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PLEASE NOTE: 
This Guide is a summary of benefits offered.  The information in this Guide is presented for illustrative 
purposes only. The text contained in this Guide was taken from various benefit plan descriptions and benefit 
summaries.  All benefit coverages described in this Guide are subject to the terms of the insurance policies 
under which the benefits are provided.  If there is any conflict between this Guide and the insurance policies, 
the insurance policies will always govern. 
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Contact Information 
Refer to this list when you need to contact one of the Goodwill insurance carriers/vendors.  For general 
information, contact the Goodwill Benefits Team at 602-535-4100, option 3, or by email at 
benefits@goodwillaz.org. 
 

Major Medical Blue Cross Blue 
Shield of Arizona 
(BCBS) 

Customer Service (844) 817-4118 
Mi Consejero Azul (602) 864-4884 or                    
toll free (800) 232-2345, ext 4884 
www.azblue.com 

MEC/Limited Medical 
 
Health Advocate 

Century Healthcare 

(CHC) 
(877) 685-2432 
www.centuryhealthcare.com/user/login 
(866) 695-8622 or email 
answers@healthadvocate.com  

Health Reimbursement 
Account (HRA)  

HealthEquity (866) 346-5800 
www.healthequity.com 

Flexible Spending Accounts 
(FSA/DCA) 

Discovery Benefits (866) 451-3399 
www.discoverybenefits.com  

Telemedicine Teladoc 1 (800) Teladoc  (1-800-835-2362) 
www.teladoc.com  

Dental Ameritas (800) 659-2223 
www.ameritas.com 

Vision VSP (800) 877-7195  
www.vsp.com 

Team member Assistance 
Program (EAP) 

UNUM (800) 854-1446, English 
(877) 858-2147, Spanish 
(800) 999-3004, TTY/TDD 
www.lifebalance.net  

Life Insurance and AD&D, 
Short-Term Disability 

UNUM (800) 421-0344 or (800) 858-6843 
www.unum.com/team members  

Voluntary Worksite Benefits 
Accident, Critical Illness and 
Hospital Indemnity 

UNUM (800) 635-5597 
www.unum.com/team members 

401(k) Retirement Plan Principal (800) 547-7754 
www.principal.com 

mailto:benefits@goodwillaz.org
http://www.azblue.com/
http://www.centuryhealthcare.com/user/login
mailto:answers@healthadvocate.com
http://www.healthequity.com/
http://www.discoverybenefits.com/
http://www.teladoc.com/
http://www.ameritas.com/
http://www.vsp.com/
http://www.lifebalance.net/
http://www.unum.com/employees
http://www.unum.com/employees
http://www.principal.com/
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Eligibility for Benefits 
 
Who is eligible for coverage? 
All regular full-time active team members scheduled to work 30 or more hours per week. 

 
When am I eligible? 

 First of the month following 60 days of employment. 

When can I enroll for coverage? 
 Open Enrollment 

 You must enroll within 30 days of your eligibility date of coverage or your enrollment will automatically default 
to “waive” status 

 Qualifying Event (see “What is a Qualifying Event” in FAQ section) 

 
What do I need to do? 

 ALL full-time active team members must participate and complete the 2018 open enrollment. EVEN IF YOU 
ARE CURRENTLY ENROLLED IN BENEFITS.  If you do not, and you currently have benefit elections, your 
enrollment status will change to “waive” as of 1/1/2018.  Please note: some plans may require additional 
paperwork. 

 Complete Benefit Alliance (CBA) is an enrollment firm we have collaborated with to assist you with completing 
the enrollment process.  Goodwill team members will use one of the following methods to enroll: 

o Speak with an enrollment specialist by phone 
o Use scheduling tool to schedule your designated enrollment appointment 
o Attend an onsite enrollment event and work one on one with an enrollment specialist 

If you choose to waive any coverage, you must indicate this upon your initial enrollment.  You will be able to indicate that 
you are waiving coverage and will still be asked to complete the beneficiary designation for the company-paid Life 
Insurance.      

 IMPORTANT:  You are required to enroll each year if you participate in the Flexible Spending Accounts 
(FSA/DCA).  Your FSA/DCA elections do NOT automatically roll over each plan year. 

 
Can I choose coverage for my family? 
You may elect benefits for you and your family.  Your dependents become eligible for coverage when you do, provided 
you have enrolled for coverage for yourself. 

 
Who is an eligible dependent? 

 Your spouse (proof of marriage required) 

 Your child(ren) under the age of 26  

 
Can I have other health coverage? 
Yes.  You can be covered by another group health plan and still receive benefits under Goodwill’s medical plan; this is 
known as Coordination of Benefits (COB).  Remember, only expenses normally eligible under a medical plan will be 
considered for COB.  Any amount in excess of what is covered under a plan will not be considered. Here is how it works: 
 

If you elect a BCBS medical plan: 
 Team member - Coverage under the Goodwill plan is considered primary and you will need to file claims under Goodwill’s 

plan first.  If some of your out-of-pocket costs are not covered, then you can file a claim under your other insurance. 

 Spouse - Who is covered under the Goodwill plan and also has coverage through their employer; Goodwill’s plan is 
considered secondary and claims are filed first with their employer and then under the Goodwill plan. 

 Child(ren) - Primary coverage is under the parent’s plan whose birthday is earlier in the year; the other medical plan will be 
secondary.  If you are unmarried, separated or divorced, COB may be determined by a court decree or based on custodial 
responsibility.  Contact the Goodwill Benefits team for more information. 

If you elect the CHC MEC/Limited Med plan - COB is limited.  For more details, refer to the Policy documents or contact the Goodwill 
Benefits team. 
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HealthCare Reform  

 

INDIVIDUAL MANDATE 
Health Care Reform (the Affordable Care Act) requires most Americans to obtain and maintain health 
insurance or pay a penalty or tax.  The fee for not having health coverage is calculated one of two ways.  If you 
or your dependents do not have insurance that qualifies as minimum essential coverage (MEC), you will pay 
either a percentage of your household income or a flat fee, whichever is higher. 

The penalty is adjusted for inflation, and in early October 2017, the penalty amount for 2018 had not yet been 
announced.  For the 2017 calendar year, if you did not have the required coverage, the penalty is the higher of 
the following amounts:   

 2.5% of your yearly household income   OR 
 $695.00 per adult for the year ($347.50 per child under 18) 

 

COVERAGE OFFERED BY GOODWILL 
We are offering you an employer-sponsored health plan that meets minimum value and affordability 
standards of the Affordable Care Act (ACA).  Therefore, you are NOT eligible for public Marketplace (Exchange) 
tax credits or subsidies. 

                                                                 

THE HEALTHCARE MARKETPLACE (EXCHANGE)  
The Health Care Marketplace (Exchange) was developed to allow consumers to shop and compare health 
insurance plans.  The open enrollment period for the Health Care Marketplace is November 1 to December 15, 
2017, for coverage effective January 1, 2018.   

Costs for Marketplace (Exchange) health plans will vary depending on the insurance carrier, plan design and 
network.  Payment for these plans will be on an after-tax basis and the individual will be responsible for 100% 
of the cost.  Employers cannot contribute to the cost of these plans and payroll deduction is not available.   
Individuals will be responsible for making the necessary premium payments directly to the insurance carrier.   

 

YOUR CHOICES 
If you enroll in our health plan: 

 Your Individual Mandate is met, and you will be paying your portion of your premium with pre-tax 
dollars. 

 You will have to decide on dependent coverage, if applicable.  If you do not take our plan for 
dependents, you can purchase Exchange coverage, but there will be no tax credits. 

If you decline coverage in our health plan: 
 You can purchase Marketplace (Exchange) coverage, but, in most cases, there will be no tax credits 

and you will pay for the full cost with after tax dollars. 
 If you do not have health insurance, you may be subject to a tax penalty. 

If you take an Exchange tax credit, for which you are not eligible: 
 The IRS can deduct the inaccurate tax credit amount from any refund you would have received.  
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Frequently Asked Questions 

How do I pay for my benefits? 
You and Goodwill share the cost of the majority of your benefits, with Goodwill paying a large portion of this on your 
behalf.  Throughout the year, the cost of the insurance for the benefits you are enrolled in is deducted from your 
paycheck.  Most of the payroll deductions are taken out on a pre-tax basis. By doing this, it reduces your taxable income, 
which lowers the amount of federal and state taxes withheld from your paycheck. 

 
Will I receive an ID card? 
  MEDICAL – BCBS:  Everyone who is enrolled on a BCBS medical plan as of 1/1/2018, regardless if you are a new enrollee or currently enrolled, WILL receive 

an ID card.  CHC:  If you are currently enrolled in the CHC medical plan, and you are not making any changes to your coverage effective 1/1/2018, you will NOT 

receive a new ID card.  If you are currently enrolled in the CHC medical plan, and you ARE making changes to your coverage effective 1/1/2018, you WILL receive 
a new ID card.  If you are a new enrollee to the CHC medical plan as of 1/1/2018, you WILL receive an ID card. 

  DENTAL - Ameritas:  If you are currently enrolled in the dental plan, and you are not making any changes to your coverage effective 1/1/2018, you will NOT receive 

a new ID card.  If you are currently enrolled in the dental plan, and you ARE making changes to your coverage effective 1/1/2018, you WILL receive a new ID card.  If you are 
a new enrollee to the dental plan as of 1/1/2018, you WILL receive an ID card. 

  VISION – VSP:   VSP does not issue ID cards.  Regardless if you are a new enrollee or currently enrolled in the plan, you will NOT receive an ID card.  

 
What is Open Enrollment? 
Open Enrollment is the time each year that you can make changes to your current elections or enroll for the first time if 
you have previously waived coverage.  Open Enrollment will be held from November 13, 2017 to December 8, 2017, with 
a January 1, 2018, effective date; the plan year will end on December 31, 2018.  Open Enrollment is the only time during 
the year that you can make changes to your current elections, or enroll for the first time, unless you become newly 
eligible or experience a Qualifying Event. 

 
What is a Qualifying Event? 
A Qualifying Event includes the following life events/changes: 

 Marriage, divorce, legal separation  

 Birth or adoption of a child 

 Death of a spouse or child 

 Spouse’s Open Enrollment 

 Change in spouse’s employment and/or insurance 

 Gain or loss of insurance coverage outside of Goodwill 

 Other events may qualify (contact the Benefits department for questions) 
YOU MUST NOTIFY THE GOODWILL BENEFITS TEAM OF A QUALIFYING EVENT NO LATER THAN 30 DAYS FROM THE DATE 

OF THE QUALIFYING EVENT IN ORDER TO MAKE A CHANGE OR ENROLL 
 

What is an In-Network Provider? 
In-Network Providers are doctors, facilities and pharmacies that have contracted with our insurance carrier to accept 
reduced fees for services.  YOU WILL SAVE $ WHEN YOU USE IN-NETWORK PROVIDERS! 
 
What is an Out-of-Network Provider? 
Out-of-Network Providers are doctors, facilities and pharmacies that are NOT contracted with our insurance carrier and 
DO NOT accept reduced fees for services.  This means you could be charged the difference between what the provider 
charges and the maximum amount our insurance carrier will pay for a specific service.   IT WILL COST YOU MORE $ WHEN 
YOU USE OUT-OF-NETWORK PROVIDERS!   
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Medical Insurance 
Option 1 
 

MEC/Limited Med Plan - Century Healthcare (CHC) 
Note: In your benefit material, there are 2 documents that describe this plan - the MEC SBC and the Century Healthcare benefit 
summary.  The MEC SBC outlines the preventive services that are covered at 100% under this plan and the Century Healthcare benefit 
summary outlines the limited medical coverage available under this plan.  

Preventive Services  

 

Covered at 100%                                                     
through in-network providers 

See brief list found on next page 
Doctor’s Office Visit Plan pays $65 per day  (5 days) 

   Outpatient Lab & X-Ray Plan pays $50 per day  (6 days) 

   Advanced Studies (CT Scan, PET Scan and MRI only) Plan pays $500 per day (1 day) 

Emergency Room Plan pays $200 per day  (2 days) 

Inpatient/Outpatient Surgery Benefits 
 

Inpatient: Plan pays $2,000  
 Outpatient: Plan pays $600   

(1 IP or 1 OP surgery) 

    Inpatient/Outpatient Anesthesia Benefits 
 

(Paid at 25% of the surgery benefit) 
Inpatient: Plan pays $500 

Outpatient: Plan pays $150 

    First Hospital Confinement  

When a covered person is confined in a hospital for the first 
time in the Plan Year. Paid in addition to the Hospital 
Confinement benefit.  

