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Welcome to Your Employee Benefits!

2

Laguna Beach Unified School District recognizes the importance of our employees and their contributions.
We are pleased to offer a comprehensive benefits package as part of your total compensation. Please
take the time to carefully read this guide to ensure you have the information you need to make the
best benefit decisions for you and your family.
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LBUSD Benefits Information Online
Employees may access health and welfare benefit information online at any time on the
LBUSD website at www.lbusd.org/page.cfm?p=607.

Open Enrollment
The District’s Open Enrollment period is August 1 through September 30, 2018. LBUSD will again utilize the
online benefit platform through American Fidelity. All employees will be required to make their benefit
selection using the online system, even if there are no changes to selections from the prior year. The District
will provide additional instructions on how to complete online open enrollment.
During the month of September, you will be provided an individual session with the American Fidelity benefit
counselor. During these confidential one-on-one sessions, you will verify your information and the counselor will
be able to assist you with the online enrollment system, discuss benefits and other insurance programs that may
be important to you. There is no obligation to purchase American Fidelity benefits. This system will streamline
any changes made to your benefits, as information from the online system will transmit directly to the insurance
carriers.

Resources
Benefit Plan
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Phone

Website/Email

Kaiser Permanente HMO

800-464-4000

www.kp.org

Blue Shield of California HMO/PPO

800-424-6521

www.blueshieldca.com

800-499-3001

www.deltadental.com

800-877-6372

www.MESVision.com

800-424-6521

www.blueshieldca.com

800-365-9180, Ext. 329

www.afadvantage.com
pamela.weaver@af-group.com

Dawn Brown
Human Resources Technician

949-497-7700 ext. 5211

dbrown@lbusd.org

Jennifer de Encio
Administrative Assistant,
Human Resources and Public Communications

949-497-7700 ext. 5219

jdeencio@lbusd.org

Leisa Winston
Assistant Superintendent,
Human Resources and Public Communications

949-497-7700 ext. 5219

lwinston@lbusd.org

Medical Plans

Dental Plan
Delta Dental PPO
Vision Plan
MES Vision
Life Insurance
Blue Shield of California
Flexible Spending Accounts and
Voluntary Benefits
American Fidelity
Pam Weaver, Account Manager
Human Resources

Enrollment Information
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Eligibility
The following employees are eligible to participate in the District’s health
and welfare benefit plans:
 Active full-time management employee.
 Active full-time employee in accordance with the provisions of the
agreement between CSEA and the District or LaBUFA and the District
and/or District Policy.
 Active part-time employee in accordance with the provisions of the
agreement between CSEA and the District or LaBUFA and the District
and/or District Policy.
The District provides health and welfare coverage for the eligible
employee and eligible spouse or domestic partner and dependents.

Retirees
Any full-time employee eligible to retire under CalPERS or CalSTRS who has worked a minimum of five (5)
consecutive years in District employment has the option to continue his or her medical coverage under the
District medical plan at District expense, less the over-the-cap premium for employee only coverage. The retiree must be currently covered under one of the District’s medical plans for at least 12 months prior to retirement. The retiree may insure his or her spouse or registered domestic partner at retiree expense until such
time as the spouse or domestic partner reaches the age of Medicare eligibility. Other provisions of the CSEA and
LaBUFA collective bargaining agreements may apply in this section.

Waiting Period
Enrollment: New Hires
An employee’s coverage is effective on the first day of the month after 30 days has elapsed since the date of
hire, provided all required forms are received by the District.

Enrollment: Spouse, Domestic Partner and/or Children
Application for enrollment of newly acquired dependents by marriage, domestic partnership, or a dependent
child is required within 31 days of acquisition. Coverage for spouse or domestic partnership becomes effective
on the first of the month following the marriage or certification of domestic partnership. A newborn baby or
adoptive child is covered from birth (or date adoptive parents assume responsibility).
For coverage to continue beyond the 31 day period, the employee must enroll the child. If the employee does
not enroll the child within this period, the employee may only add the child during the open enrollment period.

Open Enrollment
During the period specified each year by the District, covered employees and retirees may make changes to his
or her benefit options offered by the District. The Open Enrollment period is also a time when an employee may
elect coverage if he or she did not elect coverage previously. Newly elected coverage and changes to coverage
selected during open enrollment takes effect on October 1.

