




































Benefit Summary
Greater Seattle Chamber of Commerce 
Group Number: 0396400
Effective Date   1/1/2025 Health Plan   Core HMO Ref   RQ-198324

This is a brief summary of benefits. THIS IS NOT A CONTRACT OR CERTIFICATE OF COVERAGE. All benefit descriptions, including alternative care,
are for medically necessary services. The Member will be charged the lesser of the cost share for the covered service or the actual charge for that service.
For full coverage provisions, including limitations, please refer to your certificate of coverage.

In accordance with the Patient Protection and Affordable Care Act of 2010, 

The lifetime maximum on the dollar value of covered essential health benefits no longer applies. Members whose coverage ended by
reason of reaching a lifetime limit under this plan are eligible to enroll in this plan, and
Dependent children who are under the age of twenty-six (26) are eligible to enroll in this plan.

Kaiser Permanente believes this plan is a "grandfathered health plan" under the Patient Protection and Affordable Care Act of 2010. Questions regarding
this status may be directed to Member Services (888) 901-4636. You may also contact the Employee Benefits Security Administration, U.S.Department of
Labor at (866) 444-3272 or http://www.dol.gov/ebsa/healthreform.

Benefits Inside Network

Plan deductible No annual deductible

Individual deductible
carryover

Not applicable

Plan coinsurance No plan coinsurance

Out-of-pocket limit

Individual out-of-pocket limit: $2,000 
Family out-of-pocket limit: $4,000 

Out-of-pocket expenses for the following covered services are included in the out-of-pocket limit: 

Plan coinsurance, emergency services at a Managed Health Care Network (MHCN) facility and ambulance services.

Pre-existing condition
(PEC) waiting period

No PEC 

Lifetime maximum Unlimited

Outpatient services
(Office visits)

$20 copay

Hospital services
Inpatient services: $100 copay, per day for up to 3 days per admit

Outpatient surgery: $20 copay

Prescription drugs
(some injectable drugs may
be covered under Outpatient
services)

Preferred generic/preferred brand
$15/$30 copay per 30 day supply

Prescription mail order 3 x prescription cost share per 90 day supply

Acupuncture
Covered up to 8 visits per medical diagnosis per calendar year without prior authorization; additional visits when approved
by the plan
$20 copay

Ambulance services Plan pays 80%, you pay 20%

Chemical dependency
Inpatient: $100 copay, per day for up to 3 days per admit

Outpatient: $20 copay

Devices, equipment and
supplies

Durable
medical
equipment
Orthopedic
appliances
Post-
mastectomy
bras limited
to two (2)
every six (6)
months
Ostomy
supplies
Prosthetic
devices

CUSTOMIZED LANGUAGE

http://www.dol.gov/ebsa/healthreform


Diabetic supplies
Insulin, needles, syringes and lancets-see Prescription drugs. External insulin pumps, blood glucose monitors, testing
reagents and supplies-see Devices, equipment and supplies. When Devices, equipment and supplies or Prescription
drugs are covered and have benefit limits, diabetic supplies are not subject to these limits.

Diagnostic lab and X-ray
services

Inpatient: Covered under Hospital services
Outpatient: Covered in full 

High end radiology imaging services such as CT, MRI and PET must be determined Medically Necessary and require
prior authorization except when associated with Emergency care or inpatient services.

Emergency services
(copay waived if admitted)

$75 copay at a designated facility
$75 copay at a non designated facility

Hearing exams (routine) $20 copay

Hearing hardware Not covered

Home health services Covered in full. No visit limit.

Hospice services Covered in full

Infertility services Not covered

Manipulative therapy Covered up to 10 visits per calendar year without prior authorization
$20 copay

Massage services See Rehabilitation services

Maternity services
Inpatient: $100 copay, per day for up to 3 days per admit

Outpatient: $20 copay. Routine care not subject to outpatient services copay.

Mental Health
Inpatient: $100 copay, per day for up to 3 days per admit

Outpatient: $20 copay

Naturopathy
Covered up to 3 visits per medical diagnosis per calendar year without prior authorization; additional visits when approved
by the plan 
$20 copay

Newborn Services Any applicable coinsurance applies to the newborn while both mother and baby are confined. Otherwise, all applicable
inpatient cost shares apply. Office visits: See Outpatient Services; Routine well care: See Preventive care.

Obesity-related surgery
(bariatric)

Not covered

Organ transplants

Unlimited, no waiting period 

Inpatient: $100 copay, per day for up to 3 days per admit

Outpatient: $20 copay

Preventive care
Well-care physicals,
immunizations, Pap smear
exams, mammograms

$20 copay 

CUSTOMIZED LANGUAGE

Rehabilitation services

Rehabilitation visits are a
total of combined therapy
visits per calendar year

Inpatient: CUSTOMIZED LANGUAGE
$100 copay, per day for up to 3 days per admit

Outpatient: CUSTOMIZED LANGUAGE
$20 copay

Skilled nursing facility Covered in full up to 60 days per calendar year

Sterilization (vasectomy,
tubal ligation)

Inpatient: $100 copay, per day for up to 3 days per admit

Outpatient: CUSTOMIZED LANGUAGE 
Outpatient Surgery: See Hospital services; Outpatient surgery section

Temporomandibular Joint
(TMJ) services

Inpatient: $100 copay, per day for up to 3 days per admit

Outpatient: $20 copay

Tobacco cessation
counseling

Quit for Life Program - covered in full

Routine vision care
(1 visit every 12 months)

$20 copay

Optical hardware
Lenses, including contact
lenses and frames

Not covered

Virtual Care
Including Telemedicine,
Telephone Services and
Online (E-Visits)

Covered in full
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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 1-800-722-1471 (TTY: 711) or visit us 
at www.premera.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 1-800-722-1471 (TTY: 711) to request a copy.   

