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SELECT HRA PLANS HSA PLANS CLASSIC PLANS DELUXE PLANS
Healthier Plans An HRA-compatible plan with a simple value-based design with low premiums 

and solid benefi ts:
 Subscriber and spouse/domestic partner (if applicable) each earn a $250 
deductible reimbursement for completing preventive Health Actions.
  $40 Co-pay (deductible waived) for up to three offi ce visits

         Additional visits apply to deductible & Co-Insurance
   $3,000 and $5,000 deductible plans available (single)

          Two times single amount for family (embedded deductible) 
  Employer may contribute up to 50% of the Out-of-Pocket Maximum into the HRA

Nation’s fi rst value-based HSA-compatible high deductible plans.
In-Network Co-Insurance is eliminated and Out-of-Network Co-Insurance is reduced when subscriber and 
spouse/domestic partner (if applicable) complete preventive Health Actions. Reduction or elimination of 
Co-Insurance is retroactive to the fi rst day of the benefi t plan year. 
In addition, the annual Out-of-Pocket Maximum is lowered when Health Actions are completed.
   $3,000, $4,000, and $5,000 deductible plans available (single)

         Two times single amount for family (aggregate deductible)

Classic for a reason. The plan most people think of when thinking about health insurance:
Deductibles, Co-Insurance and Out-of-Pocket Maximums. What’s not to like? 
In-network Co-Insurance is eliminated and Out-of-Network Co-Insurance is reduced when subscriber and spouse/domestic partner (if 
applicable) complete preventive Health Actions. Reduction or elimination of Co-Insurance is retroactive to the fi rst day of the benefi t 
plan year. The annual Out-of-Pocket Maximum is lowered when Health Actions are completed. 
In addition, subscriber and spouse/domestic partner will be rewarded with up to $1,000 deposited into a Health Incentive Account 
($500 subscriber, additional $500 for spouse/domestic partner) for completing the preventive Health Actions. 
    $2,500, $3,500, and $5,000 deductible plans available (single)

         Two times single amount for family (embedded deductible)

SeeChange Health offers competitively priced Co-payment plans (everyone loves Co-pays!):

Subscriber and spouse/domestic partner (if applicable) will be rewarded with up to $1,000 deposited into a Health Incentive Account ($500 subscriber, 
additional $500 for spouse/domestic partner) for completing preventive Health Actions. Individuals with certain medical conditions may be eligible to 
earn additional $200 deposits.

   $25 Primary Care Offi ce Visit Co-payments (deductible waived) 
   $50 Specialist Offi ce Visit Co-payments (deductible waived)
   $500, $1,000, $2,000, and $3,000 deductible plans available (single)

         Two times single amount for family (embedded deductible)

Plan Name                    SELECT HRA 3000 SELECT HRA 5000 HSA 3000 HSA 4000 HSA 5000 CLASSIC 2500 CLASSIC 3500 CLASSIC 5000 DELUXE 500 CO-PAY DELUXE 1000 CO-PAY DELUXE 2000 CO-PAY DELUXE 3000 CO-PAY DELUXE 4000 CO-PAY
Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts

Maximum Lifetime
In-Network Benefi ts

No Lifetime Maximum
(Unlimited)

No Lifetime Maximum
(Unlimited)

No Lifetime Maximum
(Unlimited)

No Lifetime Maximum
(Unlimited)

Annual Deductible                       In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network**

Single $3,000 / $5,000 $5,000 / $7,000 $3,000 / $5,000 $3,000 / $5,000 $4,000 / $6,000 $4,000 / $6,000 $5,000 / $7,000 $5,000 / $7,000 $2,500 / $4,500 $2,500 / $4,500 $3,500 / $5,500 $3,500 / $5,500 $5,000 / $7,000 $5,000 / $7,000 $500 / $2,500 $1,000 / $3,000 $2,000 / $4,000 $3,000 / $5,000 $4,000 / $6,000

Family $6,000 / $10,000
(Embedded)

$10,000 / $14,000
(Embedded)

$6,000 / $10,000
(Aggregate)

$6,000 / $10,000
(Aggregate)

$8,000 / $12,000
(Aggregate)

$8,000 / $12,000
(Aggregate)

$10,000 / $14,000
(Aggregate)

$10,000 / $14,000
(Aggregate)

$5,000 / $9,000
(Embedded)

$5,000 / $9,000
(Embedded)

 $7,000 / $11,000
(Embedded)

 $7,000 / $11,000
(Embedded)

 $10,000 / $14,000
(Embedded)

 $10,000 / $14,000
(Embedded)

$1,000 / $5,000
(Embedded)

$2,000 / $6,000
(Embedded)

$4,000 / $8,000
(Embedded)

$6,000 / $10,000
(Embedded)

$8,000 / $12,000
(Embedded)

Annual Out-of-Pocket Maximum In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network**

Single (Includes Deductible) $5,000 / $7,000 $6,350 / $9,000 $5,000 / $7,000 $4,000 / $6,000 $5,500 / $8,000 $5,000 / $7,000 $6,000 / $9,000 $5,500 / $8,000 $3,500 / $5,500 $2,500 / $5,000 $5,000 / $7,000 $3,500 / $6,000 $6,350 / $9,000 $5,000 / $7,500 $1,500 / $4,500 $3,000 / $5,000 $4,000 / $6,000 $5,000 / $7,000 $6,000 / $8,000 

Family (Includes Deductible) $10,000 / $14,000 $12,700 / $18,000 $10,000 / $14,000 $8,000 / $12,000 $11,000 / $16,000 $10,000 / $14,000 $12,000 / $18,000 $11,000 / $16,000 $7,000 / $11,000 $5,000 / $10,000 $10,000 / $14,000 $7,000 / $12,000 $12,700 / $18,000 $10,000 / $15,000 $3,000 / $9,000 $6,000 / $10,000 $8,000 / $12,000 $10,000 / $14,000 $12,000 / $16,000

Offi ce Visits In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network

$40 Co-pay (deductible waived) for fi rst 3 offi ce visits, then 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% $30 Co-pay (deductible 
waived) / 10% 30% / 40% $30 Co-pay (deductible 

waived) / 10% 40% / 50% $30 Co-pay (deductible 
waived) / 10%

Primary Care  $25 Co-pay (deductible 
waived) / 40%

Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Professional Services In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network

   Lab & X-Ray
   Maternity 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20% / 40%

Hospital & Facility Services In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network

Hospital Inpatient 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20% / 40%

Emergency Room Facility 20%  / 30% $250 Co-pay (waived if admitted) 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20%  / 40%

Emergency Room Physician Services 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20% / 40%

Urgent Care Center (Physician Services) $150 Co-pay (deductible waived) then covered 100% / 30% $150 Co-pay then covered 100% / 30% $150 Co-pay (deductible waived) then covered 
100% / 30%

$150 Co-pay (deductible waived) then covered 
100% / 40%

$150 Co-pay (deductible waived) then covered 
100% / 50% $150 Co-pay (deductible waived) then covered 100% / 40%

Prescription Drugs 
   30-Day Retail Supply
   Mail Order available (refer to plan brochure)

Prescription Drug Benefi t: 
Out-of-Pocket Maximum does not apply to non-HSA plans. 
Out-of-Pocket Maximum applies to HSA plans.

