7g77 doo hazh0’0 bik’i’diit88hg00 t’11 sh--d7 koji’ hod77lnih 1-800-464-4000 1ko saad 
bee 1k1 i’iilyeed y7d77ki[. Kwe’4 1k1 an1’1lwo’ t’11 1[ahj8’ naadiind99’ ah44’7lkidg00 d00 tsosts’id j9 22’1t’4. Dahod7lzing0ne’ 47 d1’deelkaal.

Punjabi: ਇਹ Kaiser Permanente ਵਲ ੋਜ਼ਰਰੂੀ ਜਾਣਕਾਰੀ ਹ�ੈ ਜ ੇਤਹੁਾਨੂੰ ਇਸ ਜਾਣਕਾਰੀ ਨੂੰ ਸਮਝਣ ਲਈ ਮਦਦ ਦੀ ਲੜੋ ਹ�ੈ ਤਾ ਕਕਰਪਾ ਕਰਕ ੇ1-800-464-4000 �ਤ ੇਫ਼ਨੋ ਕਰ ੋਅਤ ੇਭਾਸ਼ਾ 
ਸਹਾਇਤਾ ਲਈ ਪੁੱਛ�ੋ ਮਦਦ� ਛੁੱਟੀਆ ਂਨੂੰ ਛੱਡ ਕ�ੇ ਹਫ਼ਤ ੇਦ ੇ� ਕਦਨ� ਅਤ ੇਕਦਨ ਦ ੇ�� ਘੰਟ ੇਮਜੌਦੂ ਹ�ੈ

Russian: Это важная информация от Kaiser Permanente. Если Вам требуется помощь, чтобы понять эту информацию, позвоните по номеру 
1-800-464-4000 и попросите предоставить Вам услуги переводчика. Помощь доступна 24 часа в сутки, 7 дней в неделю, кроме праздничных дней.
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Spanish: La presente incluye información importante de Kaiser Permanente. Si necesita ayuda para entender esta información, llame al 1-800-788-0616 y 
pida ayuda linguística. Hay ayuda disponible 24 horas al día, siete días a la semana, excluidos los días festivos.

Tagalog: Ito ay importanteng impormasyon mula sa Kaiser Permanente. Kung kailangan ninyo ng tulong para maunawan ang impormasyong ito, mangyaring 
tumawag sa 1-800-464-4000 at humingi ng tulong kaugnay sa lengguwahe. May makukuhang tulong 24 na oras bawat araw, 7 araw bawat linggo, maliban 
sa mga araw na pista opisyal.

Thai: นี่เป็นขอ้มลูสาํคญัจาก Kaiser Permanente หากคณุตอ้งการความชว่ยเหลอืในการทาํความเขา้ใจขอ้มลูนี้ กรณุาโทรไปยงัหมายเลข 1-800-464-4000 เพื่อขอความชว่ย
เหลอืดา้นภาษา สามารถโทรตดิตอ่ไดต้ลอด �� ชั่วโมงทกุวนั ยกเวน้วนัหยดุเทศกาล�

Vietnamese: Đây là thông tin quan trọng từ Kaiser Permanente. Nếu quý vị cần được giúp đỡ để hiểu rõ thông tin này, vui lòng gọi số 1-800-464-4000 và 
yêu cầu được cấp dịch vụ về ngôn ngữ. Quý vị sẽ được giúp đỡ 24 giờ trong ngày, 7 ngày trong tuần, trừ ngày lễ.



Page 51

Effective January 1, 2024  
Please note: There is only one Premier PPO and one  
Premier HMO Plan of benefits. This comparison and other 
materials from the Fund Office may use the term “HCP” 
and other related terms solely for the purposes of making 
it easier for participants to understand the differences 
associated with participating in the Wellness Program 
(HCP) versus not participating. You can participate in the 
Wellness Program (HCP) whether you enroll in the 
Premier PPO or the Premier HMO Plan.

2024 Premier 
Medical Carrier 

Comparison 
Chart
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Blue Shield of California PPO Kaiser HMO

Choice of Providers

 
Must use a Kaiser provider in order to receive benefits.  
Except for emergencies, no benefits will be provided for 
services rendered by non-Kaiser providers.  

 
Weekly Premiums 
A Premium is the contribution amount you 
pay when you enroll your dependents. Per 
Child premiums are for each of  the first 
three children and then $0 for any additional 
children. 

