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Employee Benefit Summary 2016-2017 

The City of Ocala is pleased to offer a comprehensive benefits program, which allows you to  
select plans based on your individual needs.  This guide is intended to be a tool for you to use to make an 
informed choice about the benefit plans that best suit you and your family.  
 
This Benefits at a Glance handbook is designed to provide basic information to employees on employee 
benefit plans and programs available October 1, 2016 — September 30, 2017 through the City of Ocala.  It 
does not detail all of the provisions, restrictions and exclusions of the various benefit programs documented 
in the carrier contracts or the Summary Plan Descriptions (SPDs). This booklet does not constitute an SPD 
or Plan Document as defined by the Employee Retirement Income Security Act (ERISA).   

Eligibility & Qualified Life Events 

You are eligible to participate in the benefits program if you are a regular full-time employee. For purposes 
of the medical benefits, you are considered full-time if you normally work a minimum of 30 hours each 
week. Your medical insurance benefits begin on the first of the month following 30 days of employment. 
For purposes of all the other employee insurance benefits, you are considered full-time if you normally 
work a minimum of 40 hours each week.  
 
Who is an Eligible Dependent Spouse? 
 
Your spouse under a legally valid existing marriage. 
 
Who is an Eligible Dependent Child under the medical benefit? 
 
Your natural, newborn, adopted, foster, or step child(ren) (or a child for whom you have been court-
appointed as legal guardian or legal custodian) who has not reached the end of the calendar year in which 
he or she reaches age 30 (or in the case of a foster child, is no longer eligible under the Foster Child Pro-
gram), regardless of the dependent child’s student or marital status, financial dependency on you, whether 
the dependent child resides with you, or whether the dependent child is eligible for or enrolled in any other 
group health plan. A dependent child may also remain covered after age 30 provided the child is incapable 
of self-sustaining employment by reason of mental retardation or physical handicap. (medical documenta-
tion required). 
 
Please refer to the specific benefit plan page in this handbook for dependent eligibility for the purposes of 
all other employee insurance benefits. 

 
Changes after Open Enrollment 

Benefits with pre-tax deductions are governed by the IRS code Section 125. This regulation does not allow 
you to change your benefit selections during the year UNLESS you experience a Qualifying Life Event 
(QLE). If you experience a QLE, you will have to provide proof of the QLE to the HR & Risk Department.  
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Qualifying Life Event (QLE) 

All QLEs must be reported within 30 days of the occurrence and documentation is required in 
order to be eligible to make a change to your benefit enrollments. 

Qualified Life Events Include but are not limited to : 

 Marriage, legal separation or divorce 

 Birth/adoption/legal guardianship of a child 

 Dependent satisfies or ceases to satisfy eligibility requirements 

 Spouse’s employer’s Open Enrollment 

 Termination of your spouse’s employment 

 Unpaid leave of absence  

 Change in full or part time status  

 Changes due to a judgment, decree or court order 

 Entitlement to Medicare or Medicaid 

 Enrollment on the Marketplace Exchange  

Section 125 - Pre Tax Benefits  

The City of Ocala sponsors a cafeteria plan also known as a Section 125 plan. Medical, dental,  
vision benefit premiums and FSA contributions are taken out of your paycheck on a pre-tax ba-
sis, i.e., before taxes are taken out. Doing so reduces your taxable income thereby decreasing 
your taxes and increasing your take home pay.  With after-tax contributions, just the opposite is 
true. Premiums are deducted from your pay after Federal and Social Security taxes are calcu-
lated and deducted from your gross pay. The chart below shows the tax treatment of the bene-
fits which you elect:  

 

Benefit Tax Treatment 

Medical Coverage Pre-tax 

Dental Coverage Pre-tax 

Vision Coverage Pre-tax 

Basic Life and AD&D Insurance N/A—paid by the City  

Supplemental Life and AD&D Insurance After-tax 

Long Term Disability—Emergency Personnel  and All Other Personnel  After-tax 

Flexible Spending Accounts Pre-tax 

Allstate Cancer Policy  Pre -tax 

USAble Accident Policy  After-tax 

USAble Critical Care Policy  After-tax  
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 PAYING FOR YOUR BENEFITS WHILE ON AN APPROVED MEDICAL LEAVE— 

FMLA OR LEAVE RELATED TO A WORKCOMP INJURY 

 
Employees eligible for continuation of benefits while on an approved leave are still responsible 
to pay the same portion of premiums paid prior to the leave.  
 
