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This Benefit Guide provides a brief description of plan benefits. For more information on plan benefits, exclusions, 

and limitations, please refer to the Plan documents or contact the carrier/administrator directly.  If any conflict 

arises between this Guide and any plan provisions, the terms of the actual plan document or other applicable 

documents will govern in all cases. Benefits are subject to modification at any time. 

Benefit Plan Year:  01/01/2022 through 12/31/2022 
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OPEN ENROLLMENT FOR BENEFIT PLAN YEAR 01/01/2022—12/31/2022 

Each year, during the Open Enrollment Period, you will have the opportunity to enroll in or make changes 

to your benefit elections and dependents without a qualifying event.  Please take the time to review all of 

the plan options carefully to determine which plan options meet the anticipated needs of you and your 

family.  Once you have made your elections, you will not be able to change them until the next Open Enroll-

ment Period, unless you experience a qualifying event.  

MAKING CHANGES TO YOUR BENEFITS DURING THE PLAN YEAR (QUALIFYING EVENT) 

As a reminder, the Open Enrollment Period is your opportunity to make changes to your coverage.  You 

cannot make changes to your coverage during the benefits plan year unless you experience a change in 

family status, such as: 

• Loss or gain of coverage through your spouse. 

• Loss of eligibility of a covered dependent. 

• Death of your covered spouse or child. 

• Birth or adoption of a child. 

• Marriage, divorce, or legal separation. 

• Switch from part-time employment to full-time employment. 

Welcome To Open Enrollment 

If you do not make changes within 30 days of the ‘qualifying event,’ you must wait until the following  

Open Enrollment Period. 
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QUESTIONS? 

Because the world of healthcare and insurance can be confusing and hard to navigate, we are pleased to introduce your 

Account Manager at Brown & Brown who will be able to assist you with all things related to your benefits. Your Account 

Manager will be working in conjunction with the Human Resources Department so that benefit needs are addressed in a timely 

fashion. 

B&B Account Manager: 

Angela Garner 

989 - 399 - 0457 

agarner@bbcmich.com 

City of Grand Haven: 

Zac VanOsdol  

616 - 847- 4887 

zvanosdol@grandhaven.org  

Office Hours: Monday through Friday, 8:00 am to 5:00 pm EST 

Plan Carrier Phone Website 

Medical 
Blue Cross Blue Shield of 

Michigan 
313-225-9000 www.bcbsm.com 

Dental The Standard 888-547-9515 www.thestandard.com 

Life/Disability New York Life 800-225-5695 www.newyorklife.com 

Brown & Brown of Central Michigan Claim Advocacy Services 

Name Direct Number Email Fax 

Farran Braman 989-399-0467 fbraman@bbcmich.com 989-607-2243 

Rebecca Castillo 989-399-0460 rcastillo@bbcmich.com 989-607-9997 

Olga Roberson 989-399-0455 oroberson@bbcmich.com 989-607-2241 

Judy Robinson 989-399-0465 jrobinson@bbcmich.com 989-607-2240 
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ANNUAL OPEN ENROLLMENT 

PLAN YEAR 01/01/2022—12/31/2022 

Each year, during the Open Enrollment Period, you will have the opportunity to enroll in or make changes to 

your benefit elections and dependents without a qualifying event.  Please take the time to review all of the 

plan options carefully to determine which plan options meet the anticipated needs of you and your family.  

Once you have made your elections, you will not be able to change them until the next Open Enrollment Pe-

riod, unless you experience a qualifying event.  

Open Enrollment for our benefit plans will be conducted  November 1—November 12.  Elections you make 

during open enrollment will become effective January 1, 2022. 

WHO IS ELIGIBLE? 