UCBT Wellness Program (HCP) 
Weekly Premium Rates  

• Employee: $0 
• Spouse/Domestic Partner: $20 
• Per Child: $10 
 

Not participating in Wellness  
Program Weekly Premium Rates  

• Employee: $0 
• Spouse/Domestic Partner: $30 
• Per Child: $15

UCBT Wellness Program (HCP) 
Weekly Premium Rates  

• Employee: $0 
• Spouse/Domestic Partner: $20 
• Per Child: $10 
 

Not participating in Wellness 
Program Weekly Premium Rates 

• Employee: $0 
• Spouse/Domestic Partner: $30 
• Per Child: $15

Calendar Year Deductible  
(In-Network) 
Except for ACA preventive care services, 
you must pay all costs up to the deductible 
amount before the plan begins to pay for 
covered services you use. Copayments, 
coinsurance and non-covered expenses do 
not count toward the deductible. 

UCBT Wellness Program (HCP) 
Determined by  
Covered Dependents 
Available HRA funds will be used to pay for your  
deductible until either the deductible is met or the  
HRA funds are exhausted. 

• Employee Only: $900 
• Employee with 1 Dependent: $1,800 
• Employee with 2+ Dependents: $1,850 

 
Not participating in  
Wellness Program Determined by 
Covered Dependents 

• Employee Only: $900 
• Employee with 1 Dependent: $1,800 
• Employee with 2+ Dependents: $1,850

 
UCBT Wellness Program (HCP) 
Determined by  
Covered Dependents 
Available HRA funds will be used to pay for your  
deductible until either the deductible is met or the  
HRA funds are exhausted. 

• Employee Only: $900 
• Employee with 1 Dependent: $1,800 
• Employee with 2+ Dependents: $1,850 

 
Not participating in  
Wellness Program Determined by 
Covered Dependents 

• Employee Only: $900 
• Employee with 1 Dependent: $1,800 
• Employee with 2+ Dependents: $1,850 

2024 UCBT Premier Medical Carrier Comparison Chart

Must use Blue Shield of  California providers to receive 
higher benefits (“in-network or PPO benefits”). Except 
in emergencies, lower benefits apply if NOT using in-network 
Blue Shield of  California providers (“out-of-network or 
non-PPO benefits”). Participants outside California 
should use the BlueCard network.
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Blue Shield of California 
PPO

Kaiser HMO

Calendar Year Deductible 
(Out-of-Network) 
You must pay all the costs up to the deductible amount 
before the plan begins to pay for covered services you 
use. Copayments, coinsurance and non-covered ex-
penses do not count toward the deductible.

• Employee Only: $1,100 
• Employee with 1 Dependent: $2,200 
• Employee with 2+ Dependents: $2,450 
 

HRA funding will be used to pay your annual  
deductible until either the deductible is met or the 
HRA funding is exhausted.

No out-of-network benefits, except for emergency 
care.

Calendar Year Out-Of-Pocket 
Maximum (Medical In-Network 
and Out-of-Area)  
The calendar year in-network (PPO) and out-of-area 
(OOP) medical limit is the most you could pay during 
a calendar year for your share of  the cost of  covered 
medical services. This includes your coinsurance and 
deductible for PPO and out-of-area medical services. 
Premiums, balance-billed charges, non-covered  
expenses, charges in excess of  benefit maximums, 
prescription drug, dental and vision expenses, and 
out-of-network coinsurance do not count toward the 
PPO and out-of-area out-of-pocket limit.

UCBT Wellness Program (HCP) 
• Employee Only: $2,900 
• Employee with 1 Dependent: $5,800 
• Employee with 2+ Dependents: $7,850 

 
Not participating in Wellness 
Program 

• Employee Only: $5,900 
• Employee with 1 Dependent: $11,800 
• Employee with 2+ Dependents: $12,800 

UCBT Wellness Program (HCP) 
• Employee Only: $2,900 
• Employee with 1 Dependent: $5,800 
• Employee with 2+ Dependents: $7,850 

 
Not participating in Wellness 
Program 

• Employee Only: $5,350 
• Employee with 1 Dependent: $10,700 
• Employee with 2+ Dependents: $10,700 

Calendar Year  
Out-Of-Pocket Maximum (OOP) 
(Medical Out-of-Network)

No maximum (unlimited out-of-pocket) No maximum (unlimited out-of-pocket)

Calendar Year Out-Of-Pocket 
(OOP) Maximum (Prescription  
In-Network and Out-of-Area)  
The calendar year in-network and out-of-area  
prescription OOP limit is the most you could pay during 
a calendar year for your share of  the cost of  covered 
prescription drugs. The prescription drug out-of-pocket 
limit does not include any drugs purchased at  
out-of-network pharmacies and/or any additional 
amount paid for a non-preferred drug under the MPD 
program. 