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-network: $500 Individual / 
$1,000 Family. Out-of-network: 
$1,000 Individual / $2,000 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. Does not apply to Preventive 
care, copayments, prescription 
drugs and services listed below as 
"No charge" 

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? 

In-network: $4,500 Individual / 
$9,000 Family, Out-of-network: Not 
Applicable 

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? 

Premium, balance-billed charges, 
penalties for failure to obtain prior 
authorization for services, and 
health care this plan doesn't cover. 

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.premera.com or call 
1-800-722-1471 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. 

Do you need a referral to 
see a specialist? 

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

  

https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/coverage/preventive-care-benefits/
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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 
Network Provider 

(You will pay the least) 
Out-of-Network 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 

$30 copay/visit 50% coinsurance None 

Specialist visit $30 copay/visit 50% coinsurance None 

Preventive care/screening/ 
immunization 

No charge Not covered 

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

If you have a test 

Diagnostic test (x-ray, blood 
work) 

20% coinsurance 
(deductible does not 
apply) 

50% coinsurance None 

Imaging (CT/PET scans, MRIs)  
20% coinsurance 
(deductible does not 
apply) 

50% coinsurance 

Prior authorization required for some 
outpatient imaging tests. Penalty for out-of-
network: 50% of allowable charge to $1,500 
per occurrence.  

If you need drugs to 
treat your illness or 
condition 
 
More information about 

prescription drug 

coverage is available at 

https://www.premera.co

m/documents/052147_2

025.pdf 

 

Generic drugs 
$10 copay/prescription 
(retail), $25 
copay/prescription (mail) 

$10 copay/prescription + 
40% coinsurance (retail), 
not covered (mail) 

Covers up to a 30 day supply (retail), covers 
up to a 90 day supply (mail). No charge for 
specific preventive drugs. Prior authorization 
required for some drugs.   

Preferred brand drugs 
$20 copay/prescription 
(retail), $50 
copay/prescription (mail) 

$20 copay/prescription + 
40% coinsurance (retail), 
not covered (mail) 

Covers up to a 30 day supply (retail), covers 
up to a 90 day supply (mail). Prior 
authorization required for some drugs.   

Non-preferred brand drugs 
$40 copay/prescription 
(retail), $100 
copay/prescription (mail) 

$40 copay/prescription + 
40% coinsurance (retail), 
not covered (mail) 

Covers up to a 30 day supply (retail), covers 
up to a 90 day supply (mail). Prior 
authorization required for some drugs.   

Specialty drugs $250 copay/prescription Not covered 
Covers up to a 30 day supply.  Only covered at 
specific contracted specialty pharmacies. Prior 
authorization required for some drugs.   

If you have outpatient 
surgery 

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

20% coinsurance 50% coinsurance 
Prior authorization required for some services. 
Penalty for out-of-network: 50% of allowable 
charge to $1,500 per occurrence.  

Physician/surgeon fees 20% coinsurance 50% coinsurance None 

https://www.premera.com/documents/052147_2025.pdf
https://www.premera.com/documents/052147_2025.pdf
https://www.premera.com/documents/052147_2025.pdf
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Common  

Medical Event 
Services You May Need 

What You Will Pay  Limitations, Exceptions, & Other Important 

Information 
Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most)  

If you need immediate 
medical attention 

Emergency room care 
$200 copay/visit + 20% 
coinsurance 

$200 copay/visit + 20% 
coinsurance 

Emergency room copay waived if admitted to 
hospital.  

Emergency medical 
transportation 

20% coinsurance 20% coinsurance None 

Urgent care 

Hospital-based: $200 
copay/visit + 20% 
coinsurance 
Freestanding center: 
$30 copay/visit 

Hospital-based: $200 
copay/visit + 20% 
coinsurance 
Freestanding center: 50% 
coinsurance 

None 

If you have a hospital 
stay 

Facility fee (e.g., hospital room) 20% coinsurance 50% coinsurance 
Prior authorization required for all planned 
inpatient stays. Penalty for out-of-network: 
50% of allowable charge to $1,500 per stay.  

Physician/surgeon fees 20% coinsurance 50% coinsurance None 

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

Outpatient services 

Office Visit: $30 
copay/visit 
Facility: 20% 
coinsurance (deductible 
does not apply) 

50% coinsurance None 

Inpatient services 20% coinsurance 50% coinsurance 
Prior authorization required for all planned 
inpatient stays. Penalty for out-of-network: 
50% of allowable charge to $1,500 per stay.  

If you are pregnant 

Office visits 20% coinsurance 50% coinsurance 

Cost sharing does not apply for preventive 
services.  Depending on the type of services, a 
coinsurance may apply.  Maternity care may 
include tests and services described 
elsewhere in the SBC (such as, ultrasound).   

Childbirth/delivery professional 
services 

20% coinsurance 50% coinsurance 

Cost sharing does not apply for preventive 
services.  Depending on the type of services, a 
coinsurance may apply.  Maternity care may 
include tests and services described 
elsewhere in the SBC (such as, ultrasound).   