 

Unless you have a qualifying event, you cannot make changes to the 
benefits You elect until the next open enrollment period. The Health 
Insurance Portability And Accountability Act of 1996 (HIPAA) provides 
employees additional opportunities  to enroll in a group health plan if 
they experience a loss of other  coverage or certain life events.  If you are 
declining coverage at this time for either yourself or your eligible  
dependents, you may be able to enroll yourself  And/or your eligible 
dependents in coverage at a later date if there is a loss of other coverage. 
If you experience a qualified “change in status,” you must make any associated enrollment or benefit changes 
within 30 days of the event except for a Medicare or Medicaid entitlement event, in which case you must 
make changes within 60 days of the event. You have the right to elect coverage during the plan year if your or 
your dependent’s Medicaid/Children’s Health Insurance Program (CHIP) coverage terminates due to 
discontinuation of eligibility under the program or if you become eligible for a Medicaid/CHIP premium 
assistance subsidy (if available in your state) providing you request enrollment within 60 days of the loss of 
coverage or eligibility for premium subsidy. Qualified changes in status include: Change in legal marital 
status; Change in number of dependents; Change in employment status of employee, spouse, or dependent; 
A dependent newly satisfies or ceases to satisfy eligibility requirements; Change in place of residence; Loss of 
certain other health coverage; Court judgment, decree, or order; Medicare or Medicaid entitlement; 
Significant cost or other coverage changes; Family Medical Leave Act (FMLA) leave of absence; Reduction of 
hours; Exchange/Marketplace enrollment. Please note that there are several conditions and/or limitations 
that apply to the events listed above. Please contact Human Resources if you have any questions or believe 
that you may qualify for an election change. 

MID - YEAR CHANGES? 

Full time employees are eligible to participate in benefit plans on the first day of the month following/

coinciding with one month of continued service. Full time employment is defined as working a minimum of 

30 hours per week. Your eligible dependents include your spouse, registered domestic partner, and 

dependent children. Dependent children are eligible to age 26. 
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MEDICAL PLAN - BCBSM H.S.A $1,400 

 

Prescription Drug Benefits 
In-Network (for HDHP,   

Copays after Deductible) 

  Generic $10 

  Preferred Specialty 15% but no more than $150 

  Non-preferred Specialty 25% but no more than $300 

  Brand (Formulary/Preferred) $40 

  Brand (Non-Formulary/Non-preferred) $80 

  Number of Days Supply 30 Days 

  Mail Order   

    Generic $20 

    Preferred Specialty No Coverage 

    Non-preferred Specialty No Coverage 

    Brand (Formulary/Preferred) $80 

    Brand (Non-Formulary/Non-preferred) $160 

    Number of Days Supply for Mail Order 90 Days 

Benefit Comparison    H.S.A $1,400 

  Annual Deductible/Individual $1,400 

  Annual Deductible/ Two-Person or Family $2,800 

  Coinsurance 0% 

  Office Visit/Exam 0% after deductible 

  Specialist Visit 0% after deductible 

  Telemedicine 0% after deductible 

  Annual Out-of-Pocket Limit/Individual $2,250 

  Annual Out-of-Pocket Limit/Family $4,500 

  Inpatient Hospitalization 0% after deductible 

  Emergency Room 0% after deductible 

  Urgent Care Facility 0% after deductible 

  Inpatient Care 0% after deductible 

  Inpatient Hospitalization - Substance Abuse/Mental 

Health 
0% after deductible 

  Outpatient Services - Substance Abuse/Mental Health 0% after deductible 
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SUMMARY OF BENEFITS AND COVERAGE - BCBSM 
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SBC Uniform Glossary 
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BLUE 365 
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BLUE 365 



22 

 

BCBSM APP 
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BCBSM ONLINE HEALTH CARE 
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BCBSM ONLINE HEALTH CARE 
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BCBSM ONLINE HEALTH CARE 
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BCBSM ONLINE HEALTH CARE 
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LIVONGO 
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OMADA 

omadahealth.com/grandhaven 
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PRESCRIPTION DRUG 
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ANNUAL CHECK-UP 
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CANCER SCREENINGS 
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CANCER SCREENINGS 
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DENTAL PLAN - THE STANDARD 

Dental 

Plan 1:                     

Non-Union / SEIU

Plan 2:                    

POLC

  

Benefit Comparison In-Network In-Network 

Annual Deductible/Individual 
$0 $0 

Annual Deductible/Family $0 $0 

Annual Plan Maximum $1,000 $800 

Lifetime Orthodontia Plan 

Maximum 

$1,000 $1,250 

  Diagnostic & Preventive  

Services 

100% 100% 

  Basic Services 75% 75% 

  Major Services 75% 75% 

  Orthodontia Services 
65% 65% 



34 

 

DENTAL PLAN - THE STANDARD 
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DENTAL PLAN - THE STANDARD 

Max BuilderSM 

 

 

 

 

Dental Network Information 

Employees and dependents have access to an extensive nationwide network of member dentists. The cost-saving 
benefits of visiting a network member provider are automatically available to all employees and dependents who 
are covered by any of The Standard's dental plans and who live in areas where the nationwide network is availa-
ble. To find member dentists in your area, visit http://www.standard.com/services and click on "Find a Dentist." 
 