Day 1: Plan pays $500 
 

    Hospital Confinement Plan pays $700 per day  (15 days) 

    Maternity 
Benefits paid under the applicable provision for Doctor’s 
Office Visits, Outpatient Lab & X-ray, Surgery and Hospital 
Confinement for pregnancy related expenses. 

See schedule of services covered 

    ICU Confinement 
Pays in lieu of Hospital Confinement Benefit. 

Plan pays $1,400 per day (15 days) 
 

    Substance Abuse Confinement  
In a rehabilitation facility  

Plan pays $350 per day (15 days) 
 

    Mental Illness Disorder Confinement 
In a rehabilitation facility 

Plan pays $350 per day (15 days) 
 

    Skilled Nursing Facility Confinement 
Confinement must begin within 3 days of hospital stay 

Plan pays $350 per day (15 days) 
 

    Prescription Drug Benefits / Copay Rx Plan(s) 
Monthly Maximum of $100 Team member / $200 Family;                           
No Deductible; Restricted Formulary 

 

Tier 1 - (Most Generics) $10 Copay 

Tier 2 - (Some Generics, Preferred/Formulary and 
Non-Preferred / Non-Formulary Brand Name) 

Team member pays 100% of the cost after pharmacy 
discounts  

    PHCS PPO Limited Benefit Network -- Provides covered individual’s access to a PPO Network that allows them to 
take advantage of network-negotiated rates prior to the above benefits being applied.  To look up contracted, in-
network providers in the PHCS PPO Limited Benefit Network, visit www.multiplan.com/chc 

    Health Advocate -- Comprehensive healthcare navigation that includes care coordination, medical claims 
assistance and fee negotiation among other health advocacy services.  To contact a health advocate, call (866) 695-
8622 or email answers@healthadvocate.com  

Insurance underwritten by Companion Life Insurance Company 

Enrollment in Option 1 includes 
$10,000 Term Life Insurance on 
the covered team member. 

http://www.multiplan.com/chc
mailto:answers@healthadvocate.com
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Medical Insurance 
 
Option 1, cont’d 
 

MEC/Limited Med Plan - Century Healthcare (CHC) 
 

Preventive Services - Covered at 100% through in-network providers 

The following is a brief description of the preventive benefits available to members and is subject to 
change under the Affordable Care Act (ACA).  To learn more, visit www.healthcare.gov. 

  

 
• Routine physical exam 

• Well women exam (annual) 

• Annual mammogram 

• Annual pap smear and other routine lab work 

• Breast thermography 

• Bone density test 

• Well baby / well child care exam 

• Routine immunizations 

• Flu and pneumonia vaccines 

• Preventive lab, x-rays, diagnostic testing 

and other medical screenings including: 

o Blood pressure 

o Diabetes 

o Cholesterol tests 

• Many cancer screenings including: 

o Cervical cancer 

o Breast cancer 

o Colorectal cancer 

 

 
• Contraception (FDA): 

o Approved contraceptive methods 

o Sterilization procedures 

o Patient education and counseling 

(Covered contraceptives do not include  

abortifacient drugs) 
 

• Counseling on topics such as: 

o Obesity & eating healthy 

o Treating Depression 

o Alcohol & drug abuse 

o Smoking cessation 

o Domestic & interpersonal violence 

o Sexually transmitted diseases 

 
 

IMPORTANT DETAILS 
Network providers: Health plans are required to provide these preventive services only through an in-network provider. 
Coverage: Coverage is provided for preventive services only. Once a diagnosis has been made, the services are not 
covered under this MEC plan. 
Talk to your health care provider: To find out which covered preventive services are right for you — based on your age, 
gender and health status. 
 
 

http://www.healthcare.gov/
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Medical Insurance - BCBS Networks 
 

Choice of Networks for the High Deductible HRA Medical Plans 
(Plan Options 2 through 5) 

 

If you select any of the BCBS high deductible HRA medical plans (Options 2 through 5), you will be 
choosing from one of two medical networks: either the PPO Network or the Alliance Network.  
Remember, providers and/or BCBS can terminate a contract at any time during the plan year.  
Always confirm that your doctor is still contracted as an in-network provider.  
 
BCBS PPO Network: This is the same network that was available in 2017.  It is a cost-effective 
network with a wide availability of providers.  
 

NEW!!! BCBS Alliance Network: This new network replaces the Acclaim Network as of January 

1, 2018.  While the Alliance Network is more limited than the PPO Network is, it includes many of the 
same providers.  The network expansion from Acclaim to Alliance includes more providers such as 
Banner Health and Honor Health.  If you select the BCBS Alliance Network, your monthly premium 
costs will be lower than if you choose the BCBS PPO Network, while still having access to many of the 
same providers.  

 
 

-- IMPORTANT INFORMATION REGARDING THE BCBS ALLIANCE NETWORK -- 
 
THE BCBS ALLIANCE NETWORK IS AVAILABLE TO TEAM MEMBERS WHO RESIDE IN MARICOPA 
COUNTY AND WICKENBURG ONLY!!!  If you are a team member that resides outside of Maricopa 
County or Wickenburg, or you have dependents that do not regularly seek care in Maricopa County 
and you are enrolling in one of the BCBS medical plans, you will need to select a plan that utilizes the 
BCBS PPO Network.   

We recommend you check to see which Network your providers are in.  You may save 
money by selecting the Alliance Network and not even have to switch providers! 

 
How to look up in-network, contracted providers with BCBS: 

1. Log into you member account at www.azblue.com  
2. Click on “Find a Doctor” 
3. Once on the search tool site for providers: 

a. “Your Location” defaults to your home address; you can change if you want to search another location 
b. “Your Plan” defaults to your plan’s network; NO need to change anything. 
c. In the first box, you can select a category (example: Doctors by Name, Places by Type, etc.) 
d. In the next box, Search for doctors, hospitals and clinics by name or specialty 

e. Click the magnifying glass to search 
 

If you do not have access to a computer and you need to look up in-network providers, you can contact BCBS at: (844) 817-4118 

http://www.azblue.com/
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Medical Insurance   Major Medical w/ Rx Benefits 

Blue Cross Blue Shield of Arizona 

              Option 2                                             Option 3 

 

High-Deductible HRA High-Deductible HRA 

$3,000  80% - Alliance Network $3,000  80% - PPO Network 

HRA Funding by 
Goodwill* 

Individual: $600 
Family: $1,200 

Individual: $600 
Family: $1,200 

BENEFITS In-Network Out-of-Network In-Network Out-of-Network 

 Member responsibility shown Member responsibility shown 

Calendar Year Deductible EMBEDDED DEDUCTIBLE** EMBEDDED DEDUCTIBLE**  

  Individual  
$3,000  

($2,400 after fund) 
$8,000 

 ($7,400 after fund) 
$3,000  

($2,400 after fund) 
$6,000 

 ($5,400 after fund) 

 Family 
$6,000   

($4,800 after fund) 
$16,000 

($14,800 after fund) 
$6,000   

($4,800 after fund) 
$12,000 

($10,800 after fund) 

Coinsurance 
Once you have reached your 
Deductible, you pay this percentage of 
covered medical expenses, up to the 
Out-of-Pocket Max indicated below 

20% 50% 20% 40% 

Out-of-Pocket Maximum EMBEDDED OUT-OF-POCKET MAXIMUM** EMBEDDED OUT-OF-POCKET MAXIMUM** 

  Individual  
$4,000  

($3,400 after fund) 
$9,000 

($8,400 after fund) 
$4,000  

($3,400 after fund) 
$8,000 

($7,400 after fund) 

  Family 
$8,000 

($6,800 after fund) 
$18,000 

($16,800 after fund) 
$8,000 

($6,800 after fund) 
$16,000 

($14,800 after fund) 

Preventive Services 
  Routine physicals, Immunizations, 

PSA, Pap Smear, Mammograms, 
certain prescription drugs 

No charge - Covered 
100% 

Deductible then 50% 
No charge - Covered 

100% 
Deductible then 40% 

Physician Office Visit  
  Primary Care Physician 
  Specialist Physician 

Deductible then 20% 
 

Deductible then 50% 
 

Deductible then 20% 
 

Deductible then 40% 
 

Inpatient Services 
(Facility & Provider) 

Deductible then 20% Deductible then 50% Deductible then 20% Deductible then 40% 

Outpatient Services 
(Facility & Provider) 

Deductible then 20% Deductible then 50% Deductible then 20% Deductible then 40% 

Diagnostic Lab & X-ray Deductible then 20% Deductible then 50% Deductible then 20% Deductible then 40% 

Major Diagnostics 
 (MRI, PET/CT Scan, etc.) 

Deductible then 20% Deductible then 50% Deductible then 20% Deductible then 40% 

Emergency Room  
Deductible then 20%  (Out-of-network paid same as 

in-network for emergency) 
Deductible then 20%  (Out-of-network paid same as 

in-network for emergency) 

Urgent Care Facility Deductible then 20% Deductible then 50% Deductible then 20% Deductible then 40% 

Prescription Drugs/Rx See Prescription Drug details, for this plan, on following page See Prescription Drug details, for this plan, on following page 

 
*The HRA is one fund that can be used for in-network and out-of-network medical expenses.   
**”Embedded” means that if an individual covered under a family plan meets the individual deductible or out-of-pocket maximum, that 
individual will be considered to have met his/her deductible or out-of-pocket maximum, and benefits will be paid accordingly. Once any 
combination of covered family members meet the family deductible or out-of-pocket maximum, then all family members’ benefits will be 
paid accordingly. 
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Medical Insurance   Major Medical w/ Rx Benefits 

Blue Cross Blue Shield of Arizona 

 
     Option 2 Rx                                          Option 3 Rx 

 

High-Deductible HRA High-Deductible HRA 

$3,000  80% - Alliance Network $3,000  80% - PPO Network 
 In-Network Out-of-Network In-Network Out-of-Network 

Prescription Drugs/Rx Retail, up to a 30-day supply: 
Under this plan, you will pay 
the retail cost of prescription 
drugs and as long as you are 
receiving your prescription 
drugs from pharmacies that 

are in the Alliance Network, 
you will pay less out of pocket 

because of the agreement 
that the pharmacy has with 

BCBSAZ.  Once you meet your 
Deductible, then you will 

begin to pay copays for your 
prescription drugs.  

Depending on the tier of your 
prescription drug, you will 
pay one of the following 

copays: 
 

Tiers 1-3: 
$10/$30/$50 

Specialty tiers:   
$30/$60/$90/$120 

 
 

90-day supply: 
You can choose to purchase 
your prescription drugs via 

Mail Order or an in-network 
pharmacy, for a 90-day 

supply.  This is available on 
Tiers 1-3 ONLY and will cost 
you 2.5 x the Retail copay 
after you have met your 

Deductible. 
 

See the page in this Guide 
titled Important Information 

about your Pharmacy 
Benefits with BCBSAZ to 

understand these Tiers of 
prescription drugs and how 
to order a 90-day supply of 
your Tier 1-3 prescription 

drugs. 

Retail, up to a 30-day supply: 
You can choose to receive 

prescription drugs from out-
of-network pharmacies.  If 

you do, you will pay the retail 
cost of the prescription drugs 

but since there is no 
agreement between out-of-

network pharmacies and 
BCBSAZ, you may be balance 

billed***.  Once you meet 
your out-of-network 

Deductible, then you will 
begin to pay copays for your 

prescription drugs.  
Depending on the tier of your 
prescription drug, you will pay 
one of the following copays:   

 
Tiers 1-3: 

$10/$30/$50 
(you may be balance 

billed*** when paying copays 
for your prescription drugs) 

 
Note(s): 

 - You are not able to receive 
Specialty tier prescription 
drugs from an out-of-network 
pharmacy 
- You are not able to receive 
Mail-Order, 90-day supply 
prescription drugs from an 
out-of-network pharmacy 

 
 

See the page in this Guide 
titled Important Information 

about your Pharmacy 
Benefits with BCBSAZ to 

understand these Tiers of 
prescription drugs. 