Tier 1–Generic Drugs (deductible waived): $10
After Annual RX Deductible: $500 Brand (Individual) / $1,000 Brand (Family)
Tier 2–Preferred Brand-Name Drugs: $50
Tier 3–Non-Preferred Drugs (Non-Formulary): Not Covered
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-
Insurance up to $300 per prescription

Tier 1–Generic Drugs: $10
Co-pays apply only after satisfying full applicable plan benefi t year deductible:
Tier 2–Preferred Brand-Name Drugs: $35
Tier 3–Non-Preferred Drugs (Non-Formulary): 50%
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-Insurance up to $300 per prescription

Tier 1–Generic Drugs (deductible waived): $10
After Annual RX Deductible: $200 Individual / $400 Family
Tier 2–Preferred Brand-Name Drugs: $35
Tier 3–Non-Preferred Drugs (Non-Formulary): 50%
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-Insurance up to $300 per prescription

Tier 1–Generic Drugs (deductible waived): $10
After Annual RX Deductible: ($200 Individual / $400 Family)
Tier 2–Preferred Brand-Name Drugs: $35
Tier 3–Non-Preferred Drugs (Non-Formulary): 50%
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-Insurance up to $300 per prescription

Preventive Care (In-Network Only)
   Well Baby & Well Child: 100% coverage
   Adult Preventive/Wellness Exam : 100% Coverage

0%
 Not Subject to Deductible

0%
 Not Subject to Deductible

0%
 Not Subject to Deductible

0%
 Not Subject to Deductible

Financial Rewards
Preventive Health Actions must be completed by 
both employee and covered spouse/domestic 
partner to receive Financial Rewards. 

Up to a $500 deductible reimbursement ($250 for subscriber + $250 for spouse/domestic partner).  Additional 
Chronic Condition Health Action Rewards, if any, awarded via SeeChange Health Reward debit card.

In-network Co-Insurance is eliminated. Elimination of Co-Insurance is retroactive to the fi rst day of the benefi t plan year. 
Additional Chronic Condition Health Action Rewards, if any, awarded via SeeChange Health Reward debit card.

Up to $1,000 deposited into a Health Incentive Account ($500 for subscriber + $500 for spouse/domestic partner).  In-network Co-Insurance eliminated. Elimination of 
Co-Insurance is retroactive to the fi rst day of the benefi t plan year. Additional Chronic Condition Health Action Rewards, if any, earn additional HIA deposits.

Up to $1,000 deposited into a Health Incentive Account ($500 for subscriber + $500 for spouse/domestic partner). 
Additional Chronic Condition Health Action Rewards, if any, earn additional HIA deposits.

This is a high-level overview; refer to Certifi cate of Insurance and Schedule of Benefi ts for comprehensive description of coverage, benefi ts, special circumstances, and limitations.  **In-Network/Out-of-Network Annual Deductible Amounts and Out-Of-Pocket Maximum Amounts are both combined. 

SeePlans
CALIFORNIA • LARGE GROUP

Ca

Benefi ts shown as member portion of costs.

FAMILY DENTAL PLANS

Plan Name                       DENTAL 1000 DENTAL 1500 DENTAL 2000

Annual Maximum Benefi t             $1,000 $1,500 $2,000

Calendar Year Deductible                      $50 per covered person. Maximum of 3 covered family members including 
in and out-of-network. Waived for Preventive & Diagnostic Services

Preventive & Diagnostic Services In-Network/Out-of-Network

Includes: Oral exams, x-rays, cleanings, fl uoride, sealants and 
space maintainers (subject to frequency limitations)

0% / 20%
Deductible waived

0% / 20%
Deductible waived

0% / 10%
Deductible waived

Basic Services In-Network/Out-of-Network

Includes: Palliative care, fi llings, stainless steel crowns, 
pulpotomies, oral surgery, endodontics, periodontics 30% / 50%

After deductible
20% / 40%

After deductible
10% / 30%

After deductible

Major Services In-Network/Out-of-Network

Includes: Other crowns,
bridges and dentures

50% / 50%
After deductible

50% / 50%
After deductible

40% / 50%
After deductible

Orthodontic Services Optional orthodontic coverage for dependent children to age 19, 
or adults and children.

Lifetime maximum benefi t Additional orthodontic 
coverage is not available 

on the Dental 1000
$1,500  $2,000 

This is a high-level overview; refer to Certifi cate of Insurance and Schedule of Benefi ts for 
comprehensive description of coverage, benefi ts, special circumstances, and limitations.

In-Network/Out-of-Network Calendar Year Deductible is combined.

Maximum Care 
PPO 

Network

25,000+ 
participating 

California dedicated 
dental locations

GROUP LIFE AND AD&D INSURANCE*

    Employee Life and AD&D available options: 
$20,000, $30,000, $40,000, $50,000 with age-banded 
ratings

    Standalone life policies are not available
    Policy terminates with loss of medical coverage
    Non-contributory only–employer pays 100% of premium 

and all employees 
with medical must enroll

    Life and AD&D bundled together in the retail rates
    No employee classes–every employee granted same 

face value amount

    Dependent coverage determined at the group level
    Adult dependents are covered ONLY if they are unmarried 

and fi nancially dependent on the employee
    Effective dates on the 1st of the month only
    If an employee’s insurance ends, they may convert their 

coverage to a United Heritage individual life insurance 
policy without undergoing a medical exam during the 31 
days immediately following employment termination or 
ineligibility

Guaranteed issue, group term life insurance policies sold alongside SeeChange Health medical plans.  

*Underwritten by United Heritage Life Insurance Company.

SELECT HRA PLANS HSA PLANS CLASSIC PLANS DELUXE PLANS
Healthier Plans An HRA-compatible plan with a simple value-based design with low premiums 

and solid benefi ts:
 Subscriber and spouse/domestic partner (if applicable) each earn a $250 
deductible reimbursement for completing preventive Health Actions.
  $40 Co-pay (deductible waived) for up to three offi ce visits

         Additional visits apply to deductible & Co-Insurance
   $3,000 and $5,000 deductible plans available (single)

          Two times single amount for family (embedded deductible) 
  Employer may contribute up to 50% of the Out-of-Pocket Maximum into the HRA

Nation’s fi rst value-based HSA-compatible high deductible plans.
In-Network Co-Insurance is eliminated and Out-of-Network Co-Insurance is reduced when subscriber and 
spouse/domestic partner (if applicable) complete preventive Health Actions. Reduction or elimination of 
Co-Insurance is retroactive to the fi rst day of the benefi t plan year. 
In addition, the annual Out-of-Pocket Maximum is lowered when Health Actions are completed.
   $3,000, $4,000, and $5,000 deductible plans available (single)

         Two times single amount for family (aggregate deductible)

Classic for a reason. The plan most people think of when thinking about health insurance:
Deductibles, Co-Insurance and Out-of-Pocket Maximums. What’s not to like? 
In-network Co-Insurance is eliminated and Out-of-Network Co-Insurance is reduced when subscriber and spouse/domestic partner (if 
applicable) complete preventive Health Actions. Reduction or elimination of Co-Insurance is retroactive to the fi rst day of the benefi t 
plan year. The annual Out-of-Pocket Maximum is lowered when Health Actions are completed. 
In addition, subscriber and spouse/domestic partner will be rewarded with up to $1,000 deposited into a Health Incentive Account 
($500 subscriber, additional $500 for spouse/domestic partner) for completing the preventive Health Actions. 
    $2,500, $3,500, and $5,000 deductible plans available (single)

         Two times single amount for family (embedded deductible)

SeeChange Health offers competitively priced Co-payment plans (everyone loves Co-pays!):

Subscriber and spouse/domestic partner (if applicable) will be rewarded with up to $1,000 deposited into a Health Incentive Account ($500 subscriber, 
additional $500 for spouse/domestic partner) for completing preventive Health Actions. Individuals with certain medical conditions may be eligible to 
earn additional $200 deposits.