Your provider network is Classic Network. 
 

Pretreatment 

While we don't require a pretreatment authorization form for any procedure, we recommend them for any dental 
work you consider expensive.  As a smart consumer, it's best for you to know your share of the cost up front.  
Simply ask your dentist to submit the information for a pretreatment estimate to our customer relations department. 
We'll inform both you and your dentist of the exact amount your insurance will cover and the amount that you will 
be responsible for.   That way, there won't be any surprises once the work has been completed. 
 

 

Open Enrollment 

If a member does not elect to participate when initially eligible, the member may elect to participate at the policy-
holder's next enrollment period.  This enrollment period will be held each year and those who elect to participate in 
this policy at that time will have their insurance become effective on January 1.  If you do not enroll during your 
company's open enrollment period, then you will be subject to the Late Entrant Provision. 
 
 

Submitting a claim 

Your policy requires all claims be received by The Standard within 90 days of the date of service. You may submit 
a claim, or your Dentist can file your claim on your behalf and you can assign payment to your Dentist. If the 90 day 
deadline is missed, you will be responsible for covering the cost of the service. *Requirements for claims submis-
sion vary by state, please consult your group certificate for details. 

This dental plan includes a valuable feature that allows plan participants to carry over part of their unused annual 
maximum.  A participant must submit at least one claim during the benefit year while staying at or under the plan-
specific threshold amount. Earns an extra reward, called the PPO Bonus, by seeing a Network Provider.  Employ-
ees and their covered dependents may accumulate rewards up to the stated maximum carry-over amount, then 
use those rewards for any covered dental procedures subject to applicable coinsurance and plan provisions.  If a 
plan participant doesn't submit a dental claim during a benefit year, all accumulated rewards will be lost; but he or 
she can begin earning rewards again the very next year. 

Benefit Threshold $250 Dental benefits received for the year cannot exceed this amount 

Annual Carryover Amount $125 Max Builder amount is added to the following year's maximum 

Annual PPO Bonus $50 Additional bonus is earned if the participant sees a network provider 

Maximum Carryover $500 
Maximum possible accumulation for Max Builder and PPO Bonus com-
bined 
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DENTAL PLAN - THE STANDARD 
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DENTAL PLAN - THE STANDARD 

Max BuilderSM 

This dental plan includes a valuable feature that allows plan participants to carry over part of their unused annual 
maximum.  A participant must submit at least one claim during the benefit year while staying at or under the plan-
specific threshold amount. Earns an extra reward, called the PPO Bonus, by seeing a Network Provider.  Employ-
ees and their covered dependents may accumulate rewards up to the stated maximum carry-over amount, then use 
those rewards for any covered dental procedures subject to applicable coinsurance and plan provisions.  If a plan 
participant doesn't submit a dental claim during a benefit year, all accumulated rewards will be lost; but he or she 
can begin earning rewards again the very next year. 
 

 

 

 

 

 

Dental Network Information 

Employees and dependents have access to an extensive nationwide network of member dentists. The cost-saving 
benefits of visiting a network member provider are automatically available to all employees and dependents who 
are covered by any of The Standard's dental plans and who live in areas where the nationwide network is available. 
To find member dentists in your area, visit http://www.standard.com/services and click on "Find a Dentist." 
 
Your provider network is Classic Network. 
 

 

Pretreatment 

While we don't require a pretreatment authorization form for any procedure, we recommend them for any dental 
work you consider expensive.  As a smart consumer, it's best for you to know your share of the cost up front.  Simp-
ly ask your dentist to submit the information for a pretreatment estimate to our customer relations department. We'll 
inform both you and your dentist of the exact amount your insurance will cover and the amount that you will be re-
sponsible for.   That way, there won't be any surprises once the work has been completed. 
 