Childbirth/delivery facility 
services 

20% coinsurance 50% coinsurance 

Cost sharing does not apply for preventive 
services.  Depending on the type of services, a 
coinsurance may apply.  Maternity care may 
include tests and services described 
elsewhere in the SBC (such as, ultrasound).   
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Common  

Medical Event 
Services You May Need 

What You Will Pay  Limitations, Exceptions, & Other Important 

Information 
Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most)  

If you need help 
recovering or have 
other special health 
needs 

Home health care 20% coinsurance 50% coinsurance Limited to 130 visits per calendar year  

Rehabilitation services 

Outpatient: $30 
copay/visit 
Inpatient: 20% 
coinsurance 

50% coinsurance 

Limited to 45 outpatient visits per calendar 
year, limited to 30 inpatient days per calendar 
year.  Includes physical therapy, speech 
therapy, and occupational therapy. 
Prior authorization required for all planned 
inpatient stays. Penalty for out-of-network: 
50% of allowable charge to $1,500 per stay.  

Habilitation services 

Outpatient: $30 
copay/visit 
Inpatient: 20% 
coinsurance 

50% coinsurance 

Limited to 45 outpatient visits per calendar 
year, limited to 30 inpatient days per calendar 
year.  Includes physical therapy, speech 
therapy, and occupational therapy. 
Prior authorization required for all planned 
inpatient stays. Penalty for out-of-network: 
50% of allowable charge to $1,500 per stay.  

Skilled nursing care 20% coinsurance 50% coinsurance 

Limited to 90 days per calendar year.  Prior 
authorization required for all planned inpatient 
stays. Penalty for out-of-network: 50% of 
allowable charge to $1,500 per stay.  

Durable medical equipment 20% coinsurance 50% coinsurance 

Prior authorization required to buy some 
medical equipment. Penalty for out-of-network: 
50% of allowable charge to $1,500 per 
occurrence.  

Hospice services 20% coinsurance 50% coinsurance 
Limited to 240 respite hours - 6 month overall 
lifetime benefit limit, except when approved 
otherwise.   

If your child needs 
dental or eye care 

Children’s eye exam Not covered Not covered None 

Children’s glasses Not covered Not covered None 

Children’s dental check-up Not covered Not covered None 
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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.)   

• Bariatric surgery 
• Cosmetic surgery 
• Dental care (Adult) 

• Infertility treatment 
• Long-term care 
• Private-duty nursing 

• Routine eye care (Adult) 
• Weight loss programs 

  

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)    

• Acupuncture 
• Chiropractic care or other spinal manipulations 

• Foot care 
• Hearing aids 

• Non-emergency care when traveling outside the 
U.S. 

  
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: for ERISA plans, contact the Department of Labor’s Employee Benefit’s Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform. For governmental plans, contact the Department of Health and Human Services, Center for Consumer Information and Insurance 
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. For church plans and all other plans, call 1-800-562-6900 for the state insurance department, or the 
insurer at 1-800-722-1471 or TTY 711. 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 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:  your plan at 1-800-722-1471 or TTY 711, or the state insurance department at 1-800-562-6900, or Department of Labor’s Employee Benefits Security 
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.  
 
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 1-800-722-1471. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-722-1471. 

Chinese (中文): 如果需要中文的帮助，请拨打这个号码1-800-722-1471. 

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-722-1471. 
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.–––––––––––––––––––––– 

 

http://www.dol.gov/ebsa/healthreform
http://www.cciio.cms.gov/
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
http://www.dol.gov/ebsa/healthreform
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
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 Premera Blue Cross is an Independent Licensee of the Blue Cross Blue Shield Association. WA 20097 

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 $500 
◼ Specialist copay $30 
◼ 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 $500 

Copayments $10 

Coinsurance $2,400 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $2,970 

 

 
 
 
 
 
 
 
◼ The plan’s overall deductible $500 
◼ Specialist copay $30 
◼ 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 $30 

Copayments $1,100 

Coinsurance $20 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $1,170 

  

 
 
 
 
 
 
  
◼ The plan’s overall deductible $500 
◼ Specialist copay $30 
◼ 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 $500 

Copayments $400 

Coinsurance $300 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $1,200 

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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Premera Blue Cross : Prime Sterling 750 
Coverage for: Individual or Family | Plan Type: PPO 

 1 of 6 

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 1-800-722-1471 (TTY: 711) or visit us 
at www.premera.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 1-800-722-1471 (TTY: 711) to request a copy.   

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

In-network: $750 Individual / 
$2,250 Family. Out-of-network: 
$1,500 Individual / $4,500 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. Does not apply to Preventive 
care, copayments, prescription 
drugs and services listed below as 
"No charge" 

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? 

In-network: $6,000 Individual, 
$14,300 Family. Out-of-network: 
Not Applicable 

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? 

Premium, balance-billed charges, 
penalties for failure to obtain prior 
authorization for services, and 
health care this plan doesn't cover. 

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.premera.com or call 
1-800-722-1471 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. 

Do you need a referral to 
see a specialist? 

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

  

https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/coverage/preventive-care-benefits/
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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 
Network Provider 

(You will pay the least) 
Out-of-Network 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 

$35 copay/visit 50% coinsurance None 

Specialist visit $35 copay/visit 50% coinsurance None 

Preventive care/screening/ 
immunization 

No charge Not covered 

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

If you have a test 

Diagnostic test (x-ray, blood 
work) 

20% coinsurance 
(deductible does not 
apply) 

50% coinsurance None 

Imaging (CT/PET scans, MRIs)  
20% coinsurance 
(deductible does not 
apply) 

50% coinsurance 

Prior authorization required for some 
outpatient imaging tests. Penalty for out-of-
network: 50% of allowable charge to $1,500 
per occurrence.  