   $25 Primary Care Offi ce Visit Co-payments (deductible waived) 
   $50 Specialist Offi ce Visit Co-payments (deductible waived)
   $500, $1,000, $2,000, and $3,000 deductible plans available (single)

         Two times single amount for family (embedded deductible)

Plan Name                    SELECT HRA 3000 SELECT HRA 5000 HSA 3000 HSA 4000 HSA 5000 CLASSIC 2500 CLASSIC 3500 CLASSIC 5000 DELUXE 500 CO-PAY DELUXE 1000 CO-PAY DELUXE 2000 CO-PAY DELUXE 3000 CO-PAY DELUXE 4000 CO-PAY
Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts

Maximum Lifetime
In-Network Benefi ts

No Lifetime Maximum
(Unlimited)

No Lifetime Maximum
(Unlimited)

No Lifetime Maximum
(Unlimited)

No Lifetime Maximum
(Unlimited)

Annual Deductible                       In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network**

Single $3,000 / $5,000 $5,000 / $7,000 $3,000 / $5,000 $3,000 / $5,000 $4,000 / $6,000 $4,000 / $6,000 $5,000 / $7,000 $5,000 / $7,000 $2,500 / $4,500 $2,500 / $4,500 $3,500 / $5,500 $3,500 / $5,500 $5,000 / $7,000 $5,000 / $7,000 $500 / $2,500 $1,000 / $3,000 $2,000 / $4,000 $3,000 / $5,000 $4,000 / $6,000

Family $6,000 / $10,000
(Embedded)

$10,000 / $14,000
(Embedded)

$6,000 / $10,000
(Aggregate)

$6,000 / $10,000
(Aggregate)

$8,000 / $12,000
(Aggregate)

$8,000 / $12,000
(Aggregate)

$10,000 / $14,000
(Aggregate)

$10,000 / $14,000
(Aggregate)

$5,000 / $9,000
(Embedded)

$5,000 / $9,000
(Embedded)

 $7,000 / $11,000
(Embedded)

 $7,000 / $11,000
(Embedded)

 $10,000 / $14,000
(Embedded)

 $10,000 / $14,000
(Embedded)

$1,000 / $5,000
(Embedded)

$2,000 / $6,000
(Embedded)

$4,000 / $8,000
(Embedded)

$6,000 / $10,000
(Embedded)

$8,000 / $12,000
(Embedded)

Annual Out-of-Pocket Maximum In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network**

Single (Includes Deductible) $5,000 / $7,000 $6,350 / $9,000 $5,000 / $7,000 $4,000 / $6,000 $5,500 / $8,000 $5,000 / $7,000 $6,000 / $9,000 $5,500 / $8,000 $3,500 / $5,500 $2,500 / $5,000 $5,000 / $7,000 $3,500 / $6,000 $6,350 / $9,000 $5,000 / $7,500 $1,500 / $4,500 $3,000 / $5,000 $4,000 / $6,000 $5,000 / $7,000 $6,000 / $8,000 

Family (Includes Deductible) $10,000 / $14,000 $12,700 / $18,000 $10,000 / $14,000 $8,000 / $12,000 $11,000 / $16,000 $10,000 / $14,000 $12,000 / $18,000 $11,000 / $16,000 $7,000 / $11,000 $5,000 / $10,000 $10,000 / $14,000 $7,000 / $12,000 $12,700 / $18,000 $10,000 / $15,000 $3,000 / $9,000 $6,000 / $10,000 $8,000 / $12,000 $10,000 / $14,000 $12,000 / $16,000

Offi ce Visits In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network

$40 Co-pay (deductible waived) for fi rst 3 offi ce visits, then 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% $30 Co-pay (deductible 
waived) / 10% 30% / 40% $30 Co-pay (deductible 

waived) / 10% 40% / 50% $30 Co-pay (deductible 
waived) / 10%

Primary Care  $25 Co-pay (deductible 
waived) / 40%

Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Professional Services In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network

   Lab & X-Ray
   Maternity 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20% / 40%

Hospital & Facility Services In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network

Hospital Inpatient 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20% / 40%

Emergency Room Facility 20%  / 30% $250 Co-pay (waived if admitted) 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20%  / 40%

Emergency Room Physician Services 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20% / 40%

Urgent Care Center (Physician Services) $150 Co-pay (deductible waived) then covered 100% / 30% $150 Co-pay then covered 100% / 30% $150 Co-pay (deductible waived) then covered 
100% / 30%

$150 Co-pay (deductible waived) then covered 
100% / 40%

$150 Co-pay (deductible waived) then covered 
100% / 50% $150 Co-pay (deductible waived) then covered 100% / 40%

Prescription Drugs 
   30-Day Retail Supply
   Mail Order available (refer to plan brochure)

Prescription Drug Benefi t: 
Out-of-Pocket Maximum does not apply to non-HSA plans. 
Out-of-Pocket Maximum applies to HSA plans.

Tier 1–Generic Drugs (deductible waived): $10
After Annual RX Deductible: $500 Brand (Individual) / $1,000 Brand (Family)
Tier 2–Preferred Brand-Name Drugs: $50
Tier 3–Non-Preferred Drugs (Non-Formulary): Not Covered
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-
Insurance up to $300 per prescription

Tier 1–Generic Drugs: $10
Co-pays apply only after satisfying full applicable plan benefi t year deductible:
Tier 2–Preferred Brand-Name Drugs: $35
Tier 3–Non-Preferred Drugs (Non-Formulary): 50%
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-Insurance up to $300 per prescription

Tier 1–Generic Drugs (deductible waived): $10
After Annual RX Deductible: $200 Individual / $400 Family
Tier 2–Preferred Brand-Name Drugs: $35
Tier 3–Non-Preferred Drugs (Non-Formulary): 50%
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-Insurance up to $300 per prescription

Tier 1–Generic Drugs (deductible waived): $10
After Annual RX Deductible: ($200 Individual / $400 Family)
Tier 2–Preferred Brand-Name Drugs: $35
Tier 3–Non-Preferred Drugs (Non-Formulary): 50%
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-Insurance up to $300 per prescription

Preventive Care (In-Network Only)
   Well Baby & Well Child: 100% coverage
   Adult Preventive/Wellness Exam : 100% Coverage

0%
 Not Subject to Deductible

0%
 Not Subject to Deductible

0%
 Not Subject to Deductible

0%
 Not Subject to Deductible

Financial Rewards
Preventive Health Actions must be completed by 
both employee and covered spouse/domestic 
partner to receive Financial Rewards. 

Up to a $500 deductible reimbursement ($250 for subscriber + $250 for spouse/domestic partner).  Additional 
Chronic Condition Health Action Rewards, if any, awarded via SeeChange Health Reward debit card.

In-network Co-Insurance is eliminated. Elimination of Co-Insurance is retroactive to the fi rst day of the benefi t plan year. 
Additional Chronic Condition Health Action Rewards, if any, awarded via SeeChange Health Reward debit card.

Up to $1,000 deposited into a Health Incentive Account ($500 for subscriber + $500 for spouse/domestic partner).  In-network Co-Insurance eliminated. Elimination of 
Co-Insurance is retroactive to the fi rst day of the benefi t plan year. Additional Chronic Condition Health Action Rewards, if any, earn additional HIA deposits.

Up to $1,000 deposited into a Health Incentive Account ($500 for subscriber + $500 for spouse/domestic partner). 
Additional Chronic Condition Health Action Rewards, if any, earn additional HIA deposits.

This is a high-level overview; refer to Certifi cate of Insurance and Schedule of Benefi ts for comprehensive description of coverage, benefi ts, special circumstances, and limitations.  **In-Network/Out-of-Network Annual Deductible Amounts and Out-Of-Pocket Maximum Amounts are both combined. 
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Benefi ts shown as member portion of costs.