Retail, up to a 30-day supply: 
Under this plan, you will pay the 
retail cost of prescription drugs 
and as long as you are receiving 

your prescription drugs from 

pharmacies that are in the PPO 
Network, you will pay less out of 
pocket because of the agreement 

that the pharmacy has with 
BCBSAZ.  Once you meet your 

Deductible, under this plan, then 
you will begin to pay copays for 

your prescription drugs.  
Depending on the tier of your 
prescription drug, you will pay 
one of the following copays: 

 
 
 

Tiers 1-3: 
$10/$30/$50 

Specialty tiers:   
$30/$60/$90/$120 

 
 

90-day supply: 
You can choose to purchase your 
prescription drugs via Mail Order 
or an in-network pharmacy, for a 
90-day supply.  This is available 
on Tiers 1-3 ONLY and will cost 
you 2.5 x the Retail copay after 
you have met your Deductible. 

 
 
 

See the page in this Guide titled 
Important Information about 
your Pharmacy Benefits with 
BCBSAZ to understand these 

Tiers of prescription drugs and 
how to order a 90-day supply of 
your Tier 1-3 prescription drugs. 

Retail, up to a 30-day supply: 
You can choose to receive 

prescription drugs from out-
of-network pharmacies.  If 

you do, you will pay the retail 
cost of the prescription drugs 

but since there is no 
agreement between out-of-

network pharmacies and 
BCBSAZ, you may be balance 

billed***.  Once you meet 
your out-of-network 

Deductible, then you will 
begin to pay copays for your 

prescription drugs.  
Depending on the tier of your 
prescription drug, you will pay 
one of the following copays:   

 
Tiers 1-3: 

$10/$30/$50 
(you may be balance billed*** 
when paying copays for your 

prescription drugs) 
 

Note(s): 
- You are not able to receive 
Specialty tier prescription 
drugs from an out-of-network 
pharmacy 
-You are not able to receive 
Mail-Order, 90-day supply 
prescription drugs from an 
out-of-network pharmacy 

 
 

See the page in this Guide 
titled Important Information 

about your Pharmacy 
Benefits with BCBSAZ to 

understand these Tiers of 
prescription drugs. 

 
***Balance bill is the difference between the BCBS allowed amount and the billed amount the non-contracted provider charges for their services. 
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Medical Insurance   Major Medical w/ Rx Benefits                                          

Blue Cross Blue Shield of Arizona 

              Option 4                                             Option 5 

 

High-Deductible HRA High-Deductible HRA 

$2,500  90% - Alliance Network $2,500  90% - PPO Network 

HRA Funding by 
Goodwill* 

Individual: $1,000 
Family: $2,000 

Individual: $1,000 
Family: $2,000 

BENEFITS In-Network Out-of-Network In-Network Out-of-Network 

 Member responsibility shown Member responsibility shown 

Calendar Year Deductible EMBEDDED DEDUCTIBLE** EMBEDDED DEDUCTIBLE**  

  Individual  
$2,500  

($1,500 after fund) 
$7,500 

 ($6,500 after fund) 
$2,500  

($1,500 after fund) 
$5,000 

 ($4,000 after fund) 

 Family 
$5,000   

($3,000 after fund) 
$15,000 

($13,000 after fund) 
$5,000   

($3,000 after fund) 
$10,000 

($8,000 after fund) 

Coinsurance 
Once you have reached your Deductible, 
you pay this percentage of covered 
medical expenses, up to the Out-of-
Pocket Max indicated below 

10% 50% 10% 30% 

Out-of-Pocket Maximum EMBEDDED OUT-OF-POCKET MAXIMUM** EMBEDDED OUT-OF-POCKET MAXIMUM** 

  Individual  
$4,500  

($3,500 after fund) 
$9,000 

($8,000 after fund) 
$4,500  

($3,500 after fund) 
$6,000 

($5,000 after fund) 

  Family 
$6,500 

($4,500 after fund) 
$18,000 

($16,000 after fund) 
$6,500 

($4,500 after fund) 
$12,000 

($10,000 after fund) 

Preventive Services 
  Routine physicals, Immunizations, PSA, 

Pap Smear, Mammograms, certain 
prescription drugs 

No charge - Covered 100% 
 

Deductible then 50% 
 

No charge - Covered 
100% 

Deductible then 30% 

Physician Office Visit  
  Primary Care Physician 
  Specialist Physician 

Deductible then 10% 
 

Deductible then 50% 
 

Deductible then 10% 
 

Deductible then 30% 
 

Inpatient Services 
(Facility & Provider) 

Deductible then 10% Deductible then 50% Deductible then 10% Deductible then 30% 

Outpatient Services 
(Facility & Provider) 

Deductible then 10% Deductible then 50% Deductible then 10% Deductible then 30% 

Diagnostic Lab & X-ray Deductible then 10% Deductible then 50% Deductible then 10% Deductible then 30% 

Major Diagnostics 
 (MRI, PET/CT Scan, etc.) 

Deductible then 10% Deductible then 50% Deductible then 10%    Deductible then 30% 

Emergency Room  
Deductible then 10%  (Out-of-network paid same as in-

network for emergency) 
Deductible then 10%  (Out-of-network paid same as 

in-network for emergency) 

Urgent Care Facility Deductible then 10% Deductible then 50% Deductible then 10% Deductible then 30% 

Prescription Drugs/Rx See Prescription Drug details, for this plan, on following page See Prescription Drug details, for this plan, on following page 

 
*The HRA is one fund that can be used for in-network and out-of-network medical expenses.   
**”Embedded” means that if an individual covered under a family plan meets the individual deductible or out-of-pocket maximum, that 
individual will be considered to have met his/her deductible or out-of-pocket maximum, and benefits will be paid accordingly. Once any 
combination of covered family members meet the family deductible or out-of-pocket maximum, then all family members’ benefits will be 
paid accordingly. 
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Medical Insurance   Major Medical w/ Rx Benefits                                          

Blue Cross Blue Shield of Arizona 

                                                      Option 4 Rx                                           Option 5 Rx 

 

High-Deductible HRA High-Deductible HRA 

$2,500  90% - Alliance Network $2,500  90% - PPO Network 
 In-Network Out-of-Network In-Network Out-of-Network 
Prescription Drugs/Rx Retail, up to a 30-day supply: 

Under this plan, you will pay 
the retail cost of prescription 
drugs and as long as you are 
receiving your prescription 

drugs from pharmacies that are 

in the Alliance Network, you 
will pay less out of pocket 

because of the agreement that 
the pharmacy has with BCBSAZ.  

Once you meet your 
Deductible, then you will begin 

to pay copays for your 
prescription drugs.  Depending 
on the tier of your prescription 

drug, you will pay one of the 
following copays: 

 
 
 

Tiers 1-3: 
$10/$30/$50 

Specialty tiers:   
$30/$60/$90/$120 

 
90-day supply: 

You can choose to purchase 
your prescription drugs via Mail 

Order or an in-network 
pharmacy, for a 90-day supply.  

This is available on Tiers 1-3 
ONLY and will cost you 2.5 x the 
Retail copay after you have met 

your Deductible. 
 
 

See the page in this Guide 
titled Important Information 

about your Pharmacy Benefits 
with BCBSAZ to understand 
these Tiers of prescription 

drugs and how to order a 90-
day supply of your Tier 1-3 

prescription drugs. 

Retail, up to a 30-day supply: 
You can choose to receive 

prescription drugs from out-
of-network pharmacies.  If 

you do, you will pay the retail 
cost of the prescription drugs 

but since there is no 
agreement between out-of-

network pharmacies and 
BCBSAZ, you may be balance 

billed***.  Once you meet 
your out-of-network 

Deductible, then you will 
begin to pay copays for your 

prescription drugs.  
Depending on the tier of your 

prescription drug, you will 
pay one of the following 

copays:   
 

Tiers 1-3: 
$10/$30/$50 

(you may be balance 
billed*** when paying copays 

for your prescription drugs) 
 

Note(s): 
 - You are not able to receive 
Specialty tier prescription 
drugs from an out-of-network 
pharmacy 
- You are not able to receive 
Mail-Order, 90-day supply 
prescription drugs from an 
out-of-network pharmacy 

 
See the page in this Guide 
titled Important Information 
about your Pharmacy 
Benefits with BCBSAZ to 
understand these Tiers of 
prescription drugs. 

Retail, up to a 30-day supply: 
Under this plan, you will pay 
the retail cost of prescription 
drugs and as long as you are 
receiving your prescription 
drugs from pharmacies that 

are in the PPO Network, you 
will pay less out of pocket 
because of the agreement 

that the pharmacy has with 
BCBSAZ.  Once you meet your 
Deductible, under this plan, 
then you will begin to pay 

copays for your prescription 
drugs.  Depending on the tier 
of your prescription drug, you 
will pay one of the following 

copays: 
 
 

Tiers 1-3: 
$10/$30/$50 

Specialty tiers:   
$30/$60/$90/$120 

 
90-day supply: 

You can choose to purchase 
your prescription drugs via 

Mail Order or an in-network 
pharmacy, for a 90-day 

supply.  This is available on 
Tiers 1-3 ONLY and will cost 
you 2.5 x the Retail copay 
after you have met your 

Deductible. 
 

See the page in this Guide 
titled Important Information 
about your Pharmacy 
Benefits with BCBSAZ to 
understand these Tiers of 
prescription drugs and how 
to order a 90-day supply of 
your Tier 1-3 prescription 
drugs. 

Retail, up to a 30-day supply: 
You can choose to receive 

prescription drugs from out-
of-network pharmacies.  If 

you do, you will pay the retail 
cost of the prescription drugs 

but since there is no 
agreement between out-of-

network pharmacies and 
BCBSAZ, you may be balance 

billed***.  Once you meet 
your out-of-network 

Deductible, then you will 
begin to pay copays for your 

prescription drugs.  
Depending on the tier of your 

prescription drug, you will 
pay one of the following 

copays:   
 

Tiers 1-3: 
$10/$30/$50 

(you may be balance 
billed*** when paying copays 

for your prescription drugs) 
 

Note(s): 
- You are not able to receive 
Specialty tier prescription 
drugs from an out-of-network 
pharmacy 
-You are not able to receive 
Mail-Order, 90-day supply 
prescription drugs from an 
out-of-network pharmacy 

 
See the page in this Guide 
titled Important Information 
about your Pharmacy 
Benefits with BCBSAZ to 
understand these Tiers of 
prescription drugs. 

 
***Balance bill is the difference between the BCBS allowed amount and the billed amount the non-contracted provider charges for their 
services. 
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Medical Insurance   Major Medical w/ Rx Benefits                                          

Blue Cross Blue Shield of Arizona 

Important Information about your Pharmacy Benefits with BCBSAZ 
 
Retail and Mail Order Pharmacy Benefits: 
BCBSAZ’s pharmacy program has 3 Tiers for non-specialty drugs filled at a retail pharmacy or through 
the Optum Mail Order Program.  Drugs in these Tiers are placed as follows: 
 
Tier 1 - Generally, the most cost-effective medications on the market today are generic medications, many of 
which are available at the Tier 1 copay. A few brand medications may also be available in Tier 1.  Not all 
generic medications are assigned to Tier 1. 

Tier 2 - Many brand medications are available in Tier 2, as well as some generic medications. 
Tier 3 - This Tier includes most of the medications not available at Tier 1 or Tier 2.  An alternative medication 
may be available in Tier 1 or Tier 2 at a lower cost. This also includes a number of medications that have the 
highest cost-sharing amount.  An alternative medication may be available at a lower cost in Tiers 1, 2 or 3 or 
over-the-counter. 
 
Specialty Pharmacy Benefits: 

1. All Specialty Medications must be filled by Optum’s contracted specialty pharmacy, Briova. Specialty 
Medications are not available at the retail or mail order level.  

