Enrollment Document Checklist (Enrolled in ESI)

A policy holder who is currently enrolled in an Employer-Sponsored Insurance
(ESI) plan must submit ALL of the required documents below to the KI-HIPP Team* to
determine eligibility for the Kentucky Integrated Health Insurance Premium Payment

(KI-HIPP) program.

i Insurance Company 1: Plan Option 1 c Period: 01/0112013 - 12/3172013
D S umma ry Of Be n efl ts an d Summary of Benefits afd co):eraue: What tn.sp Plan Covers & Whatit Costs ~ Coverage ?;re:f\gi.aigﬂ Spouse | Plan Type: PPO)
Cove ra g e ( S BC ) FO rm F1y Ihis is[nnly a summal;y. ;i‘mx.".\'nr:‘ more n‘lm‘, about your coverage and costs, Tou can get the complete terms in the policy or plan
locument at w sert] ot by calling
e N
The Summary of Benefits and Wity S50 pecon e e o (R
c S Bc * i f h h deductible? sD"mg - January 1st). See the chart starting on page 2 for how
10¢31 LAPPIY 10 PIEVERTVE €A | muyeh pou pay for covered services after you meet the dedu'stible
WA rage ( ) IS a form t at SNOWS Amthercotier | Yoo S0 for peacoption dg | vy o 21 ofthecosts o these secvices up to the specific deductible amount
the comparison of costs and coverage St i g g e s
between health insurance plans. e $2600 g |00 e ekt e
pocket limit on my family 7 yur share of the cos
expenses? For non-participating providers | Care expenses
$4,000 pecson / $8,000 iy
*You may request a copy of the SBC Vot ot nched P e
. the out-of-pocket b hedlth caze Even though you pay these expenses, they dos't count toward the out-of-pocicet limi
from your employer or health insurance L
company at any time.
- Health Insurance Rates
Premium Rate Sheet Effocive January 1, 2017
Insurance I Coverage | Bi-Weekly I Monthly | Pr:r:?ulm
- * H Your Cost SETA Cost Your Cost SETA Cost
Th S P remium Rate S h eet IS a Kaiser HMO Single - Employee Only 11285| 24750 22570 49500 I 720.70
1 1 Family - Employee w/dependent | 531.52 I 390. ool 1,063.04 780.00 I 1,843.04
document with details about charges and l
ra tes Of h ea |th | nsurance p | ans. Western Health  [Single - Employee Only | tor30] 2erso] 21a00] sss00] 70060
Advantage HMO (.. 111 - Employee widependent | 518.30 | 390.00 I 1,036.60 |  780.00 | 1,816.60
* H Sutter Health Plus  [Single - Employee Onl; | 99.06 | 247.50 | 198.12 | 495.00 | 693.12
YOU may requeSt a Copy Of the Premlum Huo Family - Employee widependent | 49639 | a0000| se278| 78000 177278
Rate Sheet from your employer or health :
Kaiser IS\ngIe - Employee Only | 34.08 I 247.50 I 68.16 | 495.00 I 563.16
] ] High Deductible |\ £ roiovee widependent | 33040| 39000 | es020| 78000 1,44020
insurance company at any time.
/l/ 1 W
U UnitedHealthe =
Health Insurance Card - -

123456789 Mo 123456

Paper I 37730

D A copy of your health insurance card

medco
shows that you are currently enrolled in a Aoy e o TR
health insurance plan. | S |
Paystub
D A copy of your paystub* shows that o
the premium payment has been
Period: [Pay Period] Employee Name [Your Name]

taken out of your paycheck to pay
for your health insurance coverage. |rastaus 1|Federal Alowance 4

i . i Hourly Rate $10.00 |Overtime Rate $15.00
*With ESI, the premium payment is _
. Social Security Tax $38.43 |Federal Income Tax $170.80
automatically taken out from your
Medicare Tax $8.85 |State Tax $14.03

paycheck each pay period. The KI-HIPP
Team sends you KI-HIPP payments as Insurance Deduction $20.00 |Other Regular Deduction $40.00
reimbursement for the cost of health

insurance premiums.