UCBT Wellness Program (HCP) 
• Employee Only: $6,550 
• Employee with 1 Dependent: $13,100 
• Employee with 2+ Dependents: $11,050 

 
Not participating in Wellness 
Program 

• Employee Only: $3,550 
• Employee with 1 Dependent: $7,100 
• Employee with 2+ Dependents: $6,100 

UCBT Wellness Program (HCP) 
• Employee Only: $6,550 
• Employee with 1 Dependent: $13,100 
• Employee with 2+ Dependents: $11,050 
 

Not participating in Wellness 
Program 

• Employee Only: $4,100 
• Employee with 1 Dependent: $8,200 
• Employee with 2+ Dependents: $8,200 

Calendar Year Out-Of-Pocket 
Maximum (Prescription Out-of-
Network)

No maximum (unlimited out-of-pocket) No maximum (unlimited out-of-pocket)

2024 UCBT Premier Medical Carrier Comparison Chart
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2024 UCBT Premier Medical Carrier Comparison Chart

Blue Shield of California 
PPO

Kaiser HMO

ACA Preventive Services  
(In-Network)

100% of  covered charges 100% of  covered charges

ACA Preventive Services  
(Out-of-Network)

Not covered Not covered

Patient Coinsurance 
Coinsurance is your share of  the costs of  a covered 
service, calculated as a percent of  the allowed 
amount for the service after you satisfy your  
deductible. For example, if  the plan’s Allowed 
Amount for a hospital stay is $10,000, your  
coinsurance of  20% would be $2,000, if  you have 
already met your deductible.  

Applies to all covered services such as hospitalization, 
outpatient hospital services, primary care and  
specialist office visits, urgent care, emergency room.  
In-Network 
UCBT Wellness Program (HCP) – 
15%  
Not participating in Wellness  
Program – 20%   
Out-of-Network 
50% of Allowed Amount plus Billed Charges above 
Allowed Amount

Applies to all covered services such as hospitalization, 
outpatient hospital services, primary care and  
specialist office visits, urgent care, emergency room.  
In-Network 
UCBT Wellness Program (HCP) – 
15%  
Not participating in Wellness  
Program – 20%   
Out-of-Network 
Not covered 
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Maintenance Drugs 
for Select  
Conditions

Maintenance Drugs 
for Other  
Conditions

Other Drugs

Preferred Generic 30-day supply: $7  
90-day supply: $14 

30-day supply: $10  
90-day supply: $20 

30-day supply: $10

Preferred Brand 30-day supply: $15  
90-day supply: $30 

30-day supply: $20  
90-day supply: $40 

30-day supply: $20

Non-Preferred

30-day supply: $25  
90-day supply: $50 

30-day supply: $35  
90-day supply: $70 

30-day supply: $35

Costs in excess of  the benchmarked drug cost are not covered by the Plan.  
Members pay the excess costs in addition to the above copays.

Member Submitted 
Claims

Available only for emergencies and out-of-area users.  
Lesser of  purchase price or AWP less applicable copayment.

2024 Prescription Benefit Summary at Network Pharmacies

To maximize your benefit and reduce out-of-pocket costs, fill your prescriptions at UCBT In-Network Pharmacies.  
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2024 Vision Benefit Summary

Exam, Lenses and Frames

VSP Network Provider: $5 deductible, exam is covered once every calendar year; 
lenses and frames are covered once every calendar year, up to wholesale  
allowance. Non-VSP Provider: Covered up to Plan Allowances, member pays 
100% of  costs above Allowance. 

2024 Dental Benefit Summary

Cigna Dental PPO
 
    Cypress Dental PPO Delta Dental DPO Liberty Dental 

DMO

Choice Of  
Providers

You may select any dentist of  
your choice. Using a dentist  
in-network with Cigna Dental 
will lower your out-of-pocket 
expense.