 
2. If you enroll in one of the high deductible, HRA plans (Options 2-5), there are 4 levels of specialty drugs 

and each level has a different copayment after the deductible has been met.  Please refer to the 
Prescription Drug section of each BCBS benefit summary, found in this Guide, for a description of 
copayments by Tier. 

 

 
Important Notes: 

 
1. If you enroll in Plan Options 3 or 5, which are plans that use the BCBS PPO Network, Preventive drugs, 

as defined by the U.S. Treasury Department for Qualified HSA/HRA plans, will be covered at 100%, 
no deductible. For a list of these preventive drugs, visit www.azblue.com and follow these steps: (1) 
click on Resource Center; (2) choose Pharmacy; (3) click on the link under the Standard Pharmacy Plans; 
(4) click on the link for HSA Preventive Drug List. 
 

Please refer to the Prescription Drug section of each BCBSAZ medical benefit summary, 
found in this Guide, for a description of copayments by Tier.  

http://www.azblue.com/
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Local Community Health Centers 
 
In an effort to work together in creating a stronger and healthier community, Goodwill wants you to be aware 
of options available to you for routine care.  Local Community Health Centers are growing at a rapid rate.  They 
not only provide quality healthcare to individuals seeking to develop a relationship with a Primary Care 
Physician, but they also have support teams that will help you navigate the various programs available for 
those in need.  You are always free to choose your own healthcare provider; however, Goodwill wants to ensure 
you are aware of all of your options. 
 
Adelante Healthcare Center 
 
Adelante Healthcare Centers offer a variety of professional medical and dental services to help you get and stay healthy including: 
 
Family Medicine     Women’s Health 
Pediatrics      Internal Medicine  
Family Dental Care     Pharmacy & Lab Services 
WIC/Nutrition Programs    Behavioral Health Services  
Care for chronic conditions like diabetes, asthma, heart disease and high blood pressure 
 
Community health centers are thriving, patient-centered facilities that practice wellness, collaboration and excellence.  Adelante 
Healthcare serves the needs of Maricopa County, Arizona, including densely populated metropolitan Phoenix as well as vast rural areas. 
Patients who reside in 95% of the county’s ZIP codes can visit Adelante Healthcare locations in Surprise, Wickenburg, Buckeye, Gila 
Bend, Phoenix, Mesa and Peoria.  They offer multicultural and multilingual services. Explore their services today: 
http://www.adelantehealthcare.com/ 
  
Adelante offers a number of ways for families to get the care they need including providing help with AHCCCS applications and the 
Health Insurance Marketplace, as well as providing affordable self-pay and an income-based sliding fee discount program. 
 
Mountain Park Healthcare 
 
Mountain Park’s professional medical and dental staff offer a full spectrum of services to help you get and stay healthy including: 
 
 Pediatrics       Women’s Health 
  Adult Medicine      Pharmacy 

Dental       WIC 
  Financial Services 
 
Every Mountain Park physician is also board-certified in his or her specialty. In addition, whether they are treating a recent injury, 
working with you to manage a chronic condition or doing a routine check-up, their providers are committed to being your partners in 
health. As the leader of your personal care team, your physician works with your medical assistant, pharmacist and other care team 
members to make sure you get the best care possible. Mountain Park Health Centers are committed to: 
 

 Keeping you healthy. Mountain Park believes in being proactive about your health. They understand that health education, 
screenings, preventive care and access to affordable medications can help prevent serious health problems, effectively 
manage chronic conditions and detect diseases in their most treatable stages. 

 Keeping care affordable. Whether you need help navigating your insurance or AHCCCS, their caring staff is there to help. In 
addition, if you don’t have health insurance, they can work with you to help make your healthcare affordable and help you 
obtain state healthcare if you are eligible. 

 Explore their services today: http://mountainparkhealth.org/ 

  

http://www.adelantehealthcare.com/
http://mountainparkhealth.org/
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Community Health Centers Outside of Phoenix 
 
The Community Health Center of Yavapai - Prescott 
The Community Health Center of Yavapai (CHCY) has been serving all of Yavapai County since 2001. Since its inception as the Prescott Free 
Clinic, Inc. in 1993, it has stayed true to its mission to contribute to the well-being of the people of Yavapai County by offering integrated 
primary health services including adult medical, pediatrics, reproductive health, dental, and care coordination. With three full-time locations in 
Prescott, Prescott Valley, and Cottonwood, CHCY is the medical home for the uninsured, underserved, and underinsured in Yavapai County. 
 

The Community Health Center of Yavapai offers a variety of professional services to help you get and stay healthy including: 

Primary Care      Pediatrics 

  Behavioral Health      Well Woman Health Check 

Dental       Family Planning/Reproductive Health 

Assistance applying for AHCCCS and the Health Insurance Marketplace   
 

Locations: Hours: Monday – Friday, 8 AM - 5 PM 

Cottonwood     Prescott 

1090 Commerce Drive     51 Brian Mickelson Parkway 

Prescott, AZ 86305     Cottonwood, AZ 86326 

928-583-1000     928-639-8132 
 

Prescott Valley     Website: 

3212 North Windsong Drive    www.chcy.info 

Prescott Valley, AZ 86314 

928-583-1000 

 

Sunset Community Health Center - Yuma 
Sunset provides a comprehensive array of primary care services such as behavioral health, medical, dental, pharmacy, and OB/GYN services. The 
emphasis in the provision of primary care services is upon prevention, health maintenance of patients with chronic conditions, tracking, and follow-up of 
patients referred to specialty or other services. Sunset also provides asthma, nutrition, cardiovascular, diabetes, education, behavioral health, and 
translation services. The services are provided in a managed care environment whereby many of the patients are enrolled in Arizona's Medicaid 
Program. Our patients residing in the areas of Foothills, Yuma, Somerton and San Luis visit our family health care site locations strategically located in 
designated health professional shortage areas and/or medically underserved areas throughout the Yuma County to better assist our patient population. 

 

The Sunset Community Health Center offers a variety of professional services to help you get and stay healthy including: 

Internal Medicine    Pediatrics    Chronic Conditions 

  Family Practice    Dental    Pharmacy  

Obstetrics/Gynecology             School Base Health Centers 
In addition, Sunset provides outreach and enroll-assistance for the insurance marketplace, AHCCCS and snap assistance. 
 

Location:   Website:  
2060 W. 24th Street  http://www.sunsetcommunityhealthcenter.org 
Yuma, AZ 85364 
(928) 819-8999 
 

North County Healthcare – Ash Fork, Bullhead City, Flagstaff, Grand Canyon, Holbrook, Kingman, Lake Havasu City, Payson, Round Valley, Seligman 

Show Low, St. Johns, Williams and Winslow 

North Country HealthCare is the primary community health center in the area. In 1991, a small group of doctors and nurses, health and human service 

representatives and consumers worked together to establish the Flagstaff Community Free Clinic. In 1996, the clinic transitioned from a volunteer 

organization into a state and federally funded community health center. Today, North Country HealthCare serves 14 communities across northern 

Arizona, providing quality medical care to all while building healthier communities.  Our mission is to provide accessible, affordable, comprehensive, 

quality primary healthcare in an atmosphere of respect, dignity, and cultural sensitivity. The health and well-being of patients and community alike are 

promoted through direct services, training/education, outreach, and advocacy. We hold integrity in highest regard and, as such, embrace accountable 

and clear principles and practices while promoting the power of collective community impact. 

 

North County Healthcare offers a variety of professional services to help you get and stay healthy including: 

Behavioral Health    Dental Care    Family Medicine  

 Pharmacy     Physical Therapy   Telehealth   

 Women’s Health (OB/GYN) 

 

Main Location: 

2920 N. 4th Street 

Flagstaff, AZ  86004  Website: 

(928) 522-9400  https://northcountryhealthcare.org/#  

http://www.chcy.info/
http://www.sunsetcommunityhealthcenter.org/
http://northcountryhealthcare.org/find-a-location/
https://northcountryhealthcare.org/
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How Your Health Reimbursement Account (HRA) Works 
 
What is an HRA?  
HRA stands for Health Reimbursement Account.  Your HRA combines healthcare and pharmacy coverage with 
an account funded by Goodwill.  Goodwill offers 4 medical plans, compatible with an HRA, (2 benefit levels and 2 

networks) from which to choose.  Your HRA consists of three components: 

 

>>Your HRA 

· If you select the BCBS high deductible HRA $3,000 80% plan, when you enroll, you will receive funding 
of $600 for Individual and $1,200 for Family 

· If you select the BCBS high deductible HRA $2,500 90% plan, when you enroll, you will receive funding 
of $1,000 for Individual and $2,000 for Family 

 
Your HRA will be used to pay 100% of your eligible, covered health care expenses until the money is used up.   
Remember, money you don’t use during 2018 may be rolled over to 2019 (up to your deductible amount) and 
added to your employer’s annual contribution if you re-enroll in the account.  This will reduce your share of 
the deductible in the next year. 
 
Reminder: if you participated in a BCBS high deductible HRA plan in 2017, any HRA dollars that are not used will roll over 
to the 2018 plan year. The rollover will only be available if you re-enroll in a BCBS high deductible HRA plan in 2018. The 
HRA rollover dollars are subject to a 90-day runout period, meaning the rollover will be available in April 2018. 
 

>>Your Share 
If and when you use up the money in your HRA, you pay for all of your healthcare expenses until you meet the 
calendar year deductible. 

 

>>Your Blue Cross Blue Shield Health Plan 
Once you meet your deductible, you pay a percentage of the cost (coinsurance) for your eligible expenses and 
the plan pays the rest.  When you meet your out-of-pocket maximum—the most you can pay in a plan year for 
covered expenses—your plan pays eligible expenses at 100%. 
  

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Funded by Goodwill:       
$3,000 80% HRA Plan $2,500 90% HRA Plan 
$600 – Individual  $1,000 – Individual 
$1,200 – Family    $2,000 – Family  
 

Network Example 
  
  After Out-of-Pocket Max met, the plan pays 100% 

  

Coinsurance – 20% [or 10%] up to Out-of-Pocket Max 
(after deductible)  
 
Balance of Calendar Year Deductible:  
$3,000 80% HRA Plan  $2,500 90% HRA Plan 
$2,400 – Individual  $1,500 – Individual  
$4,800 – Family    $3,000 – Family 0000 
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Using Your HealthEquity HRA Debit Card 
 

 When you visit a medical provider - DO NOT PROVIDE YOUR HRA DEBIT 
CARD FOR PAYMENT 

 
 

 Present your BCBS insurance card ONLY (The provider 
should not require up-front payment) 
o The provider will send the claim to BCBS for processing. 

 

o Once BCBS processes the claim, the claim will be sent to HealthEquity and the 
claim will appear on your HealthEquity member account. 

o HealthEquity will automatically pay the amount owed to the provider from your 
HRA funds, as long as funds are available in your HRA. 
 

 When you visit a pharmacy - DO PROVIDE YOUR HRA DEBIT CARD FOR PAYMENT 

o Pharmacy claims require payment at the time of service. 
 
 

 
IMPORTANT:  In some instances, you may be asked to provide an itemized receipt or 

explanation of benefits to HealthEquity to verify that an expense is eligible for 
reimbursement. 

 
 
Here are some examples of eligible HRA expenses: 
 

 Doctors office visit 

 Urgent Care visit  

 Emergency Room visit  

 Walk-in/Convenience Clinic visit  

 Lab 

 Prescription Drugs  
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New!!! Voluntary Benefits - UNUM 
Beginning in 2018, Goodwill team members have the opportunity to purchase insurance that enhances your 
medical care coverage.  The Goodwill team member pays 100% of the cost of these voluntary benefits. 
Why is this coverage so valuable?  It can help you with out-of-pocket costs that your medical plan does not 
cover, like copayments and deductibles. 