 

Submitting a claim 

Your policy requires all claims be received by The Standard within 90 days of the date of service. You may submit a 
claim, or your Dentist can file your claim on your behalf and you can assign payment to your Dentist. If the 90 day 
deadline is missed, you will be responsible for covering the cost of the service. *Requirements for claims submis-
sion vary by state, please consult your group certificate for details. 

Benefit Threshold $500 Dental benefits received for the year cannot exceed this amount 

Annual Carryover Amount $250 Max Builder amount is added to the following year's maximum 

Annual PPO Bonus $100 Additional bonus is earned if the participant sees a network provider 

Maximum Carryover $1,000 
Maximum possible accumulation for Max Builder and PPO Bonus com-
bined 
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DENTAL PLAN - THE STANDARD 
 

Prior Extraction Limitation 

Your policy has a prior extraction limitation, also known as the "missing tooth clause". This means that if you had 
a tooth extracted prior to enrolling in your plan with The Standard, we may or may not pay for any benefits to-
wards replacing that tooth. Please review your policy or contact Customer Service for details. 

 

Late Entrant Provision 

We strongly encourage you to sign up for coverage when you are initially eligible.  If you choose not to sign up 
during this initial enrollment period, you will become a late entrant. Late entrants will be eligible for only exams, 
cleanings, and fluoride applications for the first 12 months they are covered. 
 

 

Section 125 

This plan is provided as part of the Policyholder's Section 125 Plan.  Each employee has the option under the 
Section 125 Plan of participating or not participating in this plan.  If an employee does not elect to participate 
when initially eligible, he/she may elect to participate at the Policyholder's next Annual Election Period. 
 

 

Customer Service 

Customer service is available to plan participants through our well-trained and helpful service representatives. 
Call or go online to locate the nearest network provider, view plan benefit information and more. 

 

Call Center: 800.547.9515 
Service representative hours: 

5 a.m. to 10 p.m. Pacific Monday through Thursday 
5 a.m. to 4:30 p.m. Pacific Friday 

Interactive Voice Response available 24/7 

 

View plan benefit information at: 
www.standard.com/services. 
 

 

About The Standard 

For more than 100 years, we have been dedicated to our core purpose: to help people achieve financial well-
being and peace of mind. Headquartered in Portland, Oregon, The Standard is a nationally recognized provider 
of group employee benefits. To learn more about products from The Standard, visit us at www.standard.com. 
 
The Standard is a marketing name for StanCorp Financial Group, Inc. and subsidiaries. Insurance products are 
offered by Standard Insurance Company of Portland, Oregon, in all states except New York. Product features 
and availability vary by state and are solely the responsibility of Standard Insurance Company. 
 

 

This form is a benefit highlight, not a certificate of insurance. This policy has exclusions, limitations, reductions of benefits, and 
terms under which the policy may be continued in force or terminated. Please contact The Standard or your employer for addi-
tional information, including costs and complete details of coverage. 
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RxOptical 
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RxOptical 
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HEALTH BRIDGE 
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HEALTH BRIDGE 
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HEALTH BRIDGE 
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HEALTH BRIDGE 
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HEALTH BRIDGE 
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LIFE / DISABILITY—NEW YORK LIFE 



47 

 

FSA/HSA 
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FSA/HSA 
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REQUIRED NOTICES 
Preventive Care 

Medical 

Certain services, when billed as preventive, are covered at 
100% due to the new Health Care Reform Law.  Please note, 
the services must be billed as preventive, not diagnostic.  You 
may also wish to contact your insurance carrier in advance of 
a medical procedure that you may undergo to determine 
what your benefit level is.  In doing so, you will want to obtain 
the diagnosis and the billing code in advance that the 
Doctor’s office or Hospital will use for payment of the service 
you will be provided.  With the diagnosis and billing code, 
customer service should be able to tell you exactly how the 
service will be covered. 

 

Items on the Preventive Care Guidelines are covered with $0 
copay: 

http://www.bcbsm.com/content/dam/public/Consumer/

Documents/help/documents-forms/pharmacy/preventive-

drug-list.pdf 

Pharmaceutical 

Certain preventive care prescription drugs are covered 100%.   