You may pay your portion of premiums due before starting your leave or you may pay monthly 
during your leave. Payment is due on or before the first of the month.  
 
Failure to make payments in a timely manner will result in your termination of coverage. You 
should contact your HR & Risk Management Department to make payment arrangements  
prior to your leave. 
 
 
 
Benefit Termination  

 

Your benefits will terminate on the last day of the month you elect not to participate in the plan, 
or cease to be a benefits eligible employee. The only exception to this rule is the Life Insur-
ance coverage.  

 

The Consolidated Budget Reconciliation Act (COBRA) provides insured employees and their 
qualified beneficiaries the opportunity to continue health, dental and vision insurance coverage 
when a “qualifying event” would normally result in the loss of coverage eligibility.  

 

The City’s Cobra Administrator, TASC, will provide you with the cost and information neces-
sary to make your cobra elections.  
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How to Enroll 

BenTek is the City of Ocala’s enrollment vendor and name of the online  
enrollment system. All new hires, employees with qualifying events and benefit 
eligible employees during open enrollment must access BenTek for their elec-
tions and waivers.  
   
   

1. Log on to www.mybentek.com/cityofocala. 

2. If you are a first time user, follow the instructions to set up your user        

name and password. 

3. Please record your user name and password to retrieve it in the future.  

4. Check that your dependents and life beneficiaries are recorded and up to 

date. 

5. Follow the prompts to make your elections. 

6. Click on “Submit” at the end of your session to save your elections. 

7. Print your election confirmation page (recommended).  
 

 
 Accessible 24 hours a day, you can log on to BenTek to: 
 • Learn about your benefit options 
 • Review information about all of your payroll deductions 
 • Access carrier contact information and carrier links 
 • Download and print forms 
 
 
 

 If any technical questions arise while visiting BenTek,   
please e-mail BenTek Support at support@mybentek.com  

 or call (888) 5-BenTek (523-6835),  
Monday through Friday, 8:30am to 5:00pm EST.  
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MEDICAL PLANS 

BlueOptions™ PPO: 

Your Florida Blue BlueOptions™ PPO health insurance policy offers 
members the freedom to choose any doctor and hospital for care. 
However, you can maximize your benefits and free yourself from 
claims filing and balance billing by choosing physicians and providers 
who participate in the Blue Options provider network.   

The BlueCard® Program for BlueOptions (PPO) Members: 

BlueOptions™ gives you the freedom of knowing you’re covered no matter where you go in the U.S.  If you 
have a child attending school outside the state, or if you’re traveling throughout the U.S. on business or 
pleasure, the BlueCard® Program allows your benefits to travel with you. If you or a family member be-
come ill when outside the state of Florida, just call 1-800-810-BLUE (2583) for the name of a participating 
BlueCard PPO provider. When you arrive at the facility, simply show your Florida Blue ID card and you’ll 
receive the same health care coverage you enjoy at home. You won’t have any claims to file or billing  

hassles down the road. Simply pay the appropriate deductible, co-payment or coinsurance at the time of  

service.  

Co-payment:   

A flat dollar amount that you pay for certain services and prescription drug services, regardless of the actu-

al amount charged by your doctor or another provider.   

Deductible:   

The amount you pay toward medical expenses each calendar year before the plan begins sharing in the 

cost of certain benefits. 

Co-insurance:   

The percentage split of the covered charge shared by you and the insurance carrier that is paid after 

you’ve met the deductible. For example: 80% paid by the insurance carrier, 20% paid by you once the de-

ductible has been satisfied. 

Out-of-Pocket Maximum:  

The maximum amount you will pay for health care costs in a calendar year. Once you have paid the out-of-

pocket maximum, consisting of your deductible, coinsurance and certain co-payments, the plan will cover 

the remaining eligible medical expenses at 100% for the rest of the calendar year.  

 

How to Locate Participating Providers:   

Find A Doctor is Florida Blue’s on-line provider directory resource. You can locate  
participating physicians, hospitals and other providers in a matter of seconds.  