 
Accident Insurance 
Accident insurance is designed to help you meet the out-of-pocket expenses and extra bills that can follow an 
accidental injury.  Lump sum benefits are paid directly to you based on the type of accidental injury and the 
type of treatment you need.  It covers accidents that happen off the job and includes a range of incidents, from 
common injuries to more serious events.  An example of what this benefit would pay you for is: 

 Ambulance, chiropractic care services, emergency room treatment, hospitalization, medical imaging 
o Note:  This benefit includes an optional Sickness Hospital Confinement Benefit which pays up 

to $200 per day for hospitalization for a covered illness 
You can include your family on this coverage: 

 Spouse, ages 17 to 64 

 Dependent Children, from birth to 26th birthday 
 

Critical Illness Insurance 
If you are diagnosed with a covered critical illness, you will receive a lump sum benefit.  You can use the money 
however, you want; pay medical bills, pay other types of bills, etc. 
Many people use this coverage to pay their out-of-pocket medical expenses, such as deductibles and co-pays. 

 Choose your coverage from $5,000 to $50,000. 

 No medical questions for the Goodwill team member when applying for this insurance for coverage up 
to $20,000. A few medical questions for coverage from $25,000 to $50,000. 

 You can use this coverage more than once.  After a payout for one illness, you are still covered for the 
remaining covered conditions, as long as the diagnoses are at least 90 days apart and the conditions 
are not related to each other. 

You can include your family on this coverage, if you purchase coverage on yourself: 

 Spouse, ages 17 to 65. $5,000 or $10,000 coverage with no medical questions; $15,000 to $30,000 
with a few medical questions. 

 Dependent Children, from birth to 26th birthday, automatically covered at no extra cost.  Their benefit 
is 25% of yours. 
 

Hospital Indemnity Insurance 
This coverage pays you a set benefit amounts based on hospitalization for covered accidents and illnesses. It 
can help you pay expenses that your medical plan does not pay.   Benefits include: 

 $1,000 for each covered hospital admission 

 $100 per day for your covered hospital stay, up to 15 days, once per year 

 $200 per day for intensive care, up to 15 days, once per year 
You can include your family on this coverage, if you purchase coverage on yourself: 

 Spouse, ages 17 to 64 

 Dependent Children, from birth to 26th birthday 
 
Rates/Costs for these voluntary benefits are based on different criteria, such as:  your age, the level of benefit(s) you choose, if you 

are enrolling your spouse/child, etc. To determine your cost and to learn more about these benefits, please refer to your UNUM 
benefit material, your Plan Summary Rate Sheet or contact UNUM at: (800) 635-5597 
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TeleMedicine – Teladoc 
New Provider 
 

Who is Eligible? 
If you select coverage under any of our medical plans, you are eligible to use Teladoc services free of 
charge.  If you have team member-only medical coverage, any dependent living in your household 
can take advantage of Teladoc.  Teladoc services are available anywhere in the United States, for 
instance, while you and your family may be out of state for vacation or traveling for any reason. 
 
Teladoc is a convenient and affordable option for a variety of medical services.  Illness or injury can 
strike at any time. Teladoc helps you get back on your feet, no matter where you are or the time of 
day. All you need is a webcam or phone.  In some instances, only a call may be necessary if you do not 
have a webcam. 

 Access Teladoc from any location – home, work, or vacation:  
o Teladoc.com 
o Facebook.com/Teladoc 
o 1-800-Teladoc  (1-800-835-2362) 
o Teladoc.com/mobile 

 Get better quickly with an accurate diagnosis and a personalized treatment plan. 

 Visit with U.S. board-certified doctors, licensed in your state. 

 All you will pay for is your portion of the cost of any prescription(s) that may be prescribed. 

With Teladoc, you can connect with a medical provider online and receive personalized treatment. 
When medically appropriate, these providers can submit an e-prescription to your local pharmacy for 
you to purchase, pick-up, and review (in-person) with your local pharmacist. 

How It Works 
1. Sign Up and Log In -- You can log on to Teladoc.com after 1/1/2018 and create a personal secure 
account and then log in for a webcam consultation with one of Teladoc’s medical providers.  If you 
cannot sign up on-line, call 1-800-Teladoc (1-800-835-2362) to set up your medical profile. 

  2. Visit with a Provider -- You can speak with a Teladoc medical provider who is licensed to practice 
medicine in your state.  To contact Teladoc, call 1-800-Teladoc (1-800-835-2362). 

  3. Receive Treatment and Get Better -- After the consultation, follow your personalized treatment  
   plan. If your Teladoc medical provider wrote an e-prescription, you can purchase and pick-up the    
   prescription at your local pharmacy. 
 
Common ailments/conditions for which Teladoc is used: 

 Abrasions  Fever  Pink Eye 

 Allergies  Flu  Respiratory Infections 

 Bites and Stings  Headaches  Sinus Infections 

 Body Aches  Hives  Sinus Symptoms 

 Bronchitis  Insomnia  Skin Infections 

 Bruises  Itchy Eyes  Sore Throat 

 Cough  Lice  Sprains and Strains 

 Dehydration  Medication Refills  Travel Medications 

 Diarrhea  Mild Lacerations  Urinary Tract Infections 

 Earache  Nasal Congestion  Vomiting 
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Flexible Spending Accounts (FSAs)  
   

New Provider - Discovery Benefits FSA Debit Card  

 

 Healthcare FSA - Any benefit eligible team member may enroll in a Healthcare FSA.  You can use this 
account to pay for many expenses that are not reimbursed by other benefit plans, such as medical 
expenses (i.e. deductible, coinsurance), dental and vision expenses.                                  

 Dependent Care FSA – Any benefit eligible team member may enroll in a Dependent Care FSA.  You 
can use this account to pay for dependent care expenses incurred while you are at work.   
 

IMPORTANT:  You must re-enroll each year in an FSA, as elections do NOT carry over from year to year 
 
If you elect the Healthcare FSA, you will receive your FSA Debit Card through Discovery Benefits as soon as 
you’re eligible. Your FSA debit card can be used at your doctor’s office or pharmacy to pay for eligible 
expenses. 
NOTE:  Be sure to save your receipts!  These plans are governed by IRS guidelines; therefore, Discovery 
Benefits is required to validate certain claims and may ask you to submit your receipts as proof that you have 
used your funds for IRS-eligible expenses.  If you do not submit your receipts when requested, your 
reimbursement may be subject to taxes. Your FSA debit card may also be suspended until required 
documentation is received.  
 

Annual contribution limits: 
Health Care FSA:  $2,650 

Dependent Care FSA:  $5,000  
 

NOTE: Due to Affordable Care Act legislation, you can purchase over-the-counter medications using your pre-tax dollars 
with your FSA Debit Card through your Healthcare FSA ONLY if you have a prescription for the medication. This new 
rule does not apply to reimbursements for the cost of insulin, which will continue to be permitted, even if purchased 
without a prescription. 

 
Other Important Information about FSAs    

 You are eligible to participate in the FSAs even if you are not covered under Goodwill’s Medical plan. 

 You may claim reimbursement from your FSA for expenses incurred during the plan year starting from 
your date of participation through the end of the plan year.  Expenses incurred prior to your date of 
participation are not eligible for reimbursement.   

 Cosmetic services are not eligible for reimbursement. 

 With the Dependent Care FSA, you will be reimbursed only the amount of money that has been 
contributed to the account.  If your claim is larger than the amount in your Dependent Care FSA, you 
will receive reimbursement as each subsequent contribution is made until the claim has been 
reimbursed or you reach the plan maximum. 

 The Healthcare FSA has a carryover feature of up to $500 to the next year for unused funds.   

 
Goodwill offers two Flexible Spending Account (FSA) opportunities to our team 
members.  These accounts let you set aside money tax-free to pay for medical, 
dental or vision expenses that are not paid for by your health plan and day care 
expenses for your dependents while at work. 
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Dental Insurance - Ameritas 
 

Goodwill offers Dental coverage through Ameritas.   Below are the plan benefit highlights.  A detailed benefit 
summary is included in your packet.  

 The Low plan is a Maximum Covered Expense (MCE) plan; refer to the Schedule below for the amounts Ameritas 
will cover for each service.  Any charge over and above the Covered Expense will be the patient’s responsibility. 

 Ameritas allows you freedom of choice to see in-network or out-of-network providers.  You will pay less out of 

pocket if you see providers who are contracted with Ameritas (i.e., in-network).  If you choose to see out-of-network 
providers, they may balance bill you for fees above the usual and customary charge in addition to your 
coinsurance. 

 The Ameritas plans allow you to use up to $100 of your plan maximum toward vision materials.  You can get 
discounted materials through EyeMed or any provider of your choice. Ameritas also offers SoundCare, a wellness 
benefit that helps protect and preserve your ability to hear.  Please visit the Ameritas website to learn more 
about these added features.  

 

  
Ameritas Dental Plans: 

Low Plan 
Maximum Covered 
Expense (MCE)** 

Middle Plan High Plan 
 

Deductible 
   

  Individual / Family $50/$150 $50/$150 $50/$150 

Calendar Year Maximum $1,000 $1,000 $1,500 
Office Visit Copay n/a n/a n/a 

Diagnostic/Preventive Services       
  Exams $23 0% 0% 

  Cleanings $34 - $49** 0% 0% 

  Sealants $27 per tooth* 0% 0% 

Basic Restorative Services       
  Fillings $54 - $126** 20% 20% 

  Stainless Crowns $117 - $140** 20% 20% 

Major Services       
  Crowns, Inlays, Onlays See Schedule** 50% 50% 

  Bridges and Dentures See Schedule** 50% 50% 

Periodontics (example: treatment of gum 

disease) $26 - $231** 20% 20% 
Endodontics (example: root canal) $34 - $267** 20% 20% 

Oral Surgery See Schedule** 50% 50% 

Orthodontic Services       
  Appliances/Related Services 50% 50% 50% 

  Lifetime Maximum $1,000 $1,000 $1,500 
  Age Limitation 19  19 19  

Out-of-Network Reimbursement - UCR 
(usual, customary & reasonable) 

N/A 80% 90% 

Waiting Period (for timely enrollees) None None None 
 *Age 13 and under 
** Please refer to the Ameritas MCE Plan Schedule for more detailed pricing on specific procedures.  Please note that only procedures listed in the 
Schedule are covered.  If a procedure is NOT listed, it is NOT covered. 

If you enroll or make a change to the Ameritas dental plan, you will receive an ID card 
 

If you have questions regarding this benefit, or need assisting looking up in-network providers, contact Ameritas at: (800) 659-2223 
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Vision Insurance - VSP 
 

Goodwill offers a Voluntary Vision plan through VSP.  Below are the plan benefit highlights.  A detailed benefit 
plan summary is included in your packet. 

VSP Voluntary Vision  
 In-Network Out-of-Network 

Frequency of Benefits 
 Exam, Lenses, Frames or Contacts -  

Once every 12 months 

Vision Exam Copay $10  Up to $45 Reimbursement 

Materials Copay (Frames and 

Lenses) 
$10 N/A 

Frames 
  In addition to the Allowance, you 
will save 20% on any amount you 
spend over the Allowance 

$180 Allowance 
(wide selection of frames) 

$200 Allowance 
(featured frame brands) 

$100 Allowance at Costco  

 
 

Up to $70 Reimbursement 

Single Vision Lenses Included after Copay Up to $30 Reimbursement 

Lined Bifocal Vision Lenses Included after Copay Up to $50 Reimbursement 

Lined Trifocal Vision Lenses Included after Copay Up to $65 Reimbursement 

Lenticular Vision Lenses Included after Copay Up to $100 Reimbursement 

Contact Lenses - Medically 

Necessary 
Included after Copay Up to $250 Reimbursement 

Contact Lenses - Elective 

$150 Allowance 
(copay does not apply) 

Fitting and Evaluation 
(not to exceed $60 copay) 

Up to $105 Reimbursement 

After you enroll in the VSP vision plan, you will not receive an ID card. You can visit the website, www.vsp.com, to register as 
a member, view your benefits, search for in-network providers and download an ID card. 

 
If you have questions regarding this benefit, or need assistance looking up in-network providers, contact VSP at:  (800) 877-7195 

 
 
 
 

http://www.vsp.com/
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Basic Life and AD&D Insurance – UNUM 
New Provider! 

 
Basic Life / Accidental Death & Dismemberment 
 
Goodwill provides all full-time, active team members with Life and Accidental Death & Dismemberment 
(AD&D) coverage.  The amount of coverage is dependent upon your position at Goodwill. In the event of an 
accidental death, your beneficiary may receive twice the benefit amount. 
 