FAMILY DENTAL PLANS

Plan Name                       DENTAL 1000 DENTAL 1500 DENTAL 2000

Annual Maximum Benefi t             $1,000 $1,500 $2,000

Calendar Year Deductible                      $50 per covered person. Maximum of 3 covered family members including 
in and out-of-network. Waived for Preventive & Diagnostic Services

Preventive & Diagnostic Services In-Network/Out-of-Network

Includes: Oral exams, x-rays, cleanings, fl uoride, sealants and 
space maintainers (subject to frequency limitations)

0% / 20%
Deductible waived

0% / 20%
Deductible waived

0% / 10%
Deductible waived

Basic Services In-Network/Out-of-Network

Includes: Palliative care, fi llings, stainless steel crowns, 
pulpotomies, oral surgery, endodontics, periodontics 30% / 50%

After deductible
20% / 40%

After deductible
10% / 30%

After deductible

Major Services In-Network/Out-of-Network

Includes: Other crowns,
bridges and dentures

50% / 50%
After deductible

50% / 50%
After deductible

40% / 50%
After deductible

Orthodontic Services Optional orthodontic coverage for dependent children to age 19, 
or adults and children.

Lifetime maximum benefi t Additional orthodontic 
coverage is not available 

on the Dental 1000
$1,500  $2,000 

This is a high-level overview; refer to Certifi cate of Insurance and Schedule of Benefi ts for 
comprehensive description of coverage, benefi ts, special circumstances, and limitations.

In-Network/Out-of-Network Calendar Year Deductible is combined.

Maximum Care 
PPO 

Network

25,000+ 
participating 

California dedicated 
dental locations

GROUP LIFE AND AD&D INSURANCE*

    Employee Life and AD&D available options: 
$20,000, $30,000, $40,000, $50,000 with age-banded 
ratings

    Standalone life policies are not available
    Policy terminates with loss of medical coverage
    Non-contributory only–employer pays 100% of premium 

and all employees 
with medical must enroll

    Life and AD&D bundled together in the retail rates
    No employee classes–every employee granted same 

face value amount

    Dependent coverage determined at the group level
    Adult dependents are covered ONLY if they are unmarried 

and fi nancially dependent on the employee
    Effective dates on the 1st of the month only
    If an employee’s insurance ends, they may convert their 

coverage to a United Heritage individual life insurance 
policy without undergoing a medical exam during the 31 
days immediately following employment termination or 
ineligibility

Guaranteed issue, group term life insurance policies sold alongside SeeChange Health medical plans.  

*Underwritten by United Heritage Life Insurance Company.

SELECT HRA PLANS HSA PLANS CLASSIC PLANS DELUXE PLANS
Healthier Plans An HRA-compatible plan with a simple value-based design with low premiums 

and solid benefi ts:
 Subscriber and spouse/domestic partner (if applicable) each earn a $250 
deductible reimbursement for completing preventive Health Actions.
  $40 Co-pay (deductible waived) for up to three offi ce visits

         Additional visits apply to deductible & Co-Insurance
   $3,000 and $5,000 deductible plans available (single)

          Two times single amount for family (embedded deductible) 
  Employer may contribute up to 50% of the Out-of-Pocket Maximum into the HRA

Nation’s fi rst value-based HSA-compatible high deductible plans.
In-Network Co-Insurance is eliminated and Out-of-Network Co-Insurance is reduced when subscriber and 
spouse/domestic partner (if applicable) complete preventive Health Actions. Reduction or elimination of 
Co-Insurance is retroactive to the fi rst day of the benefi t plan year. 
In addition, the annual Out-of-Pocket Maximum is lowered when Health Actions are completed.
   $3,000, $4,000, and $5,000 deductible plans available (single)

         Two times single amount for family (aggregate deductible)

Classic for a reason. The plan most people think of when thinking about health insurance:
Deductibles, Co-Insurance and Out-of-Pocket Maximums. What’s not to like? 
In-network Co-Insurance is eliminated and Out-of-Network Co-Insurance is reduced when subscriber and spouse/domestic partner (if 
applicable) complete preventive Health Actions. Reduction or elimination of Co-Insurance is retroactive to the fi rst day of the benefi t 
plan year. The annual Out-of-Pocket Maximum is lowered when Health Actions are completed. 
In addition, subscriber and spouse/domestic partner will be rewarded with up to $1,000 deposited into a Health Incentive Account 
($500 subscriber, additional $500 for spouse/domestic partner) for completing the preventive Health Actions. 
    $2,500, $3,500, and $5,000 deductible plans available (single)

         Two times single amount for family (embedded deductible)

SeeChange Health offers competitively priced Co-payment plans (everyone loves Co-pays!):

Subscriber and spouse/domestic partner (if applicable) will be rewarded with up to $1,000 deposited into a Health Incentive Account ($500 subscriber, 
additional $500 for spouse/domestic partner) for completing preventive Health Actions. Individuals with certain medical conditions may be eligible to 
earn additional $200 deposits.

   $25 Primary Care Offi ce Visit Co-payments (deductible waived) 
   $50 Specialist Offi ce Visit Co-payments (deductible waived)
   $500, $1,000, $2,000, and $3,000 deductible plans available (single)

         Two times single amount for family (embedded deductible)

Plan Name                    SELECT HRA 3000 SELECT HRA 5000 HSA 3000 HSA 4000 HSA 5000 CLASSIC 2500 CLASSIC 3500 CLASSIC 5000 DELUXE 500 CO-PAY DELUXE 1000 CO-PAY DELUXE 2000 CO-PAY DELUXE 3000 CO-PAY DELUXE 4000 CO-PAY
Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts

Maximum Lifetime
In-Network Benefi ts

No Lifetime Maximum
(Unlimited)

No Lifetime Maximum
(Unlimited)

No Lifetime Maximum
(Unlimited)

No Lifetime Maximum
(Unlimited)

Annual Deductible                       In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network**

Single $3,000 / $5,000 $5,000 / $7,000 $3,000 / $5,000 $3,000 / $5,000 $4,000 / $6,000 $4,000 / $6,000 $5,000 / $7,000 $5,000 / $7,000 $2,500 / $4,500 $2,500 / $4,500 $3,500 / $5,500 $3,500 / $5,500 $5,000 / $7,000 $5,000 / $7,000 $500 / $2,500 $1,000 / $3,000 $2,000 / $4,000 $3,000 / $5,000 $4,000 / $6,000

Family $6,000 / $10,000
(Embedded)

$10,000 / $14,000
(Embedded)

$6,000 / $10,000
(Aggregate)

$6,000 / $10,000
(Aggregate)

$8,000 / $12,000
(Aggregate)

$8,000 / $12,000
(Aggregate)

$10,000 / $14,000
(Aggregate)

$10,000 / $14,000
(Aggregate)

$5,000 / $9,000
(Embedded)

$5,000 / $9,000
(Embedded)

 $7,000 / $11,000
(Embedded)

 $7,000 / $11,000
(Embedded)

 $10,000 / $14,000
(Embedded)

 $10,000 / $14,000
(Embedded)

$1,000 / $5,000
(Embedded)

$2,000 / $6,000
(Embedded)

$4,000 / $8,000
(Embedded)

$6,000 / $10,000
(Embedded)

$8,000 / $12,000
(Embedded)

Annual Out-of-Pocket Maximum In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network**

Single (Includes Deductible) $5,000 / $7,000 $6,350 / $9,000 $5,000 / $7,000 $4,000 / $6,000 $5,500 / $8,000 $5,000 / $7,000 $6,000 / $9,000 $5,500 / $8,000 $3,500 / $5,500 $2,500 / $5,000 $5,000 / $7,000 $3,500 / $6,000 $6,350 / $9,000 $5,000 / $7,500 $1,500 / $4,500 $3,000 / $5,000 $4,000 / $6,000 $5,000 / $7,000 $6,000 / $8,000 