If you need drugs to 
treat your illness or 
condition 
 
More information about 

prescription drug 

coverage is available at 

https://www.premera.co

m/documents/052147_2

025.pdf 

 

Generic drugs 
$10 copay/prescription 
(retail), $25 
copay/prescription (mail) 

$10 copay/prescription + 
40% coinsurance (retail), 
not covered (mail) 

Covers up to a 30 day supply (retail), covers 
up to a 90 day supply (mail). No charge for 
specific preventive drugs. Prior authorization 
required for some drugs.   

Preferred brand drugs 
$30 copay/prescription 
(retail), $75 
copay/prescription (mail) 

$30 copay/prescription + 
40% coinsurance (retail), 
not covered (mail) 

Covers up to a 30 day supply (retail), covers 
up to a 90 day supply (mail). Prior 
authorization required for some drugs.   

Non-preferred brand drugs 
$60 copay/prescription 
(retail), $150 
copay/prescription (mail) 

$60 copay/prescription + 
40% coinsurance (retail), 
not covered (mail) 

Covers up to a 30 day supply (retail), covers 
up to a 90 day supply (mail). Prior 
authorization required for some drugs.   

Specialty drugs $250 copay/prescription Not covered 
Covers up to a 30 day supply.  Only covered at 
specific contracted specialty pharmacies. Prior 
authorization required for some drugs.   

If you have outpatient 
surgery 

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

20% coinsurance 50% coinsurance 
Prior authorization required for some services. 
Penalty for out-of-network: 50% of allowable 
charge to $1,500 per occurrence.  

Physician/surgeon fees 20% coinsurance 50% coinsurance None 

https://www.premera.com/documents/052147_2025.pdf
https://www.premera.com/documents/052147_2025.pdf
https://www.premera.com/documents/052147_2025.pdf
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Common  

Medical Event 
Services You May Need 

What You Will Pay  Limitations, Exceptions, & Other Important 

Information 
Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most)  

If you need immediate 
medical attention 

Emergency room care 
$200 copay/visit + 20% 
coinsurance 

$200 copay/visit + 20% 
coinsurance 

Emergency room copay waived if admitted to 
hospital.  

Emergency medical 
transportation 

20% coinsurance 20% coinsurance None 

Urgent care 

Hospital-based: $200 
copay/visit + 20% 
coinsurance 
Freestanding center: 
$35 copay/visit 

Hospital-based: $200 
copay/visit + 20% 
coinsurance 
Freestanding center: 50% 
coinsurance 

None 

If you have a hospital 
stay 

Facility fee (e.g., hospital room) 20% coinsurance 50% coinsurance 
Prior authorization required for all planned 
inpatient stays. Penalty for out-of-network: 
50% of allowable charge to $1,500 per stay.  

Physician/surgeon fees 20% coinsurance 50% coinsurance None 

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

Outpatient services 

Office Visit: $35 
copay/visit 
Facility: 20% 
coinsurance (deductible 
does not apply) 

50% coinsurance None 

Inpatient services 20% coinsurance 50% coinsurance 
Prior authorization required for all planned 
inpatient stays. Penalty for out-of-network: 
50% of allowable charge to $1,500 per stay.  

If you are pregnant 

Office visits 20% coinsurance 50% coinsurance 

Cost sharing does not apply for preventive 
services.  Depending on the type of services, a 
coinsurance may apply.  Maternity care may 
include tests and services described 
elsewhere in the SBC (such as, ultrasound).   

Childbirth/delivery professional 
services 

20% coinsurance 50% coinsurance 

Cost sharing does not apply for preventive 
services.  Depending on the type of services, a 
coinsurance may apply.  Maternity care may 
include tests and services described 
elsewhere in the SBC (such as, ultrasound).   

Childbirth/delivery facility 
services 

20% coinsurance 50% coinsurance 

Cost sharing does not apply for preventive 
services.  Depending on the type of services, a 
coinsurance may apply.  Maternity care may 
include tests and services described 
elsewhere in the SBC (such as, ultrasound).   
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Common  

Medical Event 
Services You May Need 

What You Will Pay  Limitations, Exceptions, & Other Important 

Information 
Network Provider 

(You will pay the least) 
Out-of-Network Provider 
(You will pay the most)  

If you need help 
recovering or have 
other special health 
needs 

Home health care 20% coinsurance 50% coinsurance Limited to 130 visits per calendar year  

Rehabilitation services 

Outpatient: $35 
copay/visit 
Inpatient: 20% 
coinsurance 

50% coinsurance 

Limited to 45 outpatient visits per calendar 
year, limited to 30 inpatient days per calendar 
year.  Includes physical therapy, speech 
therapy, and occupational therapy. 
Prior authorization required for all planned 
inpatient stays. Penalty for out-of-network: 
50% of allowable charge to $1,500 per stay.  

Habilitation services 

Outpatient: $35 
copay/visit 
Inpatient: 20% 
coinsurance 

50% coinsurance 

Limited to 45 outpatient visits per calendar 
year, limited to 30 inpatient days per calendar 
year.  Includes physical therapy, speech 
therapy, and occupational therapy. 
Prior authorization required for all planned 
inpatient stays. Penalty for out-of-network: 
50% of allowable charge to $1,500 per stay.  

Skilled nursing care 20% coinsurance 50% coinsurance 

Limited to 90 days per calendar year.  Prior 
authorization required for all planned inpatient 
stays. Penalty for out-of-network: 50% of 
allowable charge to $1,500 per stay.  

Durable medical equipment 20% coinsurance 50% coinsurance 

Prior authorization required to buy some 
medical equipment. Penalty for out-of-network: 
50% of allowable charge to $1,500 per 
occurrence.  