*A complete list of covered preventive care services and pre-

scription drugs can be found at http://www.bcbsm.com/

content/dam/public/Consumer/Documents/help/faqs/

preventive-care-brochure.pdf 

 

Health Insurance Portability and Accountability 

Act of 1996 (HIPAA) 

The Health Insurance Portability and Accountability Act of 

1996 (HIPAA) requires employer health plans to maintain the 

privacy of your health information and to provide you with a 

notice of the Plan’s legal duties and privacy practices with 

respect to your health information.  

Lifetime Limit No Longer Applies and Enrollment Op-

portunity 

The lifetime limit on the dollar value of benefits under City of 

Grand Haven’s BCBSM plan no longer applies.  Individuals 

whose coverage ended by reason of reaching a lifetime limit 

under the plan are eligible to enroll in the plan.  Individuals 

have 30 days from the date of this notice to request enroll-

ment.  For more information contact Zac VanOsdol at  

(616) 847-4887.  

Opportunity to Enroll in connection with Extension 

of Dependent Coverage to Age 26 

Individuals whose coverage ended, or who were denied cover-

age (or were not eligible for coverage), because the availability 

of dependent coverage of children ended before attainment of 

age 26 are eligible to enroll in City of Grand Haven’s BCBSM 

plan.  Enrollment will be effective January 1, 2022. For more 

information contact Zac VanOsdol at (616) 847-4887. 

Special Enrollment Notice 

If you are declining enrollment for yourself or your dependents 

(including your spouse) because of other health insurance or 

group health plan coverage, you may be able to enroll yourself 

and your dependents in this plan if you or your dependents 

lose eligibility for that other coverage (or if the employer stops 

contributing toward your or your dependents’ other coverage). 

However, you must request enrollment within 30 days after 

your or your dependents’ other coverage ends (or after the 

employer stops contributing toward the other coverage).  In 

addition, if you have a new dependent as a result of marriage, 

birth, adoption, or placement for adoption, you may be able to 

enroll yourself and your dependents. However, you must re-

quest enrollment within 30 days after the marriage, birth, 

adoption, or placement for adoption. To request special enroll-

ment or obtain more information, contact Zac VanOsdol at 

(616) 847-4887.  

Michelle’s Law 

Michelle’s Law is an act that requires health plans to allow col-

lege students who take a leave of absence or reduce their class 

load because of illness to retain their dependent status under 

their parents’ health plan for up to one year.   Students’ eligibil-

ity for dependent coverage will continue for one year (unless 

the student would otherwise lose eligibility within the 

year).  To qualify for protection under Michelle’s Law, the fol-

lowing requirements must be met: the student must be en-

rolled as a full-time student immediately before the leave of 

absence or scheduled reduction, the student must have written 

certification from a treating physician that the leave of absence 

or reduced schedule is necessary due to a severe illness or inju-

ry, and the leave or reduced schedule must have triggered the 

loss of student status under the health plan.  If the plan spon-

sor changes group health plans during a medically necessary 

leave and the new health plan offers coverage of dependent 

children, the new plan will be subject to the same rules. 

 

 

http://www.bcbsm.com/content/dam/public/Consumer/Documents/help/documents-forms/pharmacy/preventive-drug-list.pdf
http://www.bcbsm.com/content/dam/public/Consumer/Documents/help/documents-forms/pharmacy/preventive-drug-list.pdf
http://www.bcbsm.com/content/dam/public/Consumer/Documents/help/documents-forms/pharmacy/preventive-drug-list.pdf
http://www.bcbsm.com/content/dam/public/Consumer/Documents/help/faqs/preventive-care-brochure.pdf
http://www.bcbsm.com/content/dam/public/Consumer/Documents/help/faqs/preventive-care-brochure.pdf
http://www.bcbsm.com/content/dam/public/Consumer/Documents/help/faqs/preventive-care-brochure.pdf
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REQUIRED NOTICES 
Women’s Health and Cancer Rights Act of 1998 (Janet’s Law) 

Your plan, as required by the Women’s Health and Cancer Rights 

Act of 1998, provides benefits for mastectomy-related services 

including reconstruction and surgery to achieve symmetry be-

tween the breasts, prostheses, and complications resulting from 

a mastectomy (including lymphedema). These benefits are sub-

ject to applicable terms and conditions under your health plan, 

including copayments, deductible, and coinsurance provisions. 