 To use Find A Doctor, go to www.floridablue.com 

 Click on “Find a Doctor & More” 

 Step 1:  From the pull down menu, choose  “BlueOptions”, your plan network of participating providers    

 Step 2:  Enter the location of the area you wish to receive services  

 Click on the “Search” button and a list of the providers will generate based on the criteria you entered  
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FLORIDA BLUE  

MEMBER WEBSITE  
The Florida Blue member portal is 
a personalized web portal designed 
to help provide answers to some of 
your most common health needs. 
For information on registering for 
this free service, visit 
www.foridablue.com. Your unique 
and confidential user identification 
code and password gives you 
access to your personal benefit 
information 24 hours a day, 7 days 
a week. You have direct access to:  
 Find a doctor or hospital in your 

plan 

 See what is covered and what 
you’ll pay 

 Order ID cards  

 See statements of what was 
paid 

 Get health information for your 
symptoms 

 Start a Health Assessment or 
Lifestyle Program 

How to Register 
 Go to www.floridablue.com and 

click on Members. 
 Click on the “Login Now” link. 
 Select a User Name, Password 

and a Security Phrase. 
 Once your registration is 

complete your user name and  
password will give you access 
to all the features of the 
member portal. 

PREVENTIVE HEALTH SERVICES 

The preventive health services described below are 
covered at no cost to you when using In-Network 
Providers. Care must be submitted to Florida Blue 
as “Preventive Care” by the provider and if a diag-
nosis results, the care will be subject to the applica-
ble diagnostic care benefits. 

Age and frequency schedules apply:   

 Routine Adult Physicals / Immunizations  
 Well Child Exams / Immunizations       
 Routine Gynecological Exams       

 Routine Mammograms 

     (1 baseline for females 35-39; 1 annual   
      mammogram for females age 40 and over)   

 Routine Digital Rectal Exams / PSA Testing  

 Colorectal Cancer Screening for  Members age 
50+        

FLORIDA BLUE 365  
DISCOUNT SERVICES 
 
Florida Blue offers its members a program of prod-
ucts and services to help offset the rising costs as-
sociated with healthcare by offering discounts on a 
variety of products and services.  
 
Go to https://www.blue365deals.com/ for infor-
mation on these discounts, including: 
 

 Enhanced vision care discount program 
 Weight management programs 
 Family health & wellness facilities 
 Fitness centers 
 Hearing aid discount programs 
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HEALTH DIALOG 

HEALTHY ADDITION PRENATAL EDUCATION PROGRAM 
 
Healthy Addition is Florida Blue’s prenatal education and early intervention program. It is de-
signed to educate pregnant employees or eligible spouses about the appropriate prenatal 
care. Under this voluntary program, trained nurses will screen pregnant employees or eligible 
spouses for potential risk factors and assist in the development of a personalized educational 
and monitoring program. To participate in the Healthy Addition program, call Florida Blue cus-
tomer service at 1-877-352-2583. A member of the prenatal nursing team will contact you or 
your spouse to begin helping you with your new family addition. 

 
 
MEDICAL CASE MANAGEMENT PROGRAM 
 
Through this program, Florida Blue helps coordinate alternative treatments when a covered 
person is faced with a serious or complicated medical condition. These alternative treatments 
may include services that are not usually covered by this health insurance plan. 
 
The medical case management program is voluntary. A Healthcare professional will review 
the case with the patient’s family and doctor and, if appropriate, suggest an alternative  
treatment plan. The patient and the patient’s doctor must agree to the suggested treatment 
plan. 
 
If the patient’s alternative treatment plan is approved by Florida Blue, recommended services 
will be paid at 100% of the charge negotiated by Florida Blue. 
 
The case management alternative treatment plan will end if: 

 The patient’s condition changes and the level of care provided under case  
      management is no longer necessary. 
 The case management approach costs more than traditional benefits. 
 The patient is no longer eligible to take part in this health insurance plan. 
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PLAN DETAILS 

COST SHARING 
Maximums Shown are Per Benefit Period 
(BPM) unless noted 

Blue Options  
Plan 03359 

Blue Options 
Plan 05902 

Deductible (DED) (Per Person/Family Agg) 
In-Network  
Out-of-Network 

Coinsurance (Member Responsibility) 
In-Network  
Out-of-Network 

 
$1,500 / $3,000 
$1,500 / $3,000 

 
30% 
50% 

 
$2,500 / $5,000 
$2,500 / $5,000 

 
20% 
50% 

Out-of-Pocket Maximum (Per Person/Family Agg) 
In-Network  
Out-of-Network 

Includes DED, Coins, Copays  
$3,000 / $6,000 

$5,000 / $10,000 

Includes DED, Coins, Copays  

$5,000 / $10,000 
$10,000 / $10,000 

Lifetime Maximum No Maximum No Maximum 

PROFESSIONAL PROVIDER SERVICES   

Allergy Injections 
In-Network Family Physician  
In-Network Specialist  
Out-of-Network 