Enrollment Information
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Special Enrollment Rights
An individual who did not enroll in coverage when first eligible will be allowed to apply for coverage at a later
date with proper eligibility verification if:
 The employee stated in writing at the time he declined health benefits at the initial enrollment that he was
currently enrolled in other health benefit coverage.
 The individual lost the other coverage as a result of a certain event, such as loss of eligibility for coverage,
expiration of COBRA continuation coverage, termination of employment or reduction in the number of hours
of employment, or because employer contributions towards such coverage were terminated; and
 The Employee requested enrollment within thirty (30) days of termination of other coverage.
If the above conditions are met, Program coverage will be effective on the first day of the month following the
date on which the Employer received the completed application with appropriate verifications. An employee
who declined to enroll in the Plan when first eligible, will be allowed to apply for coverage (for himself and his
eligible spouse, domestic partner, child) at a later date if they meet the “Special Enrollment Rights” and if one
or more new eligible enrollees are acquired through marriage, birth, adoption, or placement for adoption (as
defined by Federal Law). Application must be made within thirty-one (31) days of the date the new spouse,
domestic partner, child are acquired (the “qualifying event”) and verification of eligibility is required.
Plan coverage will be effective as follows:
 Where employee’s marriage is the “qualifying event” – on the first day of the month following the date you
file the enrollment application.
 Where birth, adoption or placement for adoption is the ”qualifying event” - on the first day of the first
calendar month after the date of the event.

Note: Coverage for a new child or spouse is NEVER automatic
Within 30 days of the occurrence, you must complete the required enrollment forms and return them to the
District Human Resources Department.

Enrollment Information
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Termination of Coverage
An employee’s coverage in the health and welfare benefits program shall terminate when:
 The employee ceases to be eligible under the provisions of Board Policy or the CSEA or LaBUFA collective
bargaining agreements;
 The end of the second payroll cycle for which he or she has made the required contributions for such coverage,
if he or she fails to make the next required contribution;
 The last day of the month in which the employee ceases to be actively employed by the employer, except that
employees terminating employment at the end of the school year (provided they are active through the last
day of the school year) will have coverage through September 30 of the same calendar year;
 Or the date the program is amended to terminate coverage for a particular group of employees of which the
employee is a member.
A spouse, domestic partner or dependent child’s coverage terminates the date the employee’s coverage
terminates, or on the last day of the month of which the employee’s dependent child attains the limiting age
(i.e., 26).

Leaves
Eligible employees on approved Family Medical Leave Act or California Family Rights Act leaves of absence may
be eligible to receive or purchase group health insurance through the District for the period of the leave.

The Affordable Care Act and You
The Affordable Care Act (ACA) requires nearly every American to be
enrolled in medical coverage or pay a penalty. This is referred to as the
individual mandate. You have several options to satisfy this
requirement:
 Enroll in a medical plan offered by the District or another group
plan.
 Purchase coverage through a health insurance marketplace.
 Enroll in coverage through a government sponsored program.
 Have no coverage and incur a tax penalty.
Because the District’s medical plans are considered affordable and
meet minimum value under Health Care Reform, you will not generally
see lower premiums or out-of-pocket costs through the marketplace.
For more information on your coverage options and potential tax penalties, please visit www.healthcare.gov.

Medical Plans
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Video – Medical Plan Terms
Medical plan terms, such as deductibles, copays, coinsurance and
out-of-pocket maximums, can sometimes be confusing, To watch a
quick video to help you better understand medical plan terms, visit
http://video.burnhambenefits.com/terms.

Kaiser Permanente | HMO Medical Plan
With the Kaiser Permanente Health Maintenance Organization (HMO) plan, you must choose a primary care
physician (PCP) within the Kaiser network. Most of your care must be directed through your PCP. Any specialty
care you need will be coordinated through your PCP and will generally require a referral or authorization. You
will receive benefits only if you use Kaiser doctors, clinics and hospitals, except in the case of an emergency.

Blue Shield of California | TRIO HMO Medical Plan
With the Blue Shield of California Health Maintenance Organization TRIO (HMO) plan, you must choose a primary care physician (PCP) within the Blue Shield of California TRIO HMO network. Most of your care must be directed through your PCP. Any specialty care you need will be coordinated through your PCP and will generally
require a referral or authorization.