Family (Includes Deductible) $10,000 / $14,000 $12,700 / $18,000 $10,000 / $14,000 $8,000 / $12,000 $11,000 / $16,000 $10,000 / $14,000 $12,000 / $18,000 $11,000 / $16,000 $7,000 / $11,000 $5,000 / $10,000 $10,000 / $14,000 $7,000 / $12,000 $12,700 / $18,000 $10,000 / $15,000 $3,000 / $9,000 $6,000 / $10,000 $8,000 / $12,000 $10,000 / $14,000 $12,000 / $16,000

Offi ce Visits In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network

$40 Co-pay (deductible waived) for fi rst 3 offi ce visits, then 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% $30 Co-pay (deductible 
waived) / 10% 30% / 40% $30 Co-pay (deductible 

waived) / 10% 40% / 50% $30 Co-pay (deductible 
waived) / 10%

Primary Care  $25 Co-pay (deductible 
waived) / 40%

Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Professional Services In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network

   Lab & X-Ray
   Maternity 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20% / 40%

Hospital & Facility Services In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network

Hospital Inpatient 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20% / 40%

Emergency Room Facility 20%  / 30% $250 Co-pay (waived if admitted) 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20%  / 40%

Emergency Room Physician Services 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20% / 40%

Urgent Care Center (Physician Services) $150 Co-pay (deductible waived) then covered 100% / 30% $150 Co-pay then covered 100% / 30% $150 Co-pay (deductible waived) then covered 
100% / 30%

$150 Co-pay (deductible waived) then covered 
100% / 40%

$150 Co-pay (deductible waived) then covered 
100% / 50% $150 Co-pay (deductible waived) then covered 100% / 40%

Prescription Drugs 
   30-Day Retail Supply
   Mail Order available (refer to plan brochure)

Prescription Drug Benefi t: 
Out-of-Pocket Maximum does not apply to non-HSA plans. 
Out-of-Pocket Maximum applies to HSA plans.

Tier 1–Generic Drugs (deductible waived): $10
After Annual RX Deductible: $500 Brand (Individual) / $1,000 Brand (Family)
Tier 2–Preferred Brand-Name Drugs: $50
Tier 3–Non-Preferred Drugs (Non-Formulary): Not Covered
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-
Insurance up to $300 per prescription

Tier 1–Generic Drugs: $10
Co-pays apply only after satisfying full applicable plan benefi t year deductible:
Tier 2–Preferred Brand-Name Drugs: $35
Tier 3–Non-Preferred Drugs (Non-Formulary): 50%
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-Insurance up to $300 per prescription

Tier 1–Generic Drugs (deductible waived): $10
After Annual RX Deductible: $200 Individual / $400 Family
Tier 2–Preferred Brand-Name Drugs: $35
Tier 3–Non-Preferred Drugs (Non-Formulary): 50%
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-Insurance up to $300 per prescription

Tier 1–Generic Drugs (deductible waived): $10
After Annual RX Deductible: ($200 Individual / $400 Family)
Tier 2–Preferred Brand-Name Drugs: $35
Tier 3–Non-Preferred Drugs (Non-Formulary): 50%
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-Insurance up to $300 per prescription

Preventive Care (In-Network Only)
   Well Baby & Well Child: 100% coverage
   Adult Preventive/Wellness Exam : 100% Coverage

0%
 Not Subject to Deductible

0%
 Not Subject to Deductible

0%
 Not Subject to Deductible

0%
 Not Subject to Deductible

Financial Rewards
Preventive Health Actions must be completed by 
both employee and covered spouse/domestic 
partner to receive Financial Rewards. 

Up to a $500 deductible reimbursement ($250 for subscriber + $250 for spouse/domestic partner).  Additional 
Chronic Condition Health Action Rewards, if any, awarded via SeeChange Health Reward debit card.

In-network Co-Insurance is eliminated. Elimination of Co-Insurance is retroactive to the fi rst day of the benefi t plan year. 
Additional Chronic Condition Health Action Rewards, if any, awarded via SeeChange Health Reward debit card.

Up to $1,000 deposited into a Health Incentive Account ($500 for subscriber + $500 for spouse/domestic partner).  In-network Co-Insurance eliminated. Elimination of 
Co-Insurance is retroactive to the fi rst day of the benefi t plan year. Additional Chronic Condition Health Action Rewards, if any, earn additional HIA deposits.

Up to $1,000 deposited into a Health Incentive Account ($500 for subscriber + $500 for spouse/domestic partner). 
Additional Chronic Condition Health Action Rewards, if any, earn additional HIA deposits.

This is a high-level overview; refer to Certifi cate of Insurance and Schedule of Benefi ts for comprehensive description of coverage, benefi ts, special circumstances, and limitations.  **In-Network/Out-of-Network Annual Deductible Amounts and Out-Of-Pocket Maximum Amounts are both combined. 

SeePlans
CALIFORNIA • LARGE GROUP
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Benefi ts shown as member portion of costs.

FAMILY DENTAL PLANS

Plan Name                       DENTAL 1000 DENTAL 1500 DENTAL 2000

Annual Maximum Benefi t             $1,000 $1,500 $2,000

Calendar Year Deductible                      $50 per covered person. Maximum of 3 covered family members including 
in and out-of-network. Waived for Preventive & Diagnostic Services

Preventive & Diagnostic Services In-Network/Out-of-Network

Includes: Oral exams, x-rays, cleanings, fl uoride, sealants and 
space maintainers (subject to frequency limitations)

0% / 20%
Deductible waived

0% / 20%
Deductible waived

0% / 10%
Deductible waived

Basic Services In-Network/Out-of-Network

Includes: Palliative care, fi llings, stainless steel crowns, 
pulpotomies, oral surgery, endodontics, periodontics 30% / 50%

After deductible
20% / 40%

After deductible
10% / 30%

After deductible

Major Services In-Network/Out-of-Network

Includes: Other crowns,
bridges and dentures

50% / 50%
After deductible

50% / 50%
After deductible

40% / 50%
After deductible

Orthodontic Services Optional orthodontic coverage for dependent children to age 19, 
or adults and children.

Lifetime maximum benefi t Additional orthodontic 
coverage is not available 

on the Dental 1000
$1,500  $2,000 

This is a high-level overview; refer to Certifi cate of Insurance and Schedule of Benefi ts for 
comprehensive description of coverage, benefi ts, special circumstances, and limitations.

In-Network/Out-of-Network Calendar Year Deductible is combined.

Maximum Care 
PPO 

Network

25,000+ 
participating 

California dedicated 
dental locations

GROUP LIFE AND AD&D INSURANCE*

    Employee Life and AD&D available options: 
$20,000, $30,000, $40,000, $50,000 with age-banded 
ratings

    Standalone life policies are not available
    Policy terminates with loss of medical coverage
    Non-contributory only–employer pays 100% of premium 

and all employees 
with medical must enroll

    Life and AD&D bundled together in the retail rates
    No employee classes–every employee granted same 

face value amount

    Dependent coverage determined at the group level
    Adult dependents are covered ONLY if they are unmarried 

and fi nancially dependent on the employee
    Effective dates on the 1st of the month only
    If an employee’s insurance ends, they may convert their 

coverage to a United Heritage individual life insurance 
policy without undergoing a medical exam during the 31 
days immediately following employment termination or 
ineligibility

Guaranteed issue, group term life insurance policies sold alongside SeeChange Health medical plans.  

*Underwritten by United Heritage Life Insurance Company.