 
$10 

DED + 30% 
DED + 50% 

$10 
DED + 20% 
DED + 50% 

E-Office Visit Services 
In-Network Family Physician  
In-Network Specialist  
Out-of-Network 

$10 
$10 

DED + 50% 

DED + 20% 
DED + 20% 
DED + 50% 

Office Services 
In-Network Family Physician  
In-Network Specialist  
Out-of-Network 

$30 
$60 

DED + 50% 

$40 
$100 

DED + 50% 

Provider Services at Hospital and ER 
In-Network Family Physician  
In-Network Specialist  
Out-of-Network 

DED + 30% 
DED + 30% 

In-Ntwk DED + 30% 

DED + 20% 
DED + 20% 

ONN DED + 20% 

Provider Services at Other Locations 
In-Network Family Physician  
In-Network Specialist  
Out-of-Network 

 
DED + 30% 
DED + 30% 
DED + 50% 

 
DED + 20% 
DED + 20% 
DED + 50% 

 Blue Options  
Plan 03359 

Blue Options 
Plan 05902 

Monthly Rates   

EE with Wellness $47.44 $0.00 

EE without Wellness $72.00 $20.00 

EE/Family with  
Wellness 

$226.96 $150.46 

EE/Family without  
Wellness 

$285.00 $194.00 

Please remember your HRA is to be completed (both appointments) NO LATER THAN September 30, 2016. If it is not com-

pleted, by both yourself and your spouse, you will be changed to the Without Wellness premium beginning the first paycheck 

in October. 

To schedule an appointment with CareHere please call 1-877-423-1330 or go to 

https://www.myhealthguide.com/lab/reg2/utility 
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Radiology, Pathology and Anesthesiology 
Provider Services at Ambulatory Surgical Center 
or Hospital 

In-Network Specialist 
 
Out-of-Network 

ASC: DED + 30% 
Hospital: DED + 30% 
In-Ntwk: DED + 30% 

ASC: DED + 20% 
Hospital: DED + 20% 
In-Ntwk: DED + 20% 

Medical Pharmacy Monthly In-Network OOP Max 
(Provider-Administered Rx)* 

In-Network  
Out-of-Network 

$200 monthly OOP max 
applies after deductible 

20% (after DED) 
DED + 50% 

$200 monthly OOP max 
applies after deductible 

20% (after DED) 
DED + 50% 

PREVENTATIVE CARE   

Adult Wellness Office Services 
In-Network Family Physician  
In-Network Specialist  
Out-of-Network 

 
$0 
$0 
$0 

 
$0 
$0 
$0 

Colonoscopies (Routine) 
 

In-Network  
Out-of-Network 

Age 50+ then Frequency Schedule  
Applies 

$0 
$0 

Age 50+ then Frequency Schedule  
Applies 

$0 
$0 

Mammograms (Routine and Dx) 
In-Network  
Out-of-Network 

 
$0 
$0 

$0 
$0 

Well Child Office Visits (No BPM) 
In-Network Family Physician  
In-Network Specialist  
Out-of-Network 

$0 
$0 

50% (No DED) 

$0 
$0 

50% (No DED) 

EMERGENCY/URGENT/CONVENIENT CARE   

Ambulance Maximum (combined ground, air 
and water - per day) 

In-Network  
Out-of-Network 

$5,500 
 

DED + 30% 
In-Ntwk DED + 30% 

$5,500 
 

DED + 20% 
In-Ntwk DED + 20% 

Convenient Care Centers (CCC) 
In-Network  
Out-of-Network 

 
$25 

DED + 50% 

 
DED + 20% 
DED + 50% 

Emergency Room Facility Services 
(also see Professional Provider Services) 

In-Network  
Out-of-Network 

 
 

$300 
$300 

 
 

DED + 20% 
OON DED + 20% 

Urgent Care Centers (UCC) 
In-Network  
Out-of-Network 

 
$35 

DED + 50% 

 
$45 

DED + 50% 

FACILITY SERVICES -  HOSP/SURG/ICL/IDTF 
Unless otherwise noted, physician services are in 
addition to facility services. See Professional Provider 
Services. 