They are also subject to medical insurance limitations and exclu-

sions. This notification is a requirement of the act.  If you would 

like more information on WHCRA benefits, call Zac VanOsdol  

at (616) 847-4887 

Newborns’ and Mothers’ Health Protection Act 

The Newborns’ Act is a federal law that prohibits group health 
plans and insurance companies (including HMOs) that cover 
hospitalization in connection with childbirth from restricting a 
mother’s or newborn’s benefits for such hospital stays to less 
than 48 hours following a natural delivery or 96 hours following 
delivery by cesarean section, unless the attending doctor, nurse 
midwife or other licensed health care provider, in consultation 
with the mother, discharges the mother or newborn child earli-
er. 

Tell Us When You’re Medicare Eligible 

Please notify Human Resources when you or your dependents 
become eligible for Medicare. You will need to provide Human 
Resources with a copy of your Medicare card.  We are required 
to contact the insurer to inform them of your Medicare status. 
Federal law determines whether Medicare or the health plan 
pays primary. You must also contact Medicare directly to notify 
them that you have health care coverage through an employer 
group. Privacy laws prohibit anyone other than the Medicare 
beneficiary, or their legal guardian, to update or change Medi-
care records. The toll free number to contact Medicare Coordi-
nation of Benefits Contractor is 1-800-999-1118. 

Genetic Information Nondiscrimination Act of 2008 

The Genetic Information Nondiscrimination Act of 2008 (GINA) 
prohibits employers and other entities covered by GINA Title II 
from requesting or requiring genetic information of an individu-
al or family member of the individual, except as specifically 
allowed by this law.  To comply with this law, we are asking 
that you not provide any genetic information when responding 
to this request for medical information.  ‘Genetic Information’ 
as defined by GINA, includes an individual’s family medical his-
tory, the results of an individual’s or family member’s genetic 
tests, the fact that an individual or an individual’s family mem-
ber sought or received genetic services, and genetic infor-
mation of a fetus carried by an individual or an individual’s 
family member or an embryo lawfully held by an individual or 
family member receiving assistive reproductive services. 

Nondiscrimination Notice 

City of Grand Haven complies with applicable Federal civil 

rights laws and does not discriminate on the basis of race, 

color, national origin, age, disability, or sex.  City of Grand 

Haven does not exclude people or treat them differently 

because of race, color, national origin, age, disability, or 

sex. 

 City of Grand Haven: 

 • Provides free aids and services to people with disabili-

ties to  communicate effectively with us, such as: 

  ○ Qualified sign language interpreters 

○ Written information in other formats (large 

print, audio, accessible electronic formats, other 

formats) 

 • Provides free language services to people whose prima-

ry Language is not English, such as: 

  ○ Qualified interpreters 

  ○ Information written in other languages 

 If you need these services, contact Zac VanOsdol at 

(616) 847-4887.  If you believe that City of Grand Haven 

has failed to provide these services or discriminated in 

another way on the basis of race, color, national origin, 

age, disability, or sex, you can file a grievance with:  Zac 

VanOsdol at (616) 847-4887. 

You can also file a civil rights complaint with the U.S. De-

partment of Health and Human Services, Office for Civil 

Rights, electronically through the Office for Civil Rights 

Complaint Portal, available at https://ocrportal.hhs.gov/

ocr/portal/lobby.jsf, or  

by mail or phone at: 

U.S. Department of Health and Human Services 

200 Independence Avenue, SW 

Room 509F, HHH Building 

Washington, D.C. 20211  

1-800-368-1019, 800-537-7697 (TDD) 

Complaint forms are available at http://www.hhs.gov/ocr/

office/file/index.html.  

http://www.hhs.gov/ocr/office/file/index.html
http://www.hhs.gov/ocr/office/file/index.html
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PREMIUM ASSISTANCE MEDICAID AND THE CHILDREN’S HEALTH             

INSURANCE  PROGRAM (CHIP) 
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PREMIUM ASSISTANCE MEDICAID AND THE CHILDREN’S HEALTH             
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CREDITABLE COVERAGE NOTICE 

Important Notice from City of Grand Haven About  

Your Prescription Drug Coverage and Medicare 

Please read this notice carefully and keep it where you can find it. This notice has infor-

mation about your current prescription drug coverage with City of Grand Haven and 

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

help you decide whether or not you want to join a Medicare drug plan.  If you are con-

sidering joining, you should compare your current coverage, including which drugs are 

covered at what cost, with the coverage and costs of the plans offering Medicare pre-

scription drug coverage in your area.  Information about where you can get help to make 

decisions about your prescription drug coverage is at the end of this notice. 