SELECT HRA PLANS HSA PLANS CLASSIC PLANS DELUXE PLANS
Healthier Plans An HRA-compatible plan with a simple value-based design with low premiums 

and solid benefi ts:
 Subscriber and spouse/domestic partner (if applicable) each earn a $250 
deductible reimbursement for completing preventive Health Actions.
  $40 Co-pay (deductible waived) for up to three offi ce visits

         Additional visits apply to deductible & Co-Insurance
   $3,000 and $5,000 deductible plans available (single)

          Two times single amount for family (embedded deductible) 
  Employer may contribute up to 50% of the Out-of-Pocket Maximum into the HRA

Nation’s fi rst value-based HSA-compatible high deductible plans.
In-Network Co-Insurance is eliminated and Out-of-Network Co-Insurance is reduced when subscriber and 
spouse/domestic partner (if applicable) complete preventive Health Actions. Reduction or elimination of 
Co-Insurance is retroactive to the fi rst day of the benefi t plan year. 
In addition, the annual Out-of-Pocket Maximum is lowered when Health Actions are completed.
   $3,000, $4,000, and $5,000 deductible plans available (single)

         Two times single amount for family (aggregate deductible)

Classic for a reason. The plan most people think of when thinking about health insurance:
Deductibles, Co-Insurance and Out-of-Pocket Maximums. What’s not to like? 
In-network Co-Insurance is eliminated and Out-of-Network Co-Insurance is reduced when subscriber and spouse/domestic partner (if 
applicable) complete preventive Health Actions. Reduction or elimination of Co-Insurance is retroactive to the fi rst day of the benefi t 
plan year. The annual Out-of-Pocket Maximum is lowered when Health Actions are completed. 
In addition, subscriber and spouse/domestic partner will be rewarded with up to $1,000 deposited into a Health Incentive Account 
($500 subscriber, additional $500 for spouse/domestic partner) for completing the preventive Health Actions. 
    $2,500, $3,500, and $5,000 deductible plans available (single)

         Two times single amount for family (embedded deductible)

SeeChange Health offers competitively priced Co-payment plans (everyone loves Co-pays!):

Subscriber and spouse/domestic partner (if applicable) will be rewarded with up to $1,000 deposited into a Health Incentive Account ($500 subscriber, 
additional $500 for spouse/domestic partner) for completing preventive Health Actions. Individuals with certain medical conditions may be eligible to 
earn additional $200 deposits.

   $25 Primary Care Offi ce Visit Co-payments (deductible waived) 
   $50 Specialist Offi ce Visit Co-payments (deductible waived)
   $500, $1,000, $2,000, and $3,000 deductible plans available (single)

         Two times single amount for family (embedded deductible)

Plan Name                    SELECT HRA 3000 SELECT HRA 5000 HSA 3000 HSA 4000 HSA 5000 CLASSIC 2500 CLASSIC 3500 CLASSIC 5000 DELUXE 500 CO-PAY DELUXE 1000 CO-PAY DELUXE 2000 CO-PAY DELUXE 3000 CO-PAY DELUXE 4000 CO-PAY
Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts Standard Benefi ts Enhanced Benefi ts

Maximum Lifetime
In-Network Benefi ts

No Lifetime Maximum
(Unlimited)

No Lifetime Maximum
(Unlimited)

No Lifetime Maximum
(Unlimited)

No Lifetime Maximum
(Unlimited)

Annual Deductible                       In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network**

Single $3,000 / $5,000 $5,000 / $7,000 $3,000 / $5,000 $3,000 / $5,000 $4,000 / $6,000 $4,000 / $6,000 $5,000 / $7,000 $5,000 / $7,000 $2,500 / $4,500 $2,500 / $4,500 $3,500 / $5,500 $3,500 / $5,500 $5,000 / $7,000 $5,000 / $7,000 $500 / $2,500 $1,000 / $3,000 $2,000 / $4,000 $3,000 / $5,000 $4,000 / $6,000

Family $6,000 / $10,000
(Embedded)

$10,000 / $14,000
(Embedded)

$6,000 / $10,000
(Aggregate)

$6,000 / $10,000
(Aggregate)

$8,000 / $12,000
(Aggregate)

$8,000 / $12,000
(Aggregate)

$10,000 / $14,000
(Aggregate)

$10,000 / $14,000
(Aggregate)

$5,000 / $9,000
(Embedded)

$5,000 / $9,000
(Embedded)

 $7,000 / $11,000
(Embedded)

 $7,000 / $11,000
(Embedded)

 $10,000 / $14,000
(Embedded)

 $10,000 / $14,000
(Embedded)

$1,000 / $5,000
(Embedded)

$2,000 / $6,000
(Embedded)

$4,000 / $8,000
(Embedded)

$6,000 / $10,000
(Embedded)

$8,000 / $12,000
(Embedded)

Annual Out-of-Pocket Maximum In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network** In-Network / Out-of-Network**

Single (Includes Deductible) $5,000 / $7,000 $6,350 / $9,000 $5,000 / $7,000 $4,000 / $6,000 $5,500 / $8,000 $5,000 / $7,000 $6,000 / $9,000 $5,500 / $8,000 $3,500 / $5,500 $2,500 / $5,000 $5,000 / $7,000 $3,500 / $6,000 $6,350 / $9,000 $5,000 / $7,500 $1,500 / $4,500 $3,000 / $5,000 $4,000 / $6,000 $5,000 / $7,000 $6,000 / $8,000 

Family (Includes Deductible) $10,000 / $14,000 $12,700 / $18,000 $10,000 / $14,000 $8,000 / $12,000 $11,000 / $16,000 $10,000 / $14,000 $12,000 / $18,000 $11,000 / $16,000 $7,000 / $11,000 $5,000 / $10,000 $10,000 / $14,000 $7,000 / $12,000 $12,700 / $18,000 $10,000 / $15,000 $3,000 / $9,000 $6,000 / $10,000 $8,000 / $12,000 $10,000 / $14,000 $12,000 / $16,000

Offi ce Visits In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network

$40 Co-pay (deductible waived) for fi rst 3 offi ce visits, then 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% $30 Co-pay (deductible 
waived) / 10% 30% / 40% $30 Co-pay (deductible 

waived) / 10% 40% / 50% $30 Co-pay (deductible 
waived) / 10%

Primary Care  $25 Co-pay (deductible 
waived) / 40%

Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Primary Care $25 Co-pay / 40%
Specialty $50 Co-pay / 40%

Professional Services In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network

   Lab & X-Ray
   Maternity 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20% / 40%

Hospital & Facility Services In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network In-Network / Out-of-Network

Hospital Inpatient 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20% / 40%

Emergency Room Facility 20%  / 30% $250 Co-pay (waived if admitted) 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20%  / 40%

Emergency Room Physician Services 20% / 30% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 20% / 30% 0% / 10% 30% / 40% 0% / 10% 40% / 50% 0% / 10% 20% / 40%

Urgent Care Center (Physician Services) $150 Co-pay (deductible waived) then covered 100% / 30% $150 Co-pay then covered 100% / 30% $150 Co-pay (deductible waived) then covered 
100% / 30%

$150 Co-pay (deductible waived) then covered 
100% / 40%

$150 Co-pay (deductible waived) then covered 
100% / 50% $150 Co-pay (deductible waived) then covered 100% / 40%

Prescription Drugs 
   30-Day Retail Supply
   Mail Order available (refer to plan brochure)

Prescription Drug Benefi t: 
Out-of-Pocket Maximum does not apply to non-HSA plans. 
Out-of-Pocket Maximum applies to HSA plans.