  

Ambulatory Surgical Center 
In-Network  
Out-of-Network 

 
$100 

DED + 50% 

 
DED + 20% 
DED + 50% 

Independent Clinical Lab 
In-Network  
Out-of-Network 

 
$0 

DED + 50% 

 
$0 

DED + 50% 

Independent Diagnostic Testing Facility - 
Xrays and AIS (Includes Physician Services) 

In-Network - Advanced Imaging Services (AIS) 
In-Network - Other Diagnostic Services 
Out-of-Network  

 
 

$200 
$0 

DED + 50% 

 
 

DED + 20% 
DED + 20% 
DED + 50% 

Inpatient Hospital (per admit) 
In-Network  
 
Out-of-Network 

 
DED + 30% 
DED + 30% 
DED + 50% 

 
DED + 20% 
DED + 20% 
DED + 50% 

Inpatient Rehab Maximum 21 Days 21 Days 

Outpatient Hospital (per visit) 
In-Network  
 
Out-of-Network 

 
DED + 30% 
DED + 30% 
DED + 50% 

 
DED + 20% 
DED + 20% 
DED + 50% 
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Therapy at Outpatient Hospital  
In-Network Specialist 
 
Out-of-Network 

 
Option 1 - $45 
Option 2 - $60 
DED + 50% 

DED + 20% 
DED + 20% 
DED + 50% 

MENTAL HEALTH AND SUBSTANCE ABUSE   

Inpatient Hospitalization  
In-Network  
 
Out-of-Network 

 
Option 1 - $0 
Option 2 - $0 

40% (No DED) 

 
Option 1 - $0 
Option 2 - $0 

50% (No DED) 

Outpatient Hospitalization (per visit) 
In-Network 
  
Out-of-Network 

 
Option 1 - $0 
Option 2 - $0 

40% (No DED) 

 
Option 1 - $0 
Option 2 - $0 

50% (No DED) 

Provider Services at Hospital and ER 
In-Network  
Out-of-Network 

 
$0 
$0 

$0 
$0 

Physician Office Visit 
In-Network Family Physician or Specialist 
Out-of-Network Provider 

$0 
40% (No DED) 

$0 
50% (No DED) 

Emergency Room Facility Services (per visit) 
In-Network  
Out-of-Network 

$0 
$0 

$0 
$0 

Provider Services at Locations other than Hos-
pital and ER 

In-Network Family Physician or Specialist 
Out-of-Network Provider 

$0 
40% (No DED) 

$0 
50% (No DED) 

OTHER SPECIAL SERVICES AND LOCATIONS   

Advanced Imaging Services in Physician’s 
Office 

In-Network Family Physician  
In-Network Specialist  
Out-of-Network 

 
$150 
$150 

DED + 50% 

 
DED + 20% 
DED + 20% 
DED + 50% 

Birthing Center  
In-Network  
Out-of-Network 

 
DED + 30% 
DED + 50% 

 
DED + 20% 
DED + 50% 

Durable Medical Equipment, Prosthetics,  
Orthotics BPM 

In-Network  
Out-of-Network 

Enteral Formulas: $2,500 All Other: 
No Maximum 
DED + 30% 
DED + 50% 

Enteral Formulas: $2,500 All Other: 
No Maximum 
DED + 20% 
DED + 50% 

Home Health Care BPM 
In-Network  
Out-of-Network 

30 Visits 
DED + 30% 
DED + 50% 

30 Visits 
DED + 20% 
DED + 50% 

Hospice LTM 
In-Network  
Out-of-Network 

No Maximum 
DED + 30% 
DED + 50% 

No Maximum 
DED + 20% 
DED + 50% 

Outpatient Therapy and Spinal Manipulations BPM 35 Visits (Includes up to 26 Spinal 
Manipulations) 

35 Visits (Includes up to 26 Spinal 
Manipulations) 

Skilled Nursing Facility BPM 
In-Network  
Out-of-Network 

90 days 
DED + 30% 
DED + 50% 

90 days 
DED + 20% 
DED + 50% 

PRESCRIPTION DRUGS   

Deductible $100 Brand Only $200 Brand Only 

In-Network  
Retail (30 days) 