 

There are two important things you need to know about your current coverage and 

Medicare’s prescription drug coverage:  

 

Medicare prescription drug coverage became available in 2006 to everyone with Medi-

care. You can get this coverage if you join a Medicare Prescription Drug Plan or join a 

Medicare Advantage Plan (like an HMO or PPO) that offers prescription drug coverage. All 

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

plans may also offer more coverage for a higher monthly premium.   

 

City of Grand Haven has determined that the prescription drug coverage offered by the 

City of Grand Haven  Health Plan is, on average for all plan participants, expected to pay 

out as much as standard Medicare prescription drug coverage pays and is therefore con-

sidered Creditable Coverage.  Because your existing coverage is Creditable Coverage, you 

can keep this coverage and not pay a higher premium (a penalty) if you later decide to 

join a Medicare drug plan. 

 



56 

 

CREDITABLE COVERAGE NOTICE 

When Can You Join A Medicare Drug Plan? 

You can join a Medicare drug plan when you first become eligible for Medicare and each 

year from October 15th through December 7th.    

 

However, if you lose your current creditable prescription drug coverage, through no fault of 

your own, you will also be eligible for a two (2) month Special Enrollment Period (SEP) to join 

a Medicare drug plan.   

 

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

If you do decide to enroll in a Medicare drug plan, your current City of Grand Haven coverage 

will be affected. 

 

If you do decide to join a Medicare drug plan and drop your current City of Grand Haven cov-

erage, be aware that you and your dependents will not be able to get this coverage back. 

 

Please contact your Plan Administrator for more information about what happens to your 

coverage if you enroll in a Medicare prescription drug plan. 
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CREDITABLE COVERAGE NOTICE 

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

You should also know that if you drop or lose your current coverage with City of Grand Ha-

ven and don’t join a Medicare drug plan within 63 continuous days after your 
current coverage ends, you may pay a higher premium (a penalty) to join a Med-
icare drug plan later.  

If you go 63 continuous days or longer without creditable prescription drug cov-
erage, your monthly premium may go up by at least 1% of the Medicare base 
beneficiary premium per month for every month that you did not have that cov-
erage. For example, if you go nineteen months without creditable coverage, your 
premium may consistently be at least 19% higher than the Medicare base bene-
ficiary premium. You may have to pay this higher premium (a penalty) as long as 
you have Medicare prescription drug coverage. In addition, you may have to wait 
until the following October to join.  

 

For More Information about Your Current Prescription Drug Coverage… 

Contact your Benefits Administrator for City of Grand Haven at 616-847-4887.  
For a further explanation of the prescription drug coverage plan provisions/
options under the City of Grand Haven Health Plan please consult the relevant 
plan document provisions. 

For More Information about This Notice… 
Contact call Zac VanOsdol at (616) 847-4887.  NOTE:  You will receive this notice 
each year.  You will also get it before the next period you can enroll in a Medi-
care prescription drug coverage, and if this coverage through City of Grand Ha-
ven changes.  You also may request a copy of this notice at any time. 
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CREDITABLE COVERAGE NOTICE 

For More Information About Your Options Under Medicare Prescription Drug 
Coverage… 

More detailed information about Medicare plans that offer prescription drug 
coverage is in the “Medicare & You” handbook. You’ll get a copy of the hand-
book in the mail every year from Medicare.   You may also be contacted direct-
ly by Medicare drug plans.  

For more information about Medicare prescription drug coverage: 

Visit www.medicare.gov  

Call your State Health Insurance Assistance Program (see the inside back 
cover of your copy of the “Medicare & You” handbook for their tele-
phone number) for personalized help 

Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-
2048. 