*KI-HIPP Team Contact Information on next page



Enroliment Document Checklist ((Access to ESI)

A policy holder who has access to Employer-Sponsored Insurance (ESI), but is not
currently enrolled in an ESI plan, must submit ALL of the required documents below to
the KI-HIPP Team to determine eligibility for the Kentucky Integrated Health Insurance

Premium Payment (KI-HIPP) program.

Document Name

i
L

Summary of Benefits and
Coverage (SBC) Form

The Summary of Benefits and

Coverage (SBC)* is a form that shows

the comparison of costs and coverage
between health insurance plans.

*You may request a copy of the SBC

from your employer or health insurance

company at any time.

Premium Rate Sheet

The Premium Rate Sheet* is a

document with details about charges and

rates of health insurance plans.

*You may request a copy of the Premium
Rate Sheet from your employer or health

insurance company at any time.

Example

Insurance Company 1: Plan Option 1

document at www. | 1] or by calling 1-8 nsert]

$500 pecson | You
$1,000 family
Doesn't apply to preventive care

What is the overall
deductible?

Are there other

deductibles for specific
services?

Yes. $300 for prescription dr
coverage. There are no other

specific deductibles. befor

Yes. For participating providers

1s there an out—of— $2,600 person | $6,000 The
pocket limit on my family -
expenses? For non-participating providers | Care

$4,000 pecson / $8,000 fumdly

Summary of Benefits and Coverage: What this Plan Covers & What it Costs ~ Coverage for: Individual + Spouse | Plan Type: PPO)

This is only a SUMMAry. 1 you wast moze detad abost yous

Important Questions m Why this Matters:

covere
starts
much you pay for 1ed 5

% Youmust

Coverage Period: 01/01/2013 - 12/31/201)]

costs, you can get the complete terms in the policy or plan

corerage and

m

the costs up to the deductible amount before this plan begins to pay for

licy or plan document to see when the deductible
ary 13t). See the chart starting on page 2 for how
after you meet the dedustible.

payallof the exvices up to the specific deductible amount
re this plan begins to pay for these services

out-of-pocket limit is the mo: d par duting a coverape period (usually one
for yout shate of the cost of vices. This lmit helps you plan fot health
ERpenses.

‘What is not included in alance-billed
the out-of-pocket health care this | Even though ou pay these expenses, they don't count toward the out-of-pocket timit
limit? plan doesn’t cover.
Health Insurance Rates
Effective January 1, 2017
. Total
Insurance Coverage Bi-Weekly Monthly Premium
Your Cost SETA Cost Your Cost SETA Cost
KaiserHMo | Single - Employee Only 11285| 24750| 22570 49500| 72070
Family - Employee 53152 | 30000 | 1,063.04| 780.00| 1,843.04
Western Health  |Single - Employee Onl 107.30 | 24750| 21460 49500|  709.60
Advantage HMO |/ Employee widependent 51830 | 30000 1,03660| 780.00| 181660
Sutter Health Plus ~ [Single - Employee Only 99.06| 24750 19842| 49500| 69342
HMo Family - Employee w/dependent 496.39 390.00 992.78 780.00 1,772.78
Kaiser Single - Employee Only 34.08 247.50 68.16 495.00 563.16
High Deductible ¢ vy - Employee widependent 33010| 30000| 66020 780.00| 1,440.20

benefind.ky.gov

CHFS KI-HIPP Unit

275 E. Main St. 6C-A

Frankfort,

KI- HIPP ¢_

Please Call:
5-459-6328

KY 40621

For more informat

Searc

S

kihipp.program

@ky.gov

ion on KI-HIPP:

Visit our website: chfs.ky.gov

h for: KI-HIPP
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