Hospice services 20% coinsurance 50% coinsurance 
Limited to 240 respite hours - 6 month overall 
lifetime benefit limit, except when approved 
otherwise.   

If your child needs 
dental or eye care 

Children’s eye exam Not covered Not covered None 

Children’s glasses Not covered Not covered None 

Children’s dental check-up Not covered Not covered None 
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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.)   

• Bariatric surgery 
• Cosmetic surgery 
• Dental care (Adult) 

• Infertility treatment 
• Long-term care 
• Private-duty nursing 

• Routine eye care (Adult) 
• Weight loss programs 

  

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)    

• Acupuncture 
• Chiropractic care or other spinal manipulations 

• Foot care 
• Hearing aids 

• Non-emergency care when traveling outside the 
U.S. 

  
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: for ERISA plans, contact the Department of Labor’s Employee Benefit’s Security Administration at 1-866-444-EBSA (3272) or 
www.dol.gov/ebsa/healthreform. For governmental plans, contact the Department of Health and Human Services, Center for Consumer Information and Insurance 
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. For church plans and all other plans, call 1-800-562-6900 for the state insurance department, or the 
insurer at 1-800-722-1471 or TTY 711. 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 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:  your plan at 1-800-722-1471 or TTY 711, or the state insurance department at 1-800-562-6900, or Department of Labor’s Employee Benefits Security 
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.  
 
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 1-800-722-1471. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-722-1471. 

Chinese (中文): 如果需要中文的帮助，请拨打这个号码1-800-722-1471. 

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-722-1471. 
––––––––––––––––––––––To see examples of how this plan might cover costs for a sample medical situation, see the next section.–––––––––––––––––––––– 

 

http://www.dol.gov/ebsa/healthreform
http://www.cciio.cms.gov/
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
http://www.dol.gov/ebsa/healthreform
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
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 Premera Blue Cross is an Independent Licensee of the Blue Cross Blue Shield Association. WA 20097 

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 $750 
◼ Specialist copay $35 
◼ 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 $750 

Copayments $10 

Coinsurance $2,400 

What isn’t covered 

Limits or exclusions $60 

The total Peg would pay is $3,220 

 

 
 
 
 
 
 
 
◼ The plan’s overall deductible $750 
◼ Specialist copay $35 
◼ 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 $30 

Copayments $1,300 

Coinsurance $20 

What isn’t covered 

Limits or exclusions $20 

The total Joe would pay is $1,370 

  

 
 
 
 
 
 
  
◼ The plan’s overall deductible $750 
◼ Specialist copay $35 
◼ 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 $750 

Copayments $400 

Coinsurance $300 

What isn’t covered 

Limits or exclusions $0 

The total Mia would pay is $1,450 

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.    



 

 

 



As a member, you'll get access to savings
and personalized vision care from a VSP
network doctor for you and your family.

Value and savings you love.
Save on eyewear and eye care when you see a VSP network
doctor. Plus, take advantage of Exclusive Member Extras which
provide offers from VSP and leading industry brands totaling
over $3,000 in savings.

Provider choices you want.
Maximize your benefits at a Premier Program
location, which is part of our incredible
network of doctors.

Shop online and connect your benefits.
Eyeconic® is the preferred VSP online retailer where
you can shop in-network with your vision benefits.
See your savings in real time when you shop over
70 brands of contacts, eyeglasses, and sunglasses.

Quality vision care you need.
You’ll get great care from a VSP network doctor, including a
WellVision Exam®. An annual eye exam not only helps you see
well, but helps a doctor detect signs of eye conditions and health
conditions, like diabetes and high blood pressure.

Using your benefit is easy!
Create an account on vsp.com to view your in-network coverage,
find the VSP network doctor who’s right for you, and discover
savings with exclusive member extras. At your appointment, just
tell them you have VSP.

More Ways
to Save

Additional

$50
to spend on

Featured Brands†

Enroll in VSP® Vision Care to get access to 
savings and personalized vision care from a 
VSP network doctor for you and your family.

Value and savings you love.
Save on eyewear and eye care when you see 
a VSP network doctor. Plus, take advantage of Exclusive 
Member Extras which provide offers from VSP and leading 
industry brands totaling at over $3,000 in savings.

Provider choices you want.
Maximize your benefits at a Premier Program location, 
including thousands of private practice doctors and over
700 Visionworks® retail locations nationwide.

Quality vision care you need.
You’ll get great care from a VSP network doctor, including a 
WellVision Exam®. An annual eye exam not only helps you see 
well, but helps a doctor detect signs of eye conditions and 
health conditions, like diabetes and high blood pressure.

Using your benefit is easy!
Create an account on vsp.com to view your in-network 
coverage, find the VSP network doctor who’s right for you, 
and discover savings with Exclusive Member Extras. At your 
appointment, just tell them you have VSP.

Enroll through your employer today.
Contact us: 800.877.7195 or vsp.com

More Ways
to Save

Extra

$20
to spend on

Featured Frame Brands†

See all brands and offers
at vsp.com/offers.

+
Up to

40%
Savings on

lens enhancements‡

With VSP and [Client Name], your health 
comes first.

A Look
at Your VSP
Vision Coverage

and more

See all brands and offers
at vsp.com/offers.

+
Up to

40%
Savings on

lens enhancements‡

A Look
at Your VSP
Vision Coverage
With VSP and BUSINESS HEALTH TRUST
CHOICE PLAN B, your health comes first.