 

If you have limited income and resources, extra help paying for Medicare pre-
scription drug coverage is available. For information about this extra help, visit 
Social Security on the web at www.socialsecurity.gov, or call them at 1-800-772
-1213 (TTY1-800-325-0778). 

 

 

                  Date: 1/1/2022 

   Name of Entity/Sender: City of Grand Haven 

 Contact--Position/Office: Zac VanOsdol 

                     Address:     519 Washington Avenue  

      Grand Haven, MI 49417 

                Phone Number: 616-847-4887 

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

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

maintained creditable coverage and, therefore, whether or not you are required to pay a higher premium 

(a penalty).  

http://www.medicare.gov
http://www.socialsecurity.gov
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GLOSSARY OF TERMS 

Balance Billing — When a provider bills you for the difference between the provider's charge and the allowed amount.  For example, if the 

provider’s charge is $100 and the allowed amount is $70, the provider may bill you for the remaining $30.  A preferred provider may not bal-

ance bill you for covered services. 

Coinsurance — The portion of the cost for care received for which an individual is financially responsible, which is usually calculated as a 

percentage (such as 20%).  Often coinsurance applies after a specific deductible has been met and may be subject to an individual out-of-

pocket.  For example, if the plan’s allowed amount for an office visit is $100 and you’ve met your deductible, your coinsurance payment of 

20% would be $20.  The plan pays the rest of the allowed amount.  

Copayment — A payment you make at the time that selected services are rendered and no additional payment is required.  Copayments are 

typically flat amounts (for example, $15), covering such items as office visits, prescriptions, and emergency care.  

Covered Expenses — Health Care expenses that are covered under your health plan. 

Deductible — the amount of eligible expenses you must pay out of pocket each plan year, before the plan begins to pay.  The deductible may 

not apply to all services.   

 Embedded Deductible:  An embedded deductible is an individual deductible level within a family contract.  For example, if there is a fami-

ly deductible of $3,000 with an individual embedded deductible of $1,500, when any one individual family member reaches $1,500 in 

expenses, their benefit plan coverage takes effect.   

 Non-embedded deductible:  A non-embedded deductible requires that the entire family deductible be met before benefit plan coverage 

takes effect by any one or combination of family members.  

Evidence of Insurability — A medical questionnaire which is used to determine whether an applicant will be approved or declined coverage.   

Guarantee Issue — The amount which is available without providing an  Evidence of Insurability (EOI).  An EOI will be required for any 

amounts above this for late enrollees or increases in insurance.   

In-Network — Care received from physicians, facilities, or suppliers that are contracted with the insurer to provide services on a negotiated 

discount basis.   

Out-of-Network — Care received from physicians, facilities, or suppliers that are not contracted with the insurer to provide services on a ne-

gotiated discount basis.   

Out-of-Pocket Expense — Amount you must pay toward the cost of health care services.  This may include deductibles, copayment, and/or 

coinsurance.  

Out-of-Pocket Maximum — The maximum dollar amount a member is required to pay out of pocket during a benefit period.  Plans may vary 

but deductibles and coinsurance may apply toward meeting the out-of-pocket maximum.   

Preferred Provider — A provider who has a contract with your carrier/vendor to provide services to you at a discount.   

Pre-existing Condition — Any Injury or Sickness for which you received medical treatment, advice, or consultation, care, or services includ-

ing diagnostic measures, or had drugs or medicines prescribed or taken in the X months prior to the day you become insured.   

Provider — A physician (medical, dental, or vision), health care professional or health care facility licensed, certified, or accredited as required 

by state law.   

Prior Authorization/Pre-Service Notification — The decision by the plan or health insurer that a health care service, treatment plan, pre-

scription drug, medical equipment, or other health care services defined in the certificate of coverage, is medically necessary.  The plan may 

require preauthorization for certain services before receiving them, except in an emergency.   

UCR (Usual, Customary, & Reasonable) — The amount paid for a service in a geographic area based on what providers in the area usually 

charge for the same or similar service.  The UCR amount is sometimes used to determine the allowed amount.   



60 

 



61 

 

CITY OF GRAND HAVEN  
EMPLOYEE BENEFIT GUIDE  

January 1, 2022 through December 31, 2022 