Goodwill pays 100% of the cost of this benefit 

 Basic Life and AD&D 

Benefit Amount Dependent upon position 

Reduction Schedule 
Reduces to 65% of original benefit amount at age 65 
Reduces to 50% of original benefit amount at age 70 

Conversion 
Available.  You must request conversion forms from the Goodwill 
Benefits Team within 31 days of the date your life insurance ends. 

Accelerated Death Benefit Up to 50% of the benefit 

If you have questions regarding this benefit, and to determine the benefit amount you are eligible for, please contact the Goodwill 
Benefits Team at 602-535-4100, Option 3 

 

 

How Benefits Are Paid 

In the event of your death, benefit payments are made based on your most recent signed beneficiary 
designation form, which needs to be on file with the Goodwill Benefits Team. 

 

** All eligible Team Members will need to call in and complete a designation of Beneficiary as the provider has 
changed. 
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Voluntary Life and AD&D Insurance – UNUM 
New Provider! 
If you would like to purchase additional Life and Accidental Death & Dismemberment (AD&D) coverage, you 
can choose this benefit for yourself and your dependents.  The rates for this additional benefit are based on 
the Group rate. 

The Goodwill team member pays 100% of the cost of this benefit   
  

Team member – You may elect an amount for yourself in increments of $10,000, up to 5 times your salary.  The minimum 
coverage is $10,000 and the maximum coverage is $500,000. The Guarantee Issue amount for this voluntary Life coverage 
is $200,000, if you enroll on or before January 1, 2018. 
 

Note:  If you purchase voluntary Life coverage on yourself, you also can enroll your spouse and/or child(ren).  Current team members 
must enroll on or before January 1, 2018, for the Guarantee Issue amounts with no evidence of insurability required. 

 
Spouse - You may elect an amount for your spouse, in increments of $5,000 up to $500,000, but not to exceed 100% of 
the team member’s Voluntary Life coverage amount.  The Guarantee Issue amount for this voluntary Life coverage, for 
the Spouse, is $50,000, if you enroll on or before January 1, 2018. 
 
Child(ren) – You may elect $10,000 for your child(ren), up to age 19 or to age 25, if full-time student. The maximum 
benefit amount for a child(ren) birth to 6 months is $1,000.  The Guarantee Issue amount for this voluntary Child Life 
coverage is $10,000. 
 
If you choose to elect an amount that is above the Guarantee Issue amount, you will be subject to medical underwriting 
and you will need to complete an Evidence of Insurability form.  
 
Team members hired on or after January 1, 2018:  Guarantee Issue is ONLY available if you enroll yourself and your 
spouse/child(ren), if applicable, within 31 days of your benefit eligibility date.  

 
Coverage amounts reduce to: 65% of original amount at age 70, 45% at age 75, 30% at age 80 and 25% at age 85 

UNUM voluntary Life 
and AD&D Insurance 

Monthly Rates for each $10,000 of Team member & Spouse Life/AD&D Insurance Coverage 

Age <24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75 + 

Life and AD&D  $0.90 $0.90 $1.00 $1.40 $2.20 $3.30 $6.00 $9.10 $12.30 $20.40 $36.10 $60.90 

Dependent 
Child(ren)/Life Only 

 
You may purchase Child Life Insurance for a flat $10,000 in coverage 

The cost is $0.50 per month per family unit. 

 
Portability -- If you retire, reduce your hours or leave your employer, you can take this coverage with you according to the terms outlined in the 
contract.  However, if you have a medical condition, which has a material effect on life expectancy, you will be ineligible to port your coverage. 
You may also have the option to convert your Term life coverage to an individual life insurance policy. 
 

IMPORTANT:  If you and your eligible dependents enroll within 31 days of your eligibility date, you may apply for any amount of Life insurance coverage up 
to $200,000 for yourself and any amount of coverage up to $50,000 for your spouse.  Any Life insurance coverage over the Guarantee Issue amount(s) will 
be subject to evidence of insurability.  If you and your eligible dependents do not enroll within 31 days of your eligibility date, you can apply for coverage 
only during an annual enrollment period and will be required to furnish evidence of insurability for the entire amount of coverage. AD&D coverage does not 
require evidence of insurability.  Insurance for a child born while you are insured under this policy will have a maximum benefit of $1,000 from the ages of 
live birth and 6 months.  Coverage will not begin for disabled dependents until they are no longer disabled. They should apply for coverage when they are 
first eligible, however, to avoid having to submit E of I later. Coverage begins when we receive documentation of their recovery. 
Totally disabled means that as a result of an injury, a sickness, or a disorder, your dependent spouse: 

 Is confined in a hospital or similar institution; 

 Is confined at home under the care of a physician for a sickness or injury; or has a life-threatening condition. (Life threatening condition is a critical 
health condition that may result in your dependent’s loss of life.) 

Your dependent children: 
 are confined in a hospital or similar institution; 
 are confined at home under the care of a physician for a sickness or injury 

If you have questions regarding this voluntary benefit, please contact UNUM at: (800) 421-0344 or (800) 858-6843 
** All eligible Team Members will need to call in and complete a designation of Beneficiary as the provider has changed 
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Short-Term Disability Insurance – UNUM  
Goodwill provides all full-time, active team members the option to purchase Short-Term Disability insurance.  
It can be difficult to budget for life’s unexpected emergencies. That is why Goodwill is giving you the option to 
purchase the Unum coverage shown below.  It can help protect your finances and give you some comfort 
when you need it the most.  The cost of this voluntary benefit is based on your age and your weekly income.  
Please refer to the age-rated table below.  

In the event you become disabled from a non-work-related injury or sickness, disability benefits are provided 
as a source of income. 

 

Important Highlights: 

 You are not eligible to receive Short-Term Disability benefits if you are receiving Workers’ 
Compensation benefits 

 If you do not enroll in this voluntary benefit when you are first eligible – meaning, after you have 
satisfied your new hire benefit waiting period – you will be subject to EOI (evidence of insurability) – 
meaning, you will be required to answer health questions 

 Payroll taxes apply to the premium you pay so that the benefits you receive are not taxed 

The Goodwill team member pays 100% of the cost of this benefit on a post-tax basis 

 Voluntary Short-Term Disability Insurance 

Benefit Percentage 
You have the option of covering either 40% or 60% of your 

weekly income 

Elimination Period 
 - 30 day elimination period -  

For an off the job disabling injury or sickness, benefits are 
payable as of day 31 

Maximum Benefit Duration 
As long as you continue to meet the definition of 

disability, you can receive benefits for up to 9 weeks 

Maximum Weekly Benefit $1,500 

 
Rates* per $10 of Weekly Benefit 

Age Rate Age Rate 

<25 $0.33 50 – 54  $0.42 

25 – 29 $0.33 55 – 59 $0.54 

30 – 34 $0.34 60 – 64  $0.66 

35 – 39 $0.34 65 – 69  $0.73 

40 – 44 $0.35 70+ $0.73 

45 – 49 $0.36   

*STD rates are based on five-year increments. Rates increase as you age. To calculate your per-paycheck cost for this coverage, complete 

the following calculation: 

Step1:  Weekly Salary  x  Benefit % (either 40% or 60%)  = Your Weekly Benefit 
Step 2:  Your Weekly Benefit divided by 10  =  ____________  x  your rate (see above table)  =  Your monthly cost 
Step 3:  Your Monthly Cost  x 12  =  Annual Cost divided by 24  =  Cost per paycheck 

If you have questions regarding this voluntary benefit, please contact UNUM at:  (800) 421-0344 or (800) 858-6843  
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Team Member Assistance Program (EAP) – UNUM 

New Provider! 

Personal problems can affect the lives of team members both at home and at work.  When life’s events 
become challenging, team members have access to the Goodwill Team member Assistance Program (EAP), 
offered through UNUM.  The EAP is a confidential counseling program that is offered to all Goodwill team 
members and immediate family members.  The program provides up to 3 face-to-face visits per household or 
unlimited telephonic sessions at no cost to you!  The EAP can assist with issues such as: 

  

 Personal and work relationships 

 Issues surrounding substance abuse 

 Depression 

 Grief and loss 

 Locating child care and elder care services 

 Financial issues, such as budgeting, controlling debt, teaching children to manage money, investing for 
college and preparing for retirement 

 Legal services—referral to a local attorney for a free 30-minute in-person or telephonic consultation.  If 
you retain the attorney, you may be eligible for a 25% discount on additional services. 

You can contact the UNUM EAP toll free at: 
1-800-854-1446, English  
1-877-858-2147, Spanish  
1-800-999-3004, TTY/TDD 

Or, you can visit their website at: 
lifebalance.net 

Or, you can download the LifeWorks mobile app: 
User ID and Password: lifebalance 

 
 

New! Worldwide Emergency Travel Assistance- UNUM 
If you experienced a medical emergency while traveling, would you know who to call? 

With UNUM’s Worldwide Emergency Travel Assistance program, whenever you travel 100 miles or more from 
home — to another country or just another city — you can have access by phone to travel assistance that 
speaks your language.  You can receive help to locate hospitals, embassies and more.  You can get emergency 
medical evacuation, prescription replacement assistance, passport replacement assistance, emergency 
message services and more. 

 

Just one phone call connects you and your family to medical and other important services 24 hours a day. 

There is also an Assist America Mobile App, available for download from the Apple App Store or Google Play: 
Reference Number: 01-AA-UN-762490 
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401(k) Retirement Plan - Principal 
 
Eligibility in the 401(k) plan is as follows: 
 

- First day of employment 
- Full or part-time team member 

 
How do I enroll? 
 

- Request an enrollment packet from the Goodwill Benefits Team 
 
Benefits You Receive: 
 
To help you prepare for your financial future, Goodwill of Central and Northern Arizona sponsors a 401(k) 
Retirement Plan as part of its benefits package. You may contribute up to 100 percent of your pay not to 
exceed the IRS limits. If you are 50 years or older, you may be eligible for a catch-up contribution. These 
contributions are made on a pre-tax basis and grow tax deferred until they are withdrawn.  
 
 
Goodwill will match a portion of your contribution after: 
 

 You have worked with us for 12 consecutive months 

 If you are age 21 and over 
 

You become vested in the company matching contribution based on your years of service at Goodwill of 
Central and Northern Arizona. Vesting is another word for ownership and you receive more vesting years 
(ownership) the longer you work at the company.  After 5 years from your date of hire, you are fully vested 
(owner) of the company match. You are always 100% vested in the contribution you make to the plan. 

 

Years of 
Service 

Total Amount Vested 

1 20% 

2 40% 

3 60% 

4 80% 

5 100% 
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Legal Notices 

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 request enrollment within 30 days after the marriage, birth, adoption, or placement 
for adoption. 
 
To request special enrollment or obtain more information, contact the Benefits Department at 602-535-4100 option 3. 
 
Newborns’ Act Disclosure 
Health plans generally may not, under Federal law, restrict benefits for any hospital length of stay in connection with childbirth for the 
mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours following a cesarean section. However, 
Federal law generally does not prohibit the mother’s or newborn’s attending provider, after consulting with the mother, from 
discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under 
Federal law, require that a provider obtain authorization from the plan or the insurance issuer for prescribing a length of stay not in 
excess of 48 hours (or 96 hours). 
 
Women’s Health and Cancer Rights Act Disclosure  
As required by the Women’s Health and Cancer Rights Act (WHCRA) of 1998, for individuals receiving mastectomy-related benefits, 
coverage will be provided in a manner determined in consultation with the attending physician and the patient, for:  
• All stages of reconstruction of the breast on which the mastectomy has been performed;  
• Surgery and reconstruction of the other breast to produce a symmetrical appearance; and  
• Prostheses and treatment of physical complications of mastectomy, including lymphedemas.   
 
Such coverage may be subject to annual deductibles and coinsurance provisions as may be deemed appropriate and are consistent with 
those established for other benefits under the plan or coverage. Written notice of the availability of such coverage shall be delivered to 
the participant upon enrollment and annually thereafter. 