Create an account today.
Contact us: 800.877.7195 or vsp.com

http://www.vsp.com
https://www.vsp.com/offers
http://www.vsp.com


Your VSP Vision Benefits Summary
BUSINESS HEALTH TRUST CHOICE PLAN B and VSP
provide you with an affordable vision plan.

FREQUENCYCOPAYDESCRIPTIONBENEFIT
Your Coverage with a VSP Provider

Every 12 months$20WELLVISION EXAM Focuses on your eyes and overall wellness

Available as needed

$0 per
screening

ESSENTIAL MEDICAL
EYE CARE

Retinal screening for members with diabetes

$20 per examAdditional exams and services beyond routine care to treat
immediate issues from pink eye to sudden changes in vision or
to monitor ongoing conditions such as dry eye, diabetic eye
disease, glaucoma, and more.
Coordination with your medical coverage may apply. Ask your
VSP doctor for details.

$25PRESCRIPTION GLASSES

Every 24 months
Included in
Prescription

Glasses
FRAME+

$250 featured frame brands allowance
$250 Visionworks frame allowance on any frame
$200 frame allowance
20% savings on the amount over your allowance
$110 Walmart®/Sam's Club®/Costco® frame allowance

Every 12 months
Included in
Prescription

Glasses
LENSES

Single vision, lined bifocal, and lined trifocal lenses
Impact-resistant lenses for dependent children

Every 12 months

$0

LENS ENHANCEMENTS

Standard progressive lenses
$0UV protection

$95 - $105Premium progressive lenses
$150 - $175Custom progressive lenses

Average savings of 30% on other lens enhancements

Every 12 monthsUp to $60CONTACTS (INSTEAD
OF GLASSES)

$160 allowance for contacts; copay does not apply
Contact lens exam (fitting and evaluation)

Every 24 months$25LIGHTCARETM+
$200 allowance for ready-made non-prescription sunglasses, or
ready-made non-prescription blue light filtering glasses, instead
of prescription glasses or contacts

Glasses and Sunglasses

EXTRA SAVINGS

Extra $50 to spend on featured frame brands. Go to vsp.com/framebrands for details.
20% savings on additional glasses and sunglasses, including lens enhancements, from any VSP provider within
12 months of your last WellVision Exam.

Routine Retinal Screening
No more than a $39 copay on routine retinal screening as an enhancement to a WellVision Exam

Laser Vision Correction
Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted
facilities

YOUR COVERAGE GOES FURTHER IN-NETWORK
With so many in-network choices, VSP makes it easy to get the most out of your benefits. You’ll have access to preferred private practice, retail, and
online in-network choices. Log in to vsp.com to find an in-network provider. Your plan provides the following out-of-network reimbursements:
Exam ............................................................ up to $45
Frame ........................................................... up to $70
Single Vision Lenses .............................. up to $30

Lined Bifocal Lenses .............................. up to $50
Lined Trifocal Lenses ............................. up to $65

Progressive Lenses ................................. up to $50
Contacts .................................................... up to $105

PROVIDER NETWORK:

VSP Choice

†Only available to VSP members with applicable plan benefits. Frame brands and promotions are subject to change.
‡Savings based on doctor’s retail price and vary by plan and purchase selection; average savings determined after benefits are applied. Ask your VSP network doctor for more details.
+Coverage with a retail chain may be different or not apply.

VSP guarantees member satisfaction from VSP providers only. Coverage information is subject to change. In the event of a conflict between this information and your organization’s contract with VSP, the terms of the contract
will prevail. Based on applicable laws, benefits may vary by location. In the state of Washington, VSP Vision Care, Inc., is the legal name of the corporation through which VSP does business. TruHearing is not available directly
from VSP in the states of California and Washington.

©2022 Vision Service Plan. All rights reserved.
VSP, Eyeconic, and WellVision Exam are registered trademarks of Vision Service Plan and VSP LightCare is a trademark of Vision Service Plan. Flexon and Dragon are registered
trademarks of Marchon Eyewear, Inc. All other brands or marks are the property of their respective owners. 102898 VCCM Classification: Restricted
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Business Health Trust – Plan 3 
Group #09282 

Delta Dental PPO℠ Plan 
Benefit Summary 

 

Benefit Period Maximum (Per Person) $2,000 

TMJ 
Annual Maximum (Per Person) 
Lifetime Maximum (Per Person) 

50% 
$1,000 
$5,000 

aa  

 Dental Network 

 Delta Dental    
PPO℠ Dentist 

Delta Dental 
Premier® Dentist 

Non-Participating 
Dentist 

Benefit Period Deductible 
Does Not Apply to Class I  
(Per Person/Per Family) $0 $0 $0 

Class I – Diagnostic & Preventive 
Class 1 services do not apply towards your annual benefit period maximum! 

Exams 

100% 100% 100% 
Cleaning 
Fluoride 
X-Rays 
Sealants 

Class II – Restorative 
Fillings 

90% 80% 80% 
Endodontics (Root Canal) 
Periodontics  
Oral Surgery 
General Anesthesia/IV Sedation 

Class III – Major 
Dentures 

50% 50% 50% 
Partial Dentures 
Implants 
Bridges 
Crowns 

 
This is a summary of benefits for comparison and isn’t a contract. Once you’re enrolled, you can get a benefits 
booklet that will provide all the details of your dental plan. Please feel free to call our customer service 
department or visit our website at DeltaDentalWA.com if you have any questions. 
 
 

Keep in mind, you will likely experience the greatest savings when you see a Delta Dental PPO dentist. 



 
 
 
 
 
 

  

Delta Dental of Washington | PO Box 75983 | Seattle WA  98175-0983 | 800.554.1907 | DeltaDentalWA.com 
DD LG PPO 2025 

Get the most from your benefits! 
 