Tier 1–Generic Drugs (deductible waived): $10
After Annual RX Deductible: $500 Brand (Individual) / $1,000 Brand (Family)
Tier 2–Preferred Brand-Name Drugs: $50
Tier 3–Non-Preferred Drugs (Non-Formulary): Not Covered
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-
Insurance up to $300 per prescription

Tier 1–Generic Drugs: $10
Co-pays apply only after satisfying full applicable plan benefi t year deductible:
Tier 2–Preferred Brand-Name Drugs: $35
Tier 3–Non-Preferred Drugs (Non-Formulary): 50%
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-Insurance up to $300 per prescription

Tier 1–Generic Drugs (deductible waived): $10
After Annual RX Deductible: $200 Individual / $400 Family
Tier 2–Preferred Brand-Name Drugs: $35
Tier 3–Non-Preferred Drugs (Non-Formulary): 50%
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-Insurance up to $300 per prescription

Tier 1–Generic Drugs (deductible waived): $10
After Annual RX Deductible: ($200 Individual / $400 Family)
Tier 2–Preferred Brand-Name Drugs: $35
Tier 3–Non-Preferred Drugs (Non-Formulary): 50%
Tier 4–Specialty Pharmacy and Injectables (Mail Order available in 30-day supply only): 35% Co-Insurance up to $300 per prescription

Preventive Care (In-Network Only)
   Well Baby & Well Child: 100% coverage
   Adult Preventive/Wellness Exam : 100% Coverage

0%
 Not Subject to Deductible

0%
 Not Subject to Deductible

0%
 Not Subject to Deductible

0%
 Not Subject to Deductible

Financial Rewards
Preventive Health Actions must be completed by 
both employee and covered spouse/domestic 
partner to receive Financial Rewards. 

Up to a $500 deductible reimbursement ($250 for subscriber + $250 for spouse/domestic partner).  Additional 
Chronic Condition Health Action Rewards, if any, awarded via SeeChange Health Reward debit card.

In-network Co-Insurance is eliminated. Elimination of Co-Insurance is retroactive to the fi rst day of the benefi t plan year. 
Additional Chronic Condition Health Action Rewards, if any, awarded via SeeChange Health Reward debit card.

Up to $1,000 deposited into a Health Incentive Account ($500 for subscriber + $500 for spouse/domestic partner).  In-network Co-Insurance eliminated. Elimination of 
Co-Insurance is retroactive to the fi rst day of the benefi t plan year. Additional Chronic Condition Health Action Rewards, if any, earn additional HIA deposits.

Up to $1,000 deposited into a Health Incentive Account ($500 for subscriber + $500 for spouse/domestic partner). 
Additional Chronic Condition Health Action Rewards, if any, earn additional HIA deposits.

This is a high-level overview; refer to Certifi cate of Insurance and Schedule of Benefi ts for comprehensive description of coverage, benefi ts, special circumstances, and limitations.  **In-Network/Out-of-Network Annual Deductible Amounts and Out-Of-Pocket Maximum Amounts are both combined. 
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Benefi ts shown as member portion of costs.

FAMILY DENTAL PLANS

Plan Name                       DENTAL 1000 DENTAL 1500 DENTAL 2000

Annual Maximum Benefi t             $1,000 $1,500 $2,000

Calendar Year Deductible                      $50 per covered person. Maximum of 3 covered family members including 
in and out-of-network. Waived for Preventive & Diagnostic Services

Preventive & Diagnostic Services In-Network/Out-of-Network

Includes: Oral exams, x-rays, cleanings, fl uoride, sealants and 
space maintainers (subject to frequency limitations)

0% / 20%
Deductible waived

0% / 20%
Deductible waived

0% / 10%
Deductible waived

Basic Services In-Network/Out-of-Network

Includes: Palliative care, fi llings, stainless steel crowns, 
pulpotomies, oral surgery, endodontics, periodontics 30% / 50%

After deductible
20% / 40%

After deductible
10% / 30%

After deductible

Major Services In-Network/Out-of-Network

Includes: Other crowns,
bridges and dentures

50% / 50%
After deductible

50% / 50%
After deductible

40% / 50%
After deductible

Orthodontic Services Optional orthodontic coverage for dependent children to age 19, 
or adults and children.

Lifetime maximum benefi t Additional orthodontic 
coverage is not available 

on the Dental 1000
$1,500  $2,000 

This is a high-level overview; refer to Certifi cate of Insurance and Schedule of Benefi ts for 
comprehensive description of coverage, benefi ts, special circumstances, and limitations.

In-Network/Out-of-Network Calendar Year Deductible is combined.

Maximum Care 
PPO 

Network

25,000+ 
participating 

California dedicated 
dental locations

GROUP LIFE AND AD&D INSURANCE*

    Employee Life and AD&D available options: 
$20,000, $30,000, $40,000, $50,000 with age-banded 
ratings

    Standalone life policies are not available
    Policy terminates with loss of medical coverage
    Non-contributory only–employer pays 100% of premium 

and all employees 
with medical must enroll

    Life and AD&D bundled together in the retail rates
    No employee classes–every employee granted same 

face value amount

    Dependent coverage determined at the group level
    Adult dependents are covered ONLY if they are unmarried 

and fi nancially dependent on the employee
    Effective dates on the 1st of the month only
    If an employee’s insurance ends, they may convert their 

coverage to a United Heritage individual life insurance 
policy without undergoing a medical exam during the 31 
days immediately following employment termination or 
ineligibility

Guaranteed issue, group term life insurance policies sold alongside SeeChange Health medical plans.  

*Underwritten by United Heritage Life Insurance Company.
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This brochure provides abridged information about benefi ts, exclusions, and limitations. For costs and complete information on coverage, you must refer to the Certifi cate of Insurance, Group 
Policy, and Schedule of Benefi ts about how SeeChange plans work, accessing benefi ts, benefi t limits, service area benefi t limitations, pre-service benefi t confi rmation, compliance rules, and 
eligible expenses. SeeChange Health Insurance Company offers value-based group health insurance coverage in all counties in California.

• Any amounts in excess of maximum amounts stated in the SOB. 
• Charges in excess of Eligible Expenses as detailed in the SOB. 
• Services or supplies that are not medically necessary. 
• Services received before your effective date. 
• Services received after your coverage ends. 
• Any conditions for which benefi ts can be recovered under any workers’ compensation law or 

similar law. 
• Services provided by a local, state or federal government agency, unless you have to pay for 

them. 
• Services you receive for which you are not legally obligated to pay. 
• Services for which no charge is made to you in the absence of insurance coverage. 
• Services not listed as covered in the COI, the SOB, or any Riders or Amendments. 
• Services performed by a Provider who is a family member by birth or 
• marriage or resides at same residence. 
• Alternative Treatments such as acupressure, aromatherapy, hypnotism, Rolfi ng and art 

therapy. 
• Cosmetic Procedures. 
• Custodial care. 
• Dental and orthodontic services except as specifi cally stated in the 
• COI, the SOB, or any Riders or Amendments. 
• Devices, appliances and prosthetics except as specifi cally stated in the COI, the SOB, or any 

Riders or Amendments. Devices and computers to assist in communication and speech except 
for speech aid prosthetics and tracheo esophageal voice prosthetics. 

• Replacement of prosthetics and Durable Medical Equipment (“DME”) due to misuse, malicious 
damage, gross neglect or when lost or stolen. 

• Domiciliary care. 
• Experimental or Investigational Services, except for services for persons who have been 

accepted into an approved clinical trial for cancer, or a life threatening Sickness or condition. 
• Eye surgery performed solely for the purpose of correcting refractive errors (such as intact 

corneal implants). Also, Surgery that is intended to allow you to see better without glasses or 
other vision correction such as LASIK. 

• Eyewear including the purchase cost and fi tting charge for eyeglasses and contact lenses 
unless specifi cally stated in the COI. 

• Food or dietary supplements, except for formulas and special food products to prevent 
complications of phenylketonuria (PKU). 

• Foot care that is routine. Examples include the cutting and removal of corns or calluses; 
hygienic and preventive maintenance foot care; treatment of fl at feet; shoe orthotics; shoe 
inserts; and arch supports. This exclusion does not apply to preventive foot care for Covered 
Persons with diabetes for which benefi ts are provided under the diabetes services in the COI, 
the SOB, or any Riders or Amendments. This exclusion does not apply to preventive foot care 
for those who are at risk of neurological or vascular disease arising from diseases such as 
diabetes. 