 
Patient Protection Disclosure (choice of providers) 

Goodwill’s Health Care Plan does not require the designation of a primary care provider.  You do not need prior authorization from 
BCBS or from any other person (including a primary care provider) in order to obtain access to obstetrical or gynecological care from a 
health care professional in our network who specializes in obstetrics or gynecology.  The health care professional, however, may be 
required to comply with certain procedures, including obtaining prior authorization services, following a pre-approved treatment plan, 
or procedures for making referrals. 

For more information, contact the Goodwill Benefits Team at 602-535-4100 Option 3  
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Notices about Your Prescription Drug Coverage and Medicare 
Option 1 – CHC MEC/Limited Med Plan  
 
IMPORTANT NOTICE FROM GOODWILL OF CENTRAL AND NORTHERN ARIZONA ABOUT YOUR PRESCRIPTION DRUG COVERAGE AND 
MEDICARE 
 
Please read this notice carefully and keep it where you can find it. This notice has information about your current prescription drug 
coverage with GOODWILL OF CENTRAL AND NORTHERN ARIZONA and about your options under Medicare’s prescription drug 
coverage. This information can help you decide whether you want to join a Medicare drug plan. Information about where you can 
get help to make decisions about your prescription drug coverage is at the end of this notice. 
 
There are three important things you need to know about this plan’s coverage and Medicare’s prescription drug coverage: 
1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. 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. 
2. GOODWILL OF CENTRAL AND NORTHERN ARIZONA has determined that the prescription drug coverage offered by GOODWILL OF CENTRAL AND 
NORTHERN ARIZONA’S Medical Plan Option 1 is, on average for all plan participants, NOT expected to pay out as much as standard Medicare 
prescription drug coverage pays. Therefore, your coverage is considered Non-Creditable Coverage. This is important because, most likely, you will get 
more help with your drug costs if you join a Medicare drug plan, than if you only have prescription drug coverage from the Medical Plan Option 1. 
This also is important because it may mean that you may pay a higher premium (a penalty) if you do not join a Medicare drug plan when you first 
become eligible. 
3. You can keep your current coverage from GOODWILL OF CENTRAL AND NORTHERN ARIZONA However, because your coverage is non-creditable, you 
have decisions to make about Medicare prescription drug coverage that may affect how much you pay for that coverage, depending on if and when you 
join a drug plan. When you make your decision, you should compare your current coverage, including what drugs are covered, with the coverage and 
cost of the plans offering Medicare prescription drug coverage in your area. Read this notice carefully - it explains your options. 
 
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 to December 7th. However, if you 
decide to drop your current coverage with GOODWILL OF CENTRAL AND NORTHERN ARIZONA, since it is employer sponsored group coverage, you will 
be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan; however, you also may pay a higher premium (a penalty) 
because you did not have creditable coverage under Consumer/Consumer Plus plans. 

 
When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan? 
Since the coverage under Medical Plan Option 1 is not creditable, depending on how long you go without creditable prescription drug coverage you may 
pay a penalty to join a Medicare drug plan. Starting with the end of the last month that you were first eligible to join a Medicare drug plan but didn’t 
join, if you go 63 continuous days or longer without prescription drug coverage that’s creditable, 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 coverage. For example, if you go 19 months without 
creditable coverage, your premium may consistently be at least 19% higher than the Medicare base beneficiary premium. You may have to pay this 
higher premium (penalty) as long as you have Medicare prescription drug coverage. In addition, you may have to wait until the following October to join. 

 
What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan? 
If you decide to join a Medicare drug plan, your current GOODWILL OF CENTRAL AND NORTHERN ARIZONA coverage will be affected. If you keep both 
your group coverage and also enroll in a Medicare Part D Plan, the group plan will coordinate with Part D coverage. If you do decide to join a Medicare 
drug plan and drop your current GOODWILL OF CENTRAL AND NORTHERN ARIZONA group health plan coverage, be aware that you and your 
dependents may not be able to get this coverage back. 

 
For More Information about This Notice or Your Current Prescription Drug Coverage… 
Contact the person listed below for further information. NOTE: You will get this notice each year. You will also get it before the next period you can join 
a Medicare drug plan, and if this coverage through GOODWILL OF CENTRAL AND NORTHERN ARIZONA changes. You also may request a copy of this 
notice at any time. 

 
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 will get a copy of the 
handbook in the mail every year from Medicare. You may also be contacted directly by Medicare drug plans. 

 
For more information about Medicare prescription drug coverage: 
• Visit www.medicare.gov 
• Call your State Health Insurance Assistance Program for personalized help 
• Call 1-800-MEDICARE (1-800-633-4227) TTY users should call 1-877-486-2048 
 
Date: 11/1/2017 
Name of Entity: GOODWILL OF CENTRAL AND NORTHERN ARIZONA 
Contact: Angela Hinojosa, Manager, Benefits 
Address: 2626 W. Beryl Avenue; Phoenix AZ  85021 
Phone Number: 602-535-4100 Option 3 

 
  

http://www.medicare.gov/
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Notices about Your Prescription Drug Coverage and Medicare 
Options 2-5 – BCBS Major Medical w/ Rx Benefits 
 
IMPORTANT NOTICE FROM GOODWILL OF CENTRAL AND NORTHERN ARIZONA ABOUT YOUR PRESCRIPTION DRUG COVERAGE AND 
MEDICARE 
 
Please read this notice carefully and keep it where you can find it.  This notice has information about your current prescription drug 
coverage with Goodwill of Central and Northern Arizona and about your options under Medicare’s prescription drug coverage. This 
information can help you decide whether you want to join a Medicare drug plan. If you are considering 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 
prescription 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 this plan’s coverage and Medicare’s prescription drug coverage: 
1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. 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. 
2. Goodwill of Central and Northern Arizona has determined that the prescription drug coverage offered by Goodwill of Central and Northern Arizona’s 
Medical Plan Options 2-5 is, on average for all plan participants, expected to pay out as much as standard Medicare prescription drug coverage pays and 
is therefore considered 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. 

 
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 to 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 decide to join a Medicare drug plan, your current Goodwill of Central and Northern Arizona coverage will be affected. If you keep both your group 
coverage and also enroll in a Medicare Part D Plan, the group plan will coordinate with Part D coverage. If you do decide to join a Medicare drug plan 
and drop your current Goodwill of Central and Northern Arizona group health plan coverage, be aware that you and your dependents may not be able 
to get this coverage back. 

 
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 Goodwill of Central and Northern Arizona 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 Medicare drug plan later. If you go 63 
continuous days or longer without creditable prescription drug coverage, 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 coverage. For example, if you go 19 months without creditable coverage, 
your premium may consistently be at least 19% higher than the Medicare base beneficiary 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. 

 
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). 
 
For More Information about This Notice Or Your Current Prescription Drug Coverage… 
Contact the person listed below for further information. NOTE: You will get this notice each year. You will also get it before the next period you can join 
a Medicare drug plan, and if this coverage through Goodwill Industries of Central Arizona, Inc. changes. You also may request a copy of this notice at any 
time. 

 
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 
handbook in the mail every year from Medicare. You may also be contacted directly by Medicare drug plans. 

 
For more information about Medicare prescription drug coverage: 
• Visit www.medicare.gov 
• Call your State Health Insurance Assistance Program for personalized help 
• Call 1-800-MEDICARE (1-800-633-4227) TTY users should call 1-877-486-2048 
 
Date: 11/1/2017 
Name of Entity: GOODWILL OF CENTRAL AND NORTHERN ARIZONA 
Contact: Angela Hinojosa, Manager, Benefits  
Address: 2626 W. Beryl Avenue; Phoenix AZ  85021 

Phone Number: 602-535-4100 Option 3  

http://www.medicare.gov/
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Premium Assistance under Medicaid and the 
Children’s Health Insurance Program (CHIP)  

 
If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, your state may 
have a premium assistance program that can help pay for coverage, using funds from their Medicaid or CHIP programs.  If you or your 
children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium assistance programs but you may be able to buy 
individual insurance coverage through the Health Insurance Marketplace.  For more information, visit www.healthcare.gov.   
  
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your State Medicaid or 
CHIP office to find out if premium assistance is available.   
 
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents might be 
eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or www.insurekidsnow.gov to 
find out how to apply.  If you qualify, ask your state if it has a program that might help you pay the premiums for an employer-
sponsored plan.   
 
If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your employer plan, 
your employer must allow you to enroll in your employer plan if you aren’t already enrolled.  This is called a “special enrollment” 
opportunity, and you must request coverage within 60 days of being determined eligible for premium assistance.  If you have 
questions about enrolling in your employer plan, contact the Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA 
(3272). 
 
If you live in one of the following states, you may be eligible for assistance paying your employer health plan premiums.  The 
following list of states is current as of August 10, 2017.  Contact your State for more information on eligibility – 

ALABAMA – Medicaid FLORIDA – Medicaid 

Website: http://myalhipp.com/ 
Phone: 1-855-692-5447 

Website: http://flmedicaidtplrecovery.com/hipp/ 
Phone: 1-877-357-3268 

ALASKA – Medicaid GEORGIA – Medicaid  

The AK Health Insurance Premium Payment Program 
Website:  http://myakhipp.com/  
Phone:  1-866-251-4861 
Email:  CustomerService@MyAKHIPP.com  
Medicaid Eligibility:  
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx 
 
 
 
 

Website: http://dch.georgia.gov/medicaid 
- Click on Health Insurance Premium Payment (HIPP) 
Phone: 404-656-4507 

ARKANSAS – Medicaid INDIANA – Medicaid  

Website: http://myarhipp.com/ 
Phone: 1-855-MyARHIPP (855-692-7447) 

Healthy Indiana Plan for low-income adults 19-64 
Website: http://www.in.gov/fssa/hip/ 
Phone: 1-877-438-4479 
All other Medicaid 
Website: http://www.indianamedicaid.com 
Phone 1-800-403-0864 

COLORADO – Health First Colorado (Colorado’s Medicaid Program) &  
Child Health Plan Plus (CHP+) 

IOWA – Medicaid 

Health First Colorado Website: https://www.healthfirstcolorado.com/  
Health First Colorado Member Contact Center:  
1-800-221-3943/ State Relay 711 
CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus 
CHP+ Customer Service: 1-800-359-1991/  
State Relay 711 

Website:  
http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp 
Phone: 1-888-346-9562 

 
KANSAS – Medicaid NEW HAMPSHIRE – Medicaid 

Website: http://www.kdheks.gov/hcf/ 
Phone: 1-785-296-3512 

Website: http://www.dhhs.nh.gov/oii/documents/hippapp.pdf 
Phone: 603-271-5218 

http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
http://myalhipp.com/
http://flmedicaidtplrecovery.com/hipp/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dch.georgia.gov/medicaid
http://myarhipp.com/
http://www.in.gov/fssa/hip/
http://www.indianamedicaid.com/
https://www.healthfirstcolorado.com/
http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
http://www.kdheks.gov/hcf/
http://www.dhhs.nh.gov/oii/documents/hippapp.pdf
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KENTUCKY – Medicaid NEW JERSEY – Medicaid and CHIP 

Website: http://chfs.ky.gov/dms/default.htm 
Phone: 1-800-635-2570 

Medicaid Website:  
http://www.state.nj.us/humanservices/ 

dmahs/clients/medicaid/ 

Medicaid Phone: 609-631-2392 

CHIP Website: http://www.njfamilycare.org/index.html 

CHIP Phone: 1-800-701-0710 

LOUISIANA – Medicaid NEW YORK – Medicaid 

Website: http://dhh.louisiana.gov/index.cfm/subhome/1/n/331 
Phone: 1-888-695-2447 

Website: https://www.health.ny.gov/health_care/medicaid/ 
Phone: 1-800-541-2831 

MAINE – Medicaid NORTH CAROLINA – Medicaid 

Website: http://www.maine.gov/dhhs/ofi/public-assistance/index.html 
Phone: 1-800-442-6003 

TTY: Maine relay 711 

Website:  https://dma.ncdhhs.gov/  
Phone:  919-855-4100 

MASSACHUSETTS – Medicaid and CHIP NORTH DAKOTA – Medicaid 

Website: http://www.mass.gov/eohhs/gov/departments/masshealth/ 

Phone: 1-800-862-4840 

Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/ 

Phone: 1-844-854-4825 

MINNESOTA – Medicaid OKLAHOMA – Medicaid and CHIP 

Website: http://mn.gov/dhs/people-we-serve/seniors/health-care/health-

care-programs/programs-and-services/medical-assistance.jsp 
Phone: 1-800-657-3739 