Blue Shield | PPO Medical Plan
The Blue Shield Preferred Provider Organization (PPO) plan allows you to direct your own care. You are not
limited to the physicians within the Blue Shield full PPO network and you may self-refer to specialists. If you
receive care from a physician who is a member of the PPO network, a greater percentage of the entire cost will
be paid by the insurance plan. You may also obtain services using a non‐network provider; however, you will be
responsible for the difference between the covered amount and the actual charges and you may be responsible
for filing claims.

To Find an In-Network Medical Provider
 Kaiser Permanente: Visit www.kp.org or call 800-464-4000.
 Blue Shield: Visit www.blueshieldca.com or call 800-424-6521.

Summary of Benefits and Coverage (SBC)
Health insurance issuers and group health plans are required to provide you with an easy-to-understand
summary about your health plan’s benefits and coverage, referred to as a Summary of Benefits and Coverage
(SBC). This guide is designed to help you understand the medical plan options offered to you by Laguna Beach
Unified School District. Please refer to the SBC and carrier contracts provided by Kaiser Permanente and Blue
Shield for additional plan details.

Medical Plans
Benefit Plan
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Kaiser Permanente HMO

Blue Shield of California TRIO HMO

Kaiser Providers and Facilities Only
You Pay:

In-Network Only
You Pay:

Coinsurance

0%

0%

Annual Deductible
Individual
Family

$0
$0

$0
$0

$1,500
$3,000

$1,000
$2,000

Unlimited benefits

Unlimited benefits

$10 copay

$10 copay

Preventive Care

$0

$0

X-Ray & Lab

$0

$0

Urgent Care

$10 copay

$10 copay

$10 copay (up to 30 visits/year)

$10 copay (up to 30 visits/year)

$10 copay

$0

$0

$0

$100 copay

$100 copay

$10 copay

$10 copay

$0

$0

$0
$10 copay
$20 copay
n/a
30-day supply

$150
$10 copay
$20 copay
$35 copay
30-day supply

$20 copay
$40 copay
n/a
100-day supply

$20 copay
$40 copay
$70 copay
90-day supply

You pay 20% for up to 30-day supply;
$200 maximum per prescription

You pay 20% for up to 30-day supply;
$200 maximum per prescription

Plan Basics

Out-of-Pocket Maximum
Individual
Family
Lifetime Maximum Benefit
Medical Services
Doctor’s Office Visit

Holistic Care
Chiropractic/Acupuncture
Hospital Services
Outpatient
Inpatient
Emergency
Mental Health Services
Outpatient Visit
Inpatient
Prescription Drugs
Retail Pharmacy
Deductible (Brand Name Drugs)
Generic
Brand Name
Non-Formulary
Supply Limit
Mail Order
Generic
Brand Name
Non-Formulary
Supply Limit
Specialty

Medical Plans
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Benefit Plan

Blue Shield of California 80/60 PPO
In-Network
You Pay:

Out-of-Network
You Pay:

20%

40%

Annual Deductible
Individual
Family

$500
$1,000

$1,000
$2,000

Out-of-Pocket Maximum
Individual
Family

$2,500
$5,000

$5,000
$10,000

Unlimited

Unlimited

$20 copay

40%

$0

Not covered

X-Ray & Lab

$20 per visit

40%

Urgent Care

$20 copay

40%

Chiropractic

$25 copay (up to 12 visits/year)

50%

Acupuncture

$25 copay (up to 20 visits/year)

40%

Plan Basics
Coinsurance

Lifetime Maximum Benefit
Medical Services
Doctor’s Office Visit
Preventive Care

1

1
1

Holistic Care
1
1

Hospital Services
1

Outpatient

1

20%

40% (up to $350/visit)

Inpatient

20% after $100 copay

40% (up to $800/day)

Emergency

20% after $100 copay

20% (after $100 copay)

$20 copay

40%

20% after $100 copay

40% (up to $600/day)

Retail Pharmacy
Deductible (Brand Name Drugs)
Generic
Brand Name
Non-Formulary
Supply Limit

$150
$10 copay
$25 copay
$40 copay
30-day supply

$150
25% + $10 copay
25% + $25 copay
25% + $40 copay
30-day supply

Mail Order
Generic
Brand Name
Non-Formulary
Supply Limit

$20 copay
$50 copay
$80 copay
90-day supply

Not covered
Not covered
Not covered
N/A

1
1

1

1

Mental Health Services
Outpatient Visit
Inpatient

1

1

1

Prescription Drugs

Specialty
1

Subject to the deductible

Applicable copays

Medical Plans
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Tips On Using Your Medical Benefits

1

Ask Questions

2

Utilize your Free Preventive Care Benefits to Stay Healthy.