Create a MySmile® account 
It gives you secure, 24/7 access to your ID card, benefits information, out-of-pocket cost estimates, 
and more! Our “Find your member ID” tool makes registration easy. Visit DeltaDentalWA.com to 
create your account. 

 
Choose an in-network dentist 
Your plan gives you access to the Delta Dental PPO℠ network. Your benefits go farthest when you visit a Delta 
Dental PPO dentist which gives you the most bang for your buck. 
 
If you see a NON-Delta Dental PPO dentist, you won’t maximize your benefits. Your annual maximum won’t go as far 
and you’ll likely have greater out-of-pocket costs. 
 

 Delta Dental PPO Delta Dental Premier Non-Delta Dental 

Your plan’s network     

Benefits go farthest which means least 
out-of-pocket costs     

Files claims forms for you      

Comes with our quality management 
and cost protection 

     

No cost protection which means 
greatest out-of-pocket costs 

    

 
Find an in-network dentist near you: 

1. Visit DeltaDentalWA.com 
2. Click on ‘Online Tools’ and use our ‘Find a Dentist’ tool 
3. Select ‘Delta Dental PPO’ to filter your search results  

 
Visit your dentist regularly 
Your plan covers preventive care visits each year. Regular cleanings and check-ups are essential to 
keeping your smile healthy and preventing painful, expensive problems down the road. 

 

Get out-of-pocket cost estimates 
Knowing your cost upfront helps you and your dentist plan treatments to maximize your benefits. 
 

MySmile Cost Genie℠ gives you instant, cost estimates. It’s great for basic treatments like fillings. Simply sign in to 
MySmile account to get your personalized estimate.  
 

When you need extensive treatment, like a crown, ask your dentist for a “Predetermination.” You’ll get a 
Confirmation of Treatment and Cost from us. It details your dentist’s treatment plan, what your benefits cover, and 
how much you may owe your dentist for the treatment. 
  

Have a question? 
Give us a call at 800.554.1907, Monday – Friday from 7am to 5pm, Pacific Time. We’re 

happy to help. 



Caring for Your Mental Health
Mental health includes emoƟonal, psychological and social 
well-being. Self-care can play a role in maintaining your 
mental health and help support your treatment and recovery 
if you have a mental illness. Self-care means taking the Ɵme to 
do things that help you live well and improve both your 
physical health and mental health. When it comes to your 
mental health, self-care can help you manage stress, lower 
your risk of illness and increase your energy.  Here are some 
Ɵps to help you get started: 

Get regular exercise. Just 30 minutes of walking every day
can help boost your mood and improve your health.

Eat healthy, regular meals and stay hydrated. A balanced
diet and plenty of water can improve your energy and
focus throughout the day.

Make sleep a priority. SƟck to a schedule, and make sure
you're geƫng enough sleep.

Try a relaxing acƟvity. Explore relaxaƟon or wellness
programs or apps, which may incorporate meditaƟon,
muscle relaxaƟon or breathing exercises.

Focus on posiƟvity. IdenƟfy and challenge your negaƟve
and unhelpful thoughts.

Stay connected. Reach out to friends or family members
who can provide emoƟonal support and pracƟcal help.

8 - - • www.behavioralhealthsystems.com

YOUR BHS BENEFITS

YOUR EAP BENEFIT

EAP sessions are free to employees and 
dependents and are completely confidential. 
To get started, call BHS at to be 

connected to your designated Care 
Coordinator. After an assessment you

to the appropriate resources, which 
may include an appointment with a mental 
health professional, community resources, 

support groups, an attorney, 
and/or a financial consultant. 

BHS can help with the
following issues:

Stress Management
Personal
RelaƟonships
Marital/Family Issues
Parent-Child Conflict
Grief & Loss
Coping AŌer a
Tragedy

Depression & Anxiety
Work-Related
Problems
Alcohol & Drug Abuse
ADD/ADHD
Life TransiƟon
EaƟng Disorders
Financial/Legal



Self-care looks different for everyone, and it is important to find what you need and enjoy. It may 
take trial and error to discover what works best for you. In addiƟon, although self-care is not a 
cure for mental illnesses, understanding what causes or triggers your mild symptoms and what 
coping techniques work for you can help manage your mental health.

When to Seek Professional Help:
Seek professional help if you are experiencing severe or distressing symptoms that have lasted two 
or more weeks, such as:

Difficulty sleeping
AppeƟte changes that result in unwanted weight changes
Struggling to get out of bed in the morning because of mood
Difficulty concentraƟng
Loss of interest in things you usually find enjoyable
Inability to perform usual daily funcƟons and responsibiliƟes

Don't wait until your symptoms are overwhelming. Call BHS at discuss
your concerns with your designated Care Coordinator.

Know Your Resources:
You can contact the following resources for addiƟonal support:

NaƟonal Suicide PrevenƟon Lifeline: call 1-800-273-8255 or text 988
NaƟonal Alliance on Mental Illness (NAMI) Hotline: call 1-800-950-6264
NaƟonal Alliance on Mental Illness (NAMI): text HOME to 741741
Substance Abuse & Mental Health Services AdministraƟon (SAMHSA): call 1-800-662-4357
NaƟonal DomesƟc Violence Hotline: call 1-800-799-7233 or 1-800-787-3224

Access Your Benefits: 
Accessing your Employee Assistance Program (EAP) has never been easier! Call  or
visit www.behavioralhealthsystems.com to learn more about your benefits and schedule a free, 
confidenƟal visit with a mental health professional.