You may select any dentist 
of your choice. Using a dentist 
in-network with Delta Dental 
will lower your out-of-pocket 
expense.

You must use the Liberty DMO 
providers. If  you go to a non-
network provider, you will 
have to pay 100% of  the 
charges incurred.

Calendar Year  
Deductible

None
  

None None None

Calendar Year 
Benefit  
Maximum

$2,500 per person 
No calendar year benefit  
maximum for Pediatric Dental 
Care.

  $2,500 per person 
   No calendar year benefit  
   maximum for Pediatric Dental     
   Care.

$2,500 per person 
No calendar year benefit 
maximum for Pediatric  
Dental Care.

No maximum

Covered  
Expenses  
(In-Network)

Contracted Cigna Dental rates   Contracted Cypress Dental rates 
Contracted Delta Dental 
rates 

Contracted Liberty rates 

Covered  
Expenses  
(Out-Of-Network)

Cigna Dental schedule  
allowances

  Indemnity dental schedule  
   allowances

Delta Dental schedule  
allowances

No out-of-network benefits

Preventive &  
Diagnostic

100% of  covered expenses   100% of  covered expenses 100% of covered expenses
Network provider services 
are provided after you pay 
the applicable copayment.

Basic  
Restorative

80% of  covered expenses    80% of  covered expenses 80% of  covered expenses
Network provider services 
are provided after you pay 
the applicable copayment.

Major  
Restorative

70% of  covered expenses   70% of  covered expenses 70% of  covered expenses
Network provider services 
are provided after you pay 
the applicable copayment.

Orthodontic 
Benefit

75% of  covered expenses, up 
to $2,000 per person lifetime

 
  75% of  covered expenses, up to  
   $2,000 per person lifetime

75% of  covered expenses, 
up to $2,000 per person 
lifetime

Orthodontic benefit is provided 
through Liberty Dental DMO.   
• $1,300 copay for limited  
   treatment 
• $1,550 copay for transitional   
    and adolescent 
   comprehensive treatment 
• $1,695 copay for adult  
   comprehensive treatment

To maximize your benefit and reduce out-of-pocket costs, see Vision Service Plan (VSP) In-Network Provider(s) for your vision care.  

You may select any dentist of  
your choice. Using a dentist  
in-network with Cypress Dental 
will lower your out-of-pocket  
expense.
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Do you and your  
Spouse/Domestic Partner  

both work?   
Do you have multiple 

health insurance  
plans and insurance  

coverages?   
 

Read these FAQs to help  
understand how it all works.
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I
f your Spouse/Domestic Partner, or any of your 
Dependent Children work and their job provides 
health care benefits, or if any of you is eligible for 
Medicare, it is important for you to understand 

how your UCBT Active or Retiree benefits will 
coordinate with their other coverage through work or 
Medicare. Review the information below and take the 
time to log into ufcwtrust.com to review your coverage. 
This will help avoid confusion and could help you avoid 
paying for unnecessary out-of-pocket expenses.  
 
Non-Duplication of Benefits 
 
Question 1:  What is the Non-Duplication of 
Benefits rule?  
 
ANSWER: The UCBT Plan uses Non-Duplication of 
Benefits rules to calculate benefit payments when the 
UCBT Plan is the secondary coverage and pays after 
another health plan. The UCBT Plan pays after another 
health plan when that other health plan is the primary 
coverage for you, your Spouse/Domestic Partner, or 
your Dependent Child. If the other plan pays more than 
what the UCBT Plan would have paid if the UCBT Plan 
was the only coverage, the UCBT plan as the secondary 
plan would not pay any additional benefits. The UCBT 

Plan will pay benefits only if the primary plan’s payment 
was less than the amount the UCBT Plan would have 
paid if the UCBT Plan were the only coverage. In other 
words, when the UCBT pays secondary, the UCBT Plan 
does not duplicate the payments under the primary 
coverage. 
 
Example 1: If the primary plan paid 80% of the UCBT 
Plan’s allowed amount for a service, and the UCBT Plan 
would have paid 75% of the allowed amount for that 
same service if it were the only plan providing benefits, 
the UCBT Plan will not pay any additional amounts for 
that service. The patient will be responsible for the 
remaining 20% of the cost.  
 