3

Get the Right Health Care and Save Money

4

Use Generic Drugs When Available

If you are having a procedure or planning an upcoming procedure, make sure you know how the
procedure will be covered and what your out-of-pocket cost will be, if any.

Preventive care benefits are covered at no charge to you (in-network only for the PPO plan). Regular
preventive care can reduce the risk of disease, detect health problems early, protect you from higher
costs down the road, and most importantly… potentially save your life! Take advantage of these no cost
benefits now to hopefully avoid major illnesses and costs in the future.

Choosing the right care for your medical situation will help save you money out-of-pocket:
 Doctor’s Office Visit: This is the best choice for non-urgent medical issues.
 Urgent Care: This is the best choice for non-life threatening medical issues that require immediate care
when you can’t get an appointment for a Doctor’s Office Visit.
 Emergency Room: You should use the Emergency Room for life threatening emergencies, or for other
issues that require immediate medical care outside Urgent Care hours.

The best way to save on prescriptions is to use generic medications as opposed to brand name drugs.
When you use generic medications, you will pay the lowest copay.
Generic drug companies do not have to develop a medication from scratch, so the costs are significantly
less to bring the drug to the market. Once a generic medication is approved, several companies can
produce and sell the drug. This competition helps lower prices. In addition, many generic drugs are
well-established, frequently used medications that do not require expensive advertising.
Generic drugs must use the same active ingredients as the brand name version of the drug. A generic
drug must also meet the same quality and safety standards.

5

Use the Mail-Order Prescription Drug Benefit for Maintenance Medications
If you take medications on a long term basis, the mail order prescription drug benefit can save you
money. For the cost of two copays, Kaiser members can receive a 100-day supply of medications, and
Blue Shield of California members can receive a 90-day supply of medications.

You Can Save Money on Health Care Expenses With the FSA
When you use your Flexible Spending Account to pay for eligible, unreimbursed medical
expenses, you reduce your taxable income and can save money on taxes. See page 13 for
more information.

Dental Plan
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Delta Dental | PPO Dental Plan
With the Delta Dental Preferred Provider Organization (PPO) dental plan, you may visit a PPO dentist and benefit from the
negotiated rate or visit an out-of‐network dentist. When you utilize a PPO dentist, your out-of-pocket expenses will be less.
You may also obtain services using an out-of-network dentist; however, you will be responsible for the difference between
the covered amount and the actual charges, and you may be responsible for filing claims. Delta Dental pays 70% of the
approved costs for covered diagnostic, preventative, and basic dental services during the first year of eligibility. The
member is responsible for the other 30%. The copay percentage increases by 10% each year ( 80/20, 90/10) to a maximum
of 100% for each enrollee provided that the enrollee visits the dentist at least once during the year. If an enrollee does not
use the plan during the year, the percentage remains the same as the prior year.

Benefit Plan

Delta Dental PPO Plan 1

Plan Basics
Annual Deductible
Annual Benefit Maximum

In-Network

Out-of-Network

$0

$100

$2,000 benefit maximum

$1,500 benefit maximum

70% – 100%

70% – 100%

70% – 100%

70% – 100%

70% – 100%

70% – 100%

70%

50%

Preventive and Diagnostic Services
Oral Exams, X-rays, Cleanings
Basic Services
Basic Restorative, Extractions, Oral
Surgery
Major Services
Inlays, Onlays, Crowns & Prosthetics
Implants
Implants

Benefit Plan

Delta Dental PPO Plan 2 (Buy-up)

Plan Basics
Annual Deductible
Annual Benefit Maximum

In-Network

Out-of-Network

$0

$100

$2,000 benefit maximum

$1,500 benefit maximum

70% – 100%

70% – 100%

70% – 100%

70% – 100%

70% – 100%

70% – 100%

70%

50%

Preventive and Diagnostic Services
Oral Exams, X-rays, Cleanings
Basic Services
Basic Restorative, Extractions, Oral
Surgery
Major Services
Inlays, Onlays, Crowns & Prosthetics
Implants
Implants
Orthodontic
Adult & Children

50% up to $2,000 lifetime maximum

To Find an In-Network Dental Provider
Visit www.deltadental.com or call 800-499-3001.