Generic/Preferred Brand/Non-Preferred Brand 
Mail Order (90 days) 

Generic/Preferred Brand/Non-Preferred Brand 

 
 

$10 / $30 / $45 
 

$20 / $60 / $90 
No RX deductible 

 
 

$20 / $40 / $60 
 

$40 / $80 / $120 
RX deductible applies 

Out-of-Network 
Retail (30 days) 

Generic/Preferred Brand/Non-Preferred Brand 
Mail Order (90 days) 

Generic/Preferred Brand/Non-Preferred Brand 

 
 

50% / 50% / 50% 
 

50% / 50% / 50% 

 
 

50% / 50% / 50% 
 

50% / 50% / 50% 

Specialty Pharmacy/Drugs (30 days) 
CareMark - 1-866-278-5108 

In-Network—CareMark 
Out-of-Network 

 
 

$10 / $30 / $45 
50% / 50% / 50% 

 
 

$20 / $40 / $60 
50% / 50% / 50% 
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Rates (monthly)  High Plan  Low Plan  

Employee $36.15 $26.42 

Employee +1 Dependent $56.11 $40.98 

Employee +2 or more Dependents $88.53 $64.65 

 

DENTAL BENEFITS 

Network: PDP Plus  

  Plan Option 1 High Plan Plan Option 2 Low Plan 

Coverage Type In-Network Out-of-Network In-Network Out-of-Network 

Type A – cleanings, oral examinations 
100% of 

100% of R&C Fee 
100% of 

90% of R&C Fee 
Negotiated Fee Negotiated Fee 

Type B – fillings 
80% of 

80% of R&C Fee 
80% of 

60% of R&C Fee 
Negotiated Fee Negotiated Fee 

Type C –bridges and dentures 
50% of 

50% of R&C Fee 
50% of 

40% of R&C Fee 
Negotiated Fee Negotiated Fee 

Type D – orthodontia 
50% of 

50% of R&C Fee 
50% of 

50% of R&C Fee 
Negotiated Fee Negotiated Fee 

Deductible         

Individual $50.00  $50.00  $50.00  $50.00  

Family $150.00  $150.00  $150.00  $150.00  

Annual Maximum Benefit         

Per Person $1,000  $1,000  $1,000  $1,000  

Orthodontia Lifetime Maximum         

Per Person $1,000  $1,000  $1,000  $1,000  

Common Questions... Important Answers                                                                                                                                                                                
How do I find a participating dentist? There are thousands of general dentists and specialists to choose from nationwide — so 

you are sure to find one who meets your needs. You can receive a list of these participating dentists online at www.metlife.com 

or call 1-800-942-0854 to have a list faxed or mailed to you.                                                                                                                                                                                        

May I choose a non-participating dentist? Yes. You are always free to select the dentist of your choice. However, if you choose 

a non-participating dentist, your out-of-pocket costs may be higher. He or she hasn’t agreed to accept negotiated fees. So you 

may be responsible for any difference in cost between the dentist's fee and your plan's benefit payment.                                                                                                                                                    

Can I find out what my out-of-pocket expenses will be before receiving a service? Yes. You can ask for a pretreatment estimate. 

Your general dentist or specialist usually sends MetLife a plan for your care and requests an estimate of benefits. The estimate 

helps you prepare for the cost of dental services. We recommend that you request a pre-treatment estimate for services in 

excess of $300. Simply have your dentist submit a request online at www.metdental.com or call 1-877-MET-DDS9. You and 

your dentist will receive a benefit estimate for most procedures while you are still in the office. Actual payments may vary de-

pending upon plan maximums, deductibles, frequency limits and other conditions at time of payment. 

* Dependent children are eligible for coverage up until  the end of the calendar year in which the dependent turns age 30. 
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 List of Primary Covered Services  Plan Option 1 – High Plan Plan Option 2 – Low Plan 

Type A – Preventive How Many/How Often     

Prophylaxis (cleanings) •Two time in 12 months •Two time in 12 months 

Oral Examinations •Two time in 12 months. •Two time in 12 months. 

Topical Fluoride Applications •Once in 36 months 
•Two times in 12 months for a dependent 

child under age 14. 