Example 2: If the primary plan paid 70% of the UCBT 
Plan’s allowed amount for a service and the UCBT Plan 
would have paid 75% of the allowed amount for that 
same service if it were the only plan providing benefits, 
the UCBT Plan would pay an additional 5% of the 
UCBT Plan’s allowed amount for that service. The 
patient will be responsible for the remaining 25% of the 
UCBT Plan’s allowed amount (plus any additional 
amounts if the primary plan’s allowed amount was 
greater that the UCBT Plan’s allowed amount for the 
service, and any additional billed charges if the services 

Frequently Asked Questions About  
Coordination Of Benefits (COB)
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were performed by an out of network provider). 
 
If you and your Spouse/Domestic Partner both are 
covered as Members under a UCBT Plan but do not 
qualify for Dual Coverage, the UCBT Plan will pay each 
Member’s claims as primary under their respective plan 
and then apply non-duplication to the secondary claim.  
 
Dual Coverage 
“Dual Coverage” refers to the coverage available to 
couples (you and your Spouse/Domestic Partner) when 
both are Members of the UCBT Active Plan or the 
UCBT Retiree Health Plan – for example, both are 
Active Members, both are Retirees, or one is an Active 
Member and one is a Retiree. When both individuals are 
enrolled in a UCBT Plan and both meet the requirements 
as described below, the couple is eligible for Dual 
Coverage. Dual Coverage provides 100% Coordination 
of Benefits. This means that generally you will have 
lower out of pocket expense than if you didn’t have Dual 
Coverage. 
 
Question 2: I am covered under the UCBT 
Active Plan as a member because I work in 
the industry. My Spouse/Domestic Partner 
is also covered under the UCBT Active Plan 
as a member because they work in the 
industry. What do we need to do to qualify 
for Dual Coverage?    
 
ANSWER: In order to qualify for Dual Coverage, you 
must meet the following eligibility requirements:  
 
a. Both of you must enroll in the same medical carrier 

(either PPO or HMO). 
 
b. Both of you must cover each other as a Dependent 

and cover all of the same Dependent Children. In 
other words, all of your enrolled household members 
will have two coverages through UCBT. You and your 
Spouse/Domestic Partner will each pay Dependent 
premiums that cover the Spouse/Domestic Partner and 
all Dependent Children. 

 
c. Both of you must complete the Wellness Steps to 

participate in the Wellness Program (HCP). If one of 
you does not participate in the Wellness Program, 
both of you will not qualify for Dual Coverage, even 
if you meet the a. and b. requirements above. Instead 
of Dual Coverage and 100% Coordination of 
Benefits, benefits will be coordinated based on the 
Non-Duplication of Benefits rules. See answer to 
Question 1 above to understand what Non-
Duplication of Benefits means. 

 
Question 3: I am an active member and  
my Spouse/Domestic Partner is a retired 
member. How do we qualify for Dual 
Coverage?  
 
ANSWER: In order to qualify for Dual Coverage, both 
of you must meet the eligibility requirements described 
in Answer 2 above, with the following clarifications: 
 
• If any of your children are eligible for coverage as a 

Dependent Child under the Active Plan but are not 
eligible to be covered under the Retiree Plan (either 
because of the child’s age or the Retiree having less 
than 25 years of credited service), the Dependent 
Child may be covered under the Active Plan only and 
you will still qualify for Dual Coverage. 

 
• Although Retirees are not eligible to participate in the 

Wellness Program (HCP), both you and your 
Spouse/Domestic Partner must still complete the 
Wellness Steps, because the UCBT Active Plan 
requires both the Active Member and the Member’s 
enrolled Spouse/Domestic Partner to complete the 
required Wellness Steps for the family to be eligible 
to participate in the Wellness Program (HCP). 

 
Question 4: Both my Spouse/Domestic 
Partner and I are retired UCBT members. 
How do we qualify for Dual Coverage?  
 
ANSWER: In order to qualify for Dual Coverage, both 
of you must meet the eligibility requirements described 
in a. and b. under Answer 2 above, with the following 
clarifications: 
 
• If any of your children are eligible for coverage as a 



Page 60

Dependent Child under one Member’s Retiree 
coverage but not the other Member’s Retiree 
coverage (because one of the Retiree Members has 
25 years or more of credited service, while the other 
Retiree Member has less than 25 years of credited 
service), the Dependent Child may be covered under 
one Member’s Retiree Plan only and you will still 
qualify for Dual Coverage.  