Vision Plan
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MES Vision| PPO Vision Plan
The MES Vision plan provides professional vision care and high quality lenses and frames through the MES Vision
network of optical specialists. You will receive higher benefits if you utilize a network provider. If you utilize an
out-of‐network provider, you will be responsible to pay all charges at the time of your appointment and will be
required to file an itemized claim with MES Vision.
Benefit Plan

MES Vision
In-Network
You Pay:

Out-of-Network
You Pay:

Ophthalmologic Exam

$0

Any charges over $60

Optometric Exam

$0

Any charges over $50

Any charges over $100

Any charges over $40

$0
$0
$0
Any charges over $89.50

Any charges over $43
Any charges over $60
Any charges over $75
Any charges over $75

Any charges over $120

Any charges over $120

$0

Hard: any charges over $200
Soft: any charges over $250

Eye Exams

Eyeglasses
Frames
Lenses
Single
Bifocal
Trifocal
Progressive
Contact Lenses
Elective
Medically Necessary
Frequency
Eye Exam

Once every 12 months

Frames

Once every 12 months

Lenses

Once every 12 months

Contact Lenses

Once every 12 months

To Find an In-Network Vision Provider
Visit www.MESVision.com or call 800-877-6372.

Flexible Spending Accounts
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You can set aside money in Flexible Spending Accounts (FSAs) before taxes are deducted to pay for certain
health and dependent care expenses, lowering your taxable income and increasing your take home pay. You
choose the amount(s) to be deducted, and the funds are set aside to be used for eligible expenses throughout
the year. Expenses must be incurred during the plan year (October 1 through September 30) to be reimbursed,
or during the 70 day grace period (October 1 through December 9). Employees have until December 31 to
submit reimbursement requests for the previous plan year.
You choose how you would like to pay for your eligible FSA expenses. You may use a debit card provided by
American Fidelity, or pay in full and file a claim for reimbursement. Reimbursement options include direct
deposit to your bank account or you may have a check sent to your home. Please remember that if you are
using your debit card, you must save your receipts, just in case American Fidelity needs a copy for verification.
Also, all receipts should be itemized to reflect what product or service was purchased. Credit card receipts are
not sufficient per IRS guidelines.
A new enrollment is required each year, even if employees do not plan to change the amount(s) deducted. The
open enrollment for the Flexible Spending Accounts (FSA) is held each year during Open Enrollment.

Video – Flexible Spending Accounts
Watch this quick video to better understand how the Flexible
Spending Accounts work: http://video.burnhambenefits.com/fsa.

American Fidelity | Health Care Spending Account
You can use this account to pay for expenses not covered under your Medical, Dental, and Vision plans, such as
deductibles, coinsurance, copays and expenses that exceed plan limits. You may defer up to $2,600 pre‐tax per
year. Your entire health care spending account election is available to you on October 1, the beginning of the
plan year.

American Fidelity | Dependent Care Assistance Plan
This plan is used to pay for eligible expenses you incur for child care, or for the care of a disabled dependent,
while you work. You may defer up to $5,000 pre-tax per year (or $2,500 if you are married but file taxes
separately). Your dependent care assistance election is made available to you once you have accrued the money
in your account.

FSAs offer sizable tax advantages. The trade-off is that these accounts are subject to strict IRS regulations, including the
use-it-or-lose-it rule. According to this rule, you must forfeit any money left in your account(s) after your expenses for
the plan year have been reimbursed. Your contributions will be in effect for the entire plan year. Employees cannot
stop or change Health Care FSA contributions during the plan year, and changes to the Dependent Care FSA are only
allowed if employees have a qualified status change, such as marriage, divorce, or birth or adoption of a child.