• www.behavioralhealthsystems.com

Telehealth
Available via phone 

or web-based

In-Person
With a doctor,

counselor or advisor

Digital
Access to

Virtual soluƟons



Business Health Trust is excited to offer pet health 
insurance for your dog or cat at a discount!

Your pet 
insurance benefit

www.businesshealthtrust.com

What is pet insurance?

Pet insurance is health insurance for dogs and cats. Get reimbursed for costly 
veterinary bills and focus more on the health of your pets and less on how you’re 
going to pay for it. Plans feature comprehensive coverage for accidents, illnesses  
and injuries including cancer coverage.

Policies are administered by PetPartners, Inc. and underwritten by Independence American Insurance Company (rated A- “Excellent” by A.M. Best), with offices 

at 11333 N. Scottsdale Rd, Suite 160, Scottsdale, AZ 85254. PetPartners, Inc. (CA agency #OF27261) is a licensed insurance agency located at 8051 Arco 

Corporate Drive, Suite 350, Raleigh, NC 27617. Eligibility restrictions apply. Terms and conditions may apply. See policy/certificate for details on coverage, 

terms, limitations and conditions. Pre-Existing condition coverage may require a 365-day waiting period. Waiting period may be waived for groups over 200 

employees or with prior coverage for Accident & Illness plans. Participation in this plan is voluntary and not subject to ERISA.

How it works

Enroll in pet insurance.

Pay your vet.

Submit a claim with your vet bill.

Get reimbursed for eligible expenses.

Scan to begin

Questions? Need help enrolling? Contact us:

     866-774-1113          help@petpartners.com

mailto:help%40petpartners.com?subject=


Norton LifeLock Benefit Solutions and 
Business Health Trust are proud to offer 
identity theft protection to our members.

Protect your 
digital health too

www.businesshealthtrust.com

Comprehensive protection features to help you feel safer in your 
digital life

Device Security protects your 
mobile devices, tablets, and 
computers from hackers, viruses, 
malware, vulnerable websites, and 
other online threats.

Identity Alerts with Credit 
monitoring alerts you if there is 
fraudulent or suspicious activity 
surrounding any of your personal 
information, including new 
account opening, credit card 
usage, and data breaches.

Social Media Monitoring notifies 
you of any suspicious links, 
account takeover attempts, or 
inappropriate content.

Norton™ Secure VPN Our 
Virtual Private Network (VPN) 
helps protect your online privacy 
so your sensitive information, 
browsing history, online activities 
and webcam are more secure.

Parental Control makes it easy 
to monitor your child’s online 
activities and view their search 
history so they stay safe.

Million Dollar Protection™ 
Package to reimburse stolen 
funds, personal expenses, and 
provide coverage for lawyers and 
experts up to $1 million each.

Questions? Contact us:

(425) 201-1972

      info@businesshealthtrust.com

Employees will be auto-enrolled 

1/1/2024 and can enroll dependents 

or family members at no cost at their 

discretion



Make the most of 
your benefits
Cost Savings with Passport Corporate

What’s covered — highlights
•	 Complimentary access for all Business Health 

Trust members and accredited producers.

•	 Discounts on 2500+ vendors — including pet 

insurance, travel, entertainment, shopping, local 

restaurants and more!

•	 Enjoy exclusive savings without any additional 

cost or fees.

Where to start
1.	 Visit www.passportcorporate.com

2.	 Register with your at-work email to sign-up  
(i.e. name@yourwork.com)

3.	 Download the “PASSPORT MOBILE” app  
on your smartphone and sign in with your  
new mobile card.

Contact savings@businesshealthtrust.com 
if you experience any difficulties enrolling.

Scan the QR code 
to get started:

INDUSTRY HEALTH TRUST MEMBERS 

www.businesshealthtrust.com

DINE, SHOP, TRAVEL AND SAVE!
Saving just got easier with your complimentary 
Passport membership from BHT.

“30% off my recent stay  
   at Great Wolf Lodge”

“10% off my laptop  
   purchase from Dell”



Woodland Park Zoo 
Discount Ticket Program for staff of: 

Seattle Metropolitan Chamber of 
Commerce

HOW IT WORKS:

• Visit www.zoo.org

• Click the blue Tickets button on the top of the page

• Click on Buy in the General Admission box

• Enter Promo Code seattlechamber18 when prompted to receive a 
20% discount

• Purchase tickets and print at home or provide on your mobile device!

Purchase discount zoo tickets online and 
avoid the ticket line at Woodland Park Zoo!



At-a-glance

$5 match each paycheck
When you save $5 or more

Flip over to learn 
how to get started

Seattle metro chamber’s program

What to know

What happens in an emergency

$5

To access your emergency savings, you will need to have a 

personal bank account linked. 

This benefit is sponsored by Seattle Metro Chamber and 

completely free to you

You can access your funds anytime for any reason at no cost

The account and money are always yours (even if change in 

employment) 

The account is FDIC insured up to $250,000 

There are no account minimums 

Funds in SecureSave are all post-tax 

SecureSave is an Emergency Savings Account (ESA). 


We help you automatically save directly from your paycheck


– you decide how much and can stop at any time.  



Sign up in just 2 minutes!

Need Help?

What to expect

support.securesave.com


206-666-4900 


support@securesave.com

You will receive an invitation via email and/or 

text message from SecureSave Just click on the 

link and follow the prompts. 

Accept invitation via email or text

Choose your savings amount

Link a bank account (optional)

Watch your savings grow each 
paycheck with help from Seattle 
Metro Chamber
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