 
• There is no Wellness Program (HCP) for UCBT Retirees. 
 
Other Insurance Information 
 
Question 5: What if I am a UCBT Active Plan 
member and my covered Spouse/Domestic 
partner works elsewhere?  
 
ANSWER: If your Spouse/Domestic Partner is working 
and is offered group health insurance through their 
employer, they must enroll in that other insurance and 
select the option that is the most comparable to the 
UCBT Plan, regardless of the cost; otherwise their 
benefits under the UCBT Plan will be reduced by 60%. 
 
If health insurance is not offered by your 
Spouse/Domestic Partner’s employer, you must submit 
a letter from their employer (on company letterhead) to 
the Trust Fund Office (TFO) explaining that the 
employer does not offer insurance. If you do not submit 
this letter, a 60% reduction in benefits under the UCBT 
Plan will be applied to claims incurred by your 
Spouse/Domestic Partner. You can fax the letter to  
(925) 746-7549 or submit it online to ufcwtrust.com. 
 
Question 6: What if I am a UCBT Active Plan 
member and my Spouse/Domestic Partner 
is retired and not a UCBT Retiree?  
 
ANSWER: If your Spouse/Domestic Partner is retired 
and offered retiree health coverage through a past 
employer, they must enroll in that other insurance and 
select the option that is the most comparable to the 
UCBT Plan coverage, regardless of the cost; otherwise 
their benefits under the UCBT Plan will be reduced by 
60%. If retiree health insurance is not offered by your 
Spouse/Domestic Partner’s past employer, you must 
submit a letter from their past employer (on company 
letterhead) to the Trust Fund Office (TFO) explaining 

that the employer does not offer retiree insurance. If you 
are unable to obtain such a letter (for example because 
your Spouse’s/Domestic Partner’s former employer is 
no longer in business), please contact the TFO for 
acceptable alternative documentation. 
 
Question 7: What if I am a UCBT Retiree and 
I, my Spouse/Domestic Partner, or covered 
Dependent Children work elsewhere? 
 
ANSWER: A Spouse, Domestic Partner or Dependent 
Child enrolled in the UCBT Retiree Health Plan who has 
access to either retiree health benefits through a past 
employer or health benefits through a current employer 
must take the insurance offered by the employer (past 
or current) and select the option that is the most 
comparable to the UCBT Retiree Plan coverage, 
regardless of the cost; otherwise benefits under the UCBT 
Retiree Plan will be reduced by 60% for that individual. 
 
A UCBT Retiree who has access to an active plan 
through a current employer must take the insurance 
offered by the current employer and select the option 
that is the most comparable to the UCBT Retiree Plan 
coverage, regardless of the cost; otherwise benefits 
under the UCBT Retiree Plan will be reduced by 60% 
for the Retiree.   
 
Question 8: Both my Spouse/Domestic 
Partner and I are UCBT Retirees. Does my 
Spouse/Domestic Partner have to take their 
own UCBT Retiree coverage or may I cover 
my Spouse/Domestic Partner under my 
UCBT Retiree plan? 
 
ANSWER: You may cover your Spouse/Domestic 
Partner under your UCBT Retiree Health Plan. Your 
Spouse/Domestic Partner does NOT need to enroll under 
his/her own UCBT Retiree Health Plan coverage. While 
UCBT Retirees are required to enroll in any other 
employer-based retiree group plan when offered, this 
rule does not apply if both of you are UCBT Retirees. 
However, if you want Dual Coverage, you must both 
enroll and select the same medical carrier, while 
covering each other and the same Dependent Children.  
(See Question/Answer 2.)
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Delta Dental 
For more information on Benefits from Delta Dental, please go  
to the following website: 
https://www1.deltadentalins.com/ucbtfund 
 
Cigna Dental 
For more information on Cigna Dental benefits, please go  
to the following website:  
https://view.ceros.com/cigna/ucfw/p/1 
 
Cypress Dental 
Please visit the link below and in the upper right corner, click in the blue box that 
says “Plan” and select “Union Employees” to find a provider near you. 
 
https://directory.mycypressadmin.com/home 
  
 
Liberty Dental 
Visit the website to locate a provider at https://client.libertydentalplan.com/UFCW

Dental Providers Information

UFCWTRUST.COM

Visit