Basic Life and AD&D Insurance
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Blue Shield | Basic Life and AD&D Insurance
Life insurance protects your family or other beneficiaries in the event of your death. The District provides you
with a coverage amount of $15,000. If your death is due to a covered accident or injury, your beneficiary will
receive an additional $15,000 through Accidental Death and Dismemberment (AD&D) coverage.

Voluntary Benefits
American Fidelity | Voluntary Benefits
The District provides you with the opportunity to purchase financial protection benefits through American
Fidelity. Benefit options include:
 Disability Income Insurance
 Cancer Insurance
 Accident Only Insurance
 Life Insurance
For more information about these and other plans, contact American Fidelity at 800-365-9180, Ext. 329.

Employee
Employee Contributions
Contributions
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The District’s Insurance Committee has made every effort to keep costs down for employees and is pleased
to be able to offer an outstanding benefits package to employees for 2018 – 2019.

Tenthly Employee Contributions for 2018 – 2019
Benefit Plan

10 Month Cycle

Kaiser Permanente HMO
Employee Only

$0.00

Employee + Spouse

$107.04

Employee + Child(ren)

$50.85

Employee + Family

143.22

Blue Shield of California TRIO HMO
Employee Only

$0.00

Employee + Spouse

$43.65

Employee + Child(ren)

$4.00

Employee + Family

$63.29

Blue Shield of California 80/60 PPO
Employee Only

$97.80

Employee + Spouse

$427.95

Employee + Child(ren)

$343.28

Employee + Family

$642.64

Delta Dental PPO Plan 2 (Buy Up)
Employee Only

$6.24

Employee + Spouse

$12.47

Employee + Child(ren)

$10.30

Employee + Family

$18.40

Employee Caps for 2018 – 2019
District Annual Contribution PPO

District Annual Contribution HMO

Single

$10,100

Single

$6,785

Employee + Spouse

$21,200

Employee + Spouse

$14,500

Employee + Child (ren)

$15,400

Employee + Child (ren)

$11,000

Family

$25,700

Family

$18,200

Annual Notices
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ERISA and various other state and federal laws requires that employers provide disclosure and annual notices to
their plan participants. The District has posted all federally required annual notices on it’s website for you to
download and read at your convenience. Following is a brief description of the Annual Disclosure Notices:

 Medicare Part D Notice of Creditable Coverage: Plans are required to provide each covered participant and
dependent a Certificate of Credible coverage to qualify for enrollment in Medicare Part D prescription drug
coverage when qualified without a penalty. This notice also provides a written procedure for individuals to
request and receive Certificates of Creditable Coverage.
 HIPAA Notice of Privacy Practices: This notice is intended to inform employees of the privacy practices
followed by your company’s group health plan. It also explains the federal privacy rights afforded to you and
the members of your family as plan participants covered under a group plan.
 Women's Health and Cancer Rights Act (WHCRA): The Women's Health and Cancer Rights Act (WHCRA)
contains important protections for breast cancer patients who choose breast reconstruction with a
mastectomy. The U.S. Departments of Labor and Health and Human Services are in charge of this act of law
which applies to group health plans if the plans or coverage provide medical and surgical benefits for a
mastectomy.
 Newborn and Mother’s Health Protection Act: The Newborns' and Mothers' Health Protection Act of 1996
(NMHPA) affects the amount of time a mother and her newborn child are covered for a hospital stay following
childbirth.
 Special Enrollment Rights: Plan participants are entitled to certain special enrollment rights outside of the
company open enrollment period. This notice provides information on special enrollment periods for loss of
prior coverage or addition of a new dependent.
 Medicaid & Children’s Health Insurance Program: Some states offer premium assistance programs for those
who are eligible for health coverage from their employers, but are unable to afford the premiums. This notice
provides information on how to determine if your state offers a premium assistance program.

Plan Arranged By:

Learn more at www.burnhambenefits.com
This brochure provides an overview of some of your benefit plan choices. It is for informational purposes only. It
is not intended to be an agreement for continued employment. Neither is it a legal plan document. If there is a
disagreement between this guide and the plan documents, the plan documents will govern.
In addition, the plans described in this brochure are subject to change without notice. Continuation of any benefit
plan or coverage is at the company’s discretion and in accordance with federal and state laws.
If you need additional information or have any questions about the benefit program,
please contact Human Resources
Copyright © Burnham Benefits Insurance Services - all rights reserved