• Foreign language and sign language interpreters, except as required by law. 
• Genetic testing, except as specifi cally stated in the COI. 
• Growth hormone therapy. 
• Health club memberships. 
• Infertility services (including sterilization reversal) except as specifi cally stated in the COI, the 

SOB, or any Riders or Amendments. 
• Medical supplies, except as specifi cally listed in the COI, the SOB, or any Riders or 

Amendments. 
• Non-injectable medications given in an outpatient or offi ce setting. 
• Nutritional counseling except as specifi ed listed as covered in the COI, the SOB, or any Riders 

or Amendments. 
• Obesity reduction services through surgical and non-surgical treatment, except as specifi cally 

stated in the COI. 
• Over-the-counter medications and treatments. 

• Pain management services using multi-disciplinary pain management programs provided on 
an inpatient basis. 

• Personal care attendant’s services. 
• Personal comfort items. 
• Pharmaceutical products and prescription medication products beyond the specifi ed supply 

limits and/or specifi cally excluded in the COI and/or SOB. 
• Pharmaceutical Products or prescription medication products for outpatient use that are fi lled 

by a prescription order or refi ll except as specifi cally stated in the COI. 
• Pregnancy through a surrogate and any services or supplies provided in connection with a 

surrogate Pregnancy. 
• Private duty nursing. 
• Psychosurgery. 
• Respite care. 
• Sex transformation operations. 
• Smoking cessation programs that are stand-alone multi-disciplinary smoking cessation 

programs, except as covered in the COI, the SOB, or any Riders or Amendments. 
• Snoring treatments, both medical and surgical treatment, except as when provided as part of 

treatment for documented obstructive sleep apnea. Also limited is upper and lower jawbone 
surgery including that for obstructive sleep apnea. 

• Travel or transportation expenses, even if prescribed by a Physician. 
• Weight loss programs. 
• Services provided at a free-standing or Hospital-based diagnostic facility without an order 

written by a Physician or other provider. This exclusion does not apply to mammography. 
• Health services for treatment of military service-related disabilities, when you are legally 

entitled to other coverage and facilities are reasonably available to you. 
• Health services while on active military duty. 
• Health services for organ and tissue transplants, except those described under 

Transplantation Services in the COI, the SOB, or any Riders or Amendments. 
• Out-of-Network health services provided in a foreign country, unless as required as Emergency 

Health Services. 
• Out-of-Network Preventive Care except as required by law. 
• Medicare eligibility results in Benefi t payment pursuant to Medicare rules. 
• Claims submitted for health services beyond 12 months from the date of service, except as 

required by law.
• Services performed by a Provider who is a family member by birth or marriage or resides at 

same residence.
• Dental and orthodontic services except as specifi cally stated in the COI, the SOB, or any Riders 

or Amendments.

Value-based benefi t plans enable a unique partnership between you, your Physicians and 
SeeChange Health. To make this partnership effective, however, we need to work a specifi ed 
Network of Physicians, Hospitals and other Providers of medical services. At the same time 
we recognize that you may wish to obtain treatment from a Provider outside of this Network. 
Therefore, we provide some coverage for the Out-of- Network Providers, but much less than the 
coverage provided when you remain in our Network. Specifi cally, the Out-of-Network Benefi ts 
have separate deductibles and Out-of-Pocket Maximums than the Network Benefi ts. The allowed 
amount for Out-of-Network Claims is equal to 110% of Medicare allowable rates. Only the allowed 
amount is applied to the Out-of-Network deductible and/or Out-of-Pocket Maximum. You will be 
responsible for any billed charges in excess of the Medicare allowed rate. The difference in billed 
charges from a Network Provider compared to an Out-of-Network Provider can be substantial and 
these excess amounts are the responsibility of the insured. These amounts are NOT SUBJECT 
to any Out-of-Pocket Maximum limitations. Please be sure to verify if your Provider is in the 
SeeChange Health Network prior to receiving services. 

For complete Benefi ts information visit www.SeeChangeHealth.com.

Exclusions & Limitations 
 Following is an abbreviated list of exclusions and limitations. Please see the Group Policy, (“Policy”), the Certifi cate of Insurance (“COI”), the Schedule of Benefi ts (“SOB”), and any Riders or 
Amendments for comprehensive details. Defi ned terms are “Capitalized” and can be found in the COI. Please note that in listing services or examples, we do not intend to limit a list of services or 
examples unless we state specifi cally that the list “is limited to”.

SeeChangeHealth.com

Your guide to innovative 
healthy plans.
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Discover the healthy difference
SeeChange Health can make for your business. 
Like traditional health coverage, we help employees when they are sick or injured. 
But we do more. We reward employees for taking actions to improve and manage 
their own health. 

Healthier employees mean a healthier business. You can look forward 
to more productive employees and lower costs for the long run. 

Health Actions—at the heart of every plan. 
Even our competitors’ plans provide free preventive care (it’s the law). 
We go further—a lot further—by o� ering rewards to members who 
take specifi c steps to improve and manage their health. We call 
these Preventive Health Actions:

1. Completing a short online Health Questionnaire

2. Completing a Biometric screening (basic lab tests)

3. Participating in an annual Preventive Examination along with 
age and gender specifi c cancer screenings

It’s that easy. SeeChange Health Insurance pays 100% of the 
cost of Preventive Health Actions—there is no cost to you or your 
employees. And the rewards are signifi cant. 

It pays to be proactive. 
By completing Health Actions today, employees are more likely to avoid more serious health issues 
in the future. So employees receive fi nancial rewards for completing Health Actions each year. If 
Preventive Health Actions uncover a chronic condition, such as asthma, heart disease, diabetes and 
related conditions additional rewards may be earned for completing Chronic Condition Health Actions.

Financial Rewards vary depending on selected plan(s): 

 

Enhanced Benefi ts HIA Deductible
Reimbursement 

Chronic Condition 
Health Action Rewards

SELECT HRA n/a n/a

HSA n/a n/a

CLASSIC n/a

DELUXE n/a n/a

You have a range 
of PPO plans to choose 
from—HSA, co-pay plans 
and co-insurance plans—

which means it’s easy to fi t 
your needs and budget. And 
don’t forget, all of our plans 
include fi nancial rewards for 

completing Preventive 
Health Actions. 
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Contact your Broker 

or visit us at 
SeeChangeHealth.com

Employees are encouraged to see their doctors. 
And they have lots of great choices.

SeeChange Health Insurance has a strategic alliance with Cigna to deliver 

more value to our members. By combining our unique approach 

to health insurance with Cigna’s extensive national network and 

utilization management services, we deliver the best of both 

worlds: medical coverage that rewards members for improving and 

managing their health, along with an extensive network of health 

care professionals and facilities. 

Chances are good that your employees’ current doctors are 

already a part of our network. All of which makes it easy to switch 

to SeeChange Health Insurance. 

Finding a nearby pharmacy is important, too. Our national network 

includes all the big names as well as small, independent pharmacies.

Why settle for ordinary health insurance? 
When you can have healthy insurance. 
Employees save money.
There is no cost to you or your employees for completing Preventive Health Actions. And the 

rewards are signifi cant. They vary by plan and may include deposits into a Health Incentive 

Account (HIA), enhanced benefi ts or deductible reimbursements.

Your business saves money.
By completing Health Actions today, employees are more likely to avoid serious and costly health 

issues in the future. Healthier employees mean greater productivity, less absenteeism, fewer medical 

claims—and lower costs for the long run. 

Contact your Broker or visit us at SeeChangeHealth.com

More than
50,000 physicians 

Over 125,000
Specialists 

Nearly
500 hospitals
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