Website: http://www.insureoklahoma.org 

Phone: 1-888-365-3742 

MISSOURI – Medicaid OREGON – Medicaid 

Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm 

Phone: 573-751-2005 

Website: http://healthcare.oregon.gov/Pages/index.aspx 

http://www.oregonhealthcare.gov/index-es.html 
Phone: 1-800-699-9075 

MONTANA – Medicaid PENNSYLVANIA – Medicaid 

Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP 

Phone: 1-800-694-3084 

Website:http://www.dhs.pa.gov/provider/medicalassistance/healthinsuranc

epremiumpaymenthippprogram/index.htm 
Phone: 1-800-692-7462 

NEBRASKA – Medicaid RHODE ISLAND – Medicaid 

Website:  http://www.ACCESSNebraska.ne.gov 
 Phone: 1-855-632-7633 

Lincoln: (402) 473-7000 

Omaha: (402) 595-1178 

Website: http://www.eohhs.ri.gov/ 
Phone: 855-697-4347 

NEVADA – Medicaid SOUTH CAROLINA – Medicaid 

Medicaid Website:  https://dwss.nv.gov/ 
Medicaid Phone:  1-800-992-0900 

Website: https://www.scdhhs.gov 
Phone: 1-888-549-0820 

 
 

http://chfs.ky.gov/dms/default.htm
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
https://www.health.ny.gov/health_care/medicaid/
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
https://dma.ncdhhs.gov/
http://www.mass.gov/eohhs/gov/departments/masshealth/
http://www.nd.gov/dhs/services/medicalserv/medicaid/
http://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/medical-assistance.jsp
http://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/medical-assistance.jsp
http://www.insureoklahoma.org/
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.dhs.pa.gov/provider/medicalassistance/healthinsurancepremiumpaymenthippprogram/index.htm
http://www.accessnebraska.ne.gov/
http://www.eohhs.ri.gov/
https://dwss.nv.gov/
https://www.scdhhs.gov/
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To see if any other states have added a premium assistance program since August 10, 2017, or for more information on special enrollment rights, contact either: 
 

U.S.  Department of Labor    U.S.  Department of Health and Human Services  
Team member Benefits Security Administration Centers for Medicare & Medicaid Services 
www.dol.gov/ebsa     www.cms.hhs.gov                                            
1-866-444-EBSA (3272)    1-877-267-2323, Menu Option 4, Ext.  61565  
 

OMB Control Number 1210-0137 (expires 12/31/2019) 

SOUTH DAKOTA - Medicaid WASHINGTON – Medicaid 

Website: http://dss.sd.gov 

Phone: 1-888-828-0059 

Website: http://www.hca.wa.gov/free-or-low-cost-health-care/program-

administration/premium-payment-program 

Phone:  1-800-562-3022 ext.  15473 

TEXAS – Medicaid WEST VIRGINIA – Medicaid 

Website: http://gethipptexas.com/ 

Phone: 1-800-440-0493 

Website:  http://mywvhipp.com/ 

Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447) 

UTAH – Medicaid and CHIP WISCONSIN – Medicaid and CHIP 

Medicaid Website: https://medicaid.utah.gov/ 

CHIP Website: http://health.utah.gov/chip 
Phone: 1-877-543-7669 

Website:  

https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf 
Phone: 1-800-362-3002 

VERMONT– Medicaid WYOMING – Medicaid 

Website: http://www.greenmountaincare.org/ 

Phone: 1-800-250-8427 

Website: https://wyequalitycare.acs-inc.com/ 

Phone: 307-777-7531 

VIRGINIA – Medicaid and CHIP  

Medicaid Website: 

http://www.coverva.org/programs_premium_assistance.cfm 
Medicaid Phone:  1-800-432-5924 

CHIP Website: http://www.coverva.org/programs_premium_assistance.cfm 

CHIP Phone: 1-855-242-8282 

 

http://www.dol.gov/ebsa
http://www.cms.hhs.gov/
http://dss.sd.gov/
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://gethipptexas.com/
http://mywvhipp.com/
https://medicaid.utah.gov/
http://health.utah.gov/chip
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
http://www.greenmountaincare.org/
https://wyequalitycare.acs-inc.com/
http://www.coverva.org/programs_premium_assistance.cfm
http://www.coverva.org/programs_premium_assistance.cfm
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Goodwill of Central and Northern Arizona 
HIPAA Notice of Privacy Practices 

 
This Notice Describes How Medical Information About You May Be Used And Disclosed And How You Can Obtain Access To This Information 

 

Please Review It Carefully 
 
INTRODUCTION 
This is the HIPAA Notice of Privacy Practices for Goodwill Health Care Plan (the “Group Health Care Plan”).  Throughout this notice, the terms “we,” “us” 
and “our” refer to the Group Health Care Plan. 
 
The Group Health Care Plan is required by law to maintain the privacy of protected medical information and to provide covered individuals with notice 
of its legal duties and privacy practices with respect to protected medical information. However, the Plan is permitted to use and disclose this 
information under the circumstances described in this notice. 
 
This Notice describes how we protect any personal health information that we have about you (“Personal Health Information”), and how we may use 
and disclose this information.  Personal Health Information includes individually identifiable information that relates to your past, present or future 
health, treatment or payment for health care services.  This Notice also describes your rights with respect to the Personal Health Information and how 
you can exercise those rights. 
 
We are required to provide this Notice to you by federal law known as the Health Insurance Portability and Accountability Act (“HIPAA”).  For additional 
information regarding the privacy policies described in this Notice or to obtain a copy of the Privacy Policies and Procedures of the Group Health Care 
Plan, you may contact us through the HR Department. 
 
The Group Health Care Plan is required to abide by the terms of this notice until it is amended.  The Plan reserves the right to change the terms of this 
notice and to make the new notice provisions effective for all protected health information that it maintains. All individuals covered under the Group 
Health Care Plan will receive a revised notice of a material revision to the notice. 
 
PERMITTED USES AND DISCLOSURES 
In order for the Employer’s Group Health Care Plan to pay for your eligible medical expenses, the Plan and those administering the Plan must create or 
receive certain medical information about you. This information may involve: 
 

 Payment activities such as billing and collection activities, eligibility determinations, adjudication of claims, pre-certification and utilization 
review, and coordination of benefits, or 

 Health care operation activities such as quality assessment, case management, subrogation or business management and general 
administrative activities, or 

 Treatment activities by your health care provider, such as providing information about other treatments you have received. 
 
By your enrolling in the Group Health Care Plan, you have agreed to allow the Plan and its administrators to create or use your medical information in 
order to perform these duties without your express authorization. The Plan may also disclose medical information about you without your authorization 
to business associates of the plan, such as actuaries who price the cost of coverage, the claims administrator who pays the claims or other professionals 
who perform services on behalf of the Plan. All disclosures made by the Plan of medical information for purposes of payment or health care operation 
activities shall be the minimum necessary to accomplish the intended purpose of the disclosure, and any business associate who receives the 
information must agree to keep it confidential. 
 
The law requires the Group Health Care Plan to make certain disclosures. These include disclosures: 
 

 As necessary to comply with worker’s compensation or other similar programs.  

 As necessary for courts and law enforcement agencies. Disclosures to a law enforcement agency may occur if required by law (such as the 
occurrence of certain types of wounds) or if required by a court order other legal process. The Plan may also disclose medical information: for 
the purpose of identifying or locating a suspect, witness, fugitive or missing person; about a crime victim, if the victim agrees or emergency 
circumstances require disclosure without consent; about a person who has died if the nature of the death suggests that it may be the result 
of criminal conducts; or if there is evidence to suggest that a crime occurred on the premises.   

 As necessary for public health research and disclosure, including reporting of communicable diseases to the applicable authorities (who may 
contact exposed individuals) and workforce medical investigations. 

 As necessary to health oversight activities authorized by law. However, this will generally not include an investigation of a particular 
individual unless it involves receipt of health care, public health benefits or public benefits contingent on the individual’s health. 

 As necessary if disclosure is required by another law. 
 
The Plan may also be permitted or required to disclose medical information without your authorization under the following circumstances: 
 

 If authorized by law, to proper authorities for purpose of reporting child abuse or domestic violence. Subject to certain restrictions, the Plan 
may also report this information to social services, but must generally inform the victim of the abuse for which it is making the disclosure. 

 To state insurance departments, U.S. Department of Labor and other government agencies that may regulate us. 

 Upon your death, to a coroner, funeral director or to tissue or organ services, as necessary to permit them to perform their functions.  

 Under certain circumstances, for research purposes. 

 To prevent or lessen a serious threat to the health or safety of a person or the public. 

 If authorized by law, in connection with military matters or matters of national security and intelligence. 
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In addition, the Plan may disclose medical information to the Plan Sponsor (Goodwill Health Care Plan) under the following conditions: 
 

 Employer may not use any such information for employment-related decisions. 

 Employer may receive such information as the Plan documents allow. 

 You have the right to inspect the Plan documents allowing disclosures. 
 
SPECIAL SITUATIONS 
We may disclose Personal Health Information about you to a relative, a friend, the subscriber of your health benefits plan or any other person you 
identify, provided the information is directly relevant to that person’s involvement with your health care.  For example, if a family member of a caregiver 
calls us with prior knowledge of a claim, we may confirm whether or not the claim has been received and paid.  You have the right to stop or limit this 
kind of disclosure by contacting the Benefits Administrator. 
 
If you are a minor, you also may have the right to block parental access to your Personal Health Information in certain circumstances, if permitted by 
law.  You should contact the Benefits Administrator to obtain further information about this right. 
 
If necessary, under certain circumstances, we may also use your Personal Health Information to notify a family member, or another person responsible 
for your care, of your location, general condition, or death. 
 
Other uses and disclosures of your medical information will be made only with your written authorization and you may revoke the authorization at any 
time, upon request. 
 
MINIMUM NECESSARY STANDARDS 
When using or disclosing Personal Health Information or when requesting Personal Health Information from another entity covered by HIPAA, we will 
make reasonable efforts not to use, disclose or request more than the minimum amount of Personal Health Information necessary to accomplish the 
intended purpose of the use, disclosure, or request, taking into consideration practical and technological limitations. 
 
However, the minimum necessary standards will not apply to disclosure to or requests by a health care provider for treatment, uses or disclosures made 
by you, disclosures made to the Secretary of Health and Human Services, uses or disclosures that are required by law, and uses or disclosures that are 
required for the Group Health Plan’s compliance with law. 
 
You have the right: 
 

 To request restrictions on certain uses and disclosures of your medical information. The Plan does not have to agree with a requested 
restriction, but if the Plan does agree, the Plan will abide by that restriction.  

 To receive your own confidential health information by alternative means or at alternative locations, if receipt of the information in the usual 
manner could endanger you. You should contact Employer to request the alternative delivery. You must include a statement that disclosure 
of the information in the usual manner could endanger you. 

 To inspect and copy your own health information, but exceptions apply to certain types of information. If you request to see or copy your 
own health information at that time, including the circumstances under which you may challenge the exception. 

 To amend your own health information when that information is incorrect. 

 To obtain an accounting of any disclosure of your confidential health information, other than disclosures for purpose of payment, health care 
operations or treatment, or disclosures made in accordance with your written authorization. 

 To obtain a paper copy of this notice upon request.   
 
In each case, you must make your request to the Employer in writing. Depending upon the nature of the request, you will be given more information at 
that time, including any exceptions to the rules that may apply to your case. 
 
Individuals may complain to the Plan sponsor and/or to the Secretary of Health and Human Services if they believe their privacy rights have been 
violated. If you wish to file such a complaint, please contact Employer and you will be given information on how to proceed. You will not be retaliated 
against by the Plan or Plan sponsor for the complaint. The Department of Health and Human Services may be contacted in Washington D.C. or listings 
may be found in local telephone directories. 
 

For further information, contact the Goodwill Benefits Team at 602-535-4100 Option 3 
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