X-rays 

•Full mouth X-rays: one in 36 months. 

•Bitewing X-rays: one set in 12 months for 

adults; one set in 12 months for children 

under age 19 

•Full mouth X-rays: one per 60 months. 

•Bitewing X-rays: one set per calendar year 

for adults; two sets per calendar year for 

children. 

Space Maintainers •.One per lifetime for a child under age 14 •.One per lifetime for a child under age 14 

Type B - Basic Restorative How Many / How Often     

Simple Extractions •Unlimited •Unlimited 

Endodontics 
•Root canal treatment limited to one per 

tooth per lifetime 

•Root canal treatment limited to one per 

tooth per lifetime 

General Anesthesia •Unlimited •Unlimited. 

Oral Surgery •Unlimited •Unlimited 

Periodontics 

•Periodontal scaling and root planing once 

per quadrant, every 24 months. 

•Total number of periodontal maintenance 

treatments and prophylaxis cannot exceed 

two treatments in a calendar year. 

•Periodontal scaling and root planing once 

per quadrant, every 24 months. 

•Total number of periodontal maintenance 

treatments and prophylaxis cannot exceed 

two treatments in a calendar year. 

Sealants 

•One application of sealant material every 

36 months for each non- restored, non-

decayed 1st and 2nd molar of a dependent 

child up to age 16. 

•One application of sealant material every 

5 years for each non-restored, non-decayed 

1st and 2nd molar of a dependent child up 

to age 16. 

Type C - Major Restorative How Many/How Often     

Implants • One per tooth position in 5 calendar years 
• One per tooth position in 5 calendar 

years 

Bridges and Dentures 

•Initial placement to replace one or more 

natural teeth, which are lost while covered by 

the Plan. 

•Dentures and bridgework replacement: one 

every 5 years. 

•Replacement of an existing temporary full 

denture if the temporary denture cannot be 

repaired and the permanent denture is in-

stalled within 12 months after the temporary 

denture was installed. 

•Initial placement to replace one or more 

natural teeth, which are lost while covered 

by the Plan. 

•Dentures and bridgework replacement: 

one every 5 years 

•Replacement of an existing temporary full 

denture if the temporary denture cannot be 

repaired and the permanent denture is 

installed within 12 months after the tempo-

rary denture was installed. 

Crowns/Inlays/Onlays •Replacement: once every 5 years. •Replacement: once every 5 years. 

Type D – Orthodontia How Many/How Often     

  •Your Children, up to age 26, are covered 

while Dental Insurance is in effect All dental 

procedures performed in connection with 

orthodontic treatment are payable as Ortho-

dontia. 

•Payments are on a repetitive basis. 

•20% of the Orthodontia Lifetime Maximum 

will be considered at initial placement of the 

appliance and paid based on the plan bene-

fit’s coinsurance level for Orthodontia as 

defined in the Plan Summary. 

•Orthodontic benefits end at cancellation of 

coverage. 

•Your Children, up to age 26, are covered 

while Dental Insurance is in effect. All den-

tal procedures performed in connection 

with orthodontic treatment are payable as 

Orthodontia. 

•Payments are on a repetitive basis. 

•20% of the Orthodontia Lifetime Maxi-

mum will be considered at initial place-

ment of the appliance and paid based on 

the plan benefit’s coinsurance level for 

Orthodontia as defined in the Plan Sum-

mary. 

•Orthodontic benefits end at cancellation 

of coverage. 

   

The service categories and plan limitations shown above represent an overview of your Plan Benefits. This document presents the majority 

of services within each category, but is not a complete description of the Plan. 
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VOLUNTARY LONG TERM DISABILITY 

What is Long-Term Disability Insurance? 
 
Long-Term Disability (LTD) insurance can help replace a portion of your income if you are unable to work for an extended 
period of time due to sickness or accidental injury. It helps to provide the day to day peace of mind that comes from knowing 
that, during the time you would be recovering from a significant event in your life, you may not have to shoulder the additional 
burden of wondering how you’re going to pay for the things that would still have to be paid for.  
 

Why Should I Consider LTD Insurance? 
 
You may have already purchased home, auto and life insurance to protect yourself against the threat of loss. And, you may 
already have health insurance to protect you against the cost of medical bills. But, have you protected one of your most valua-
ble assets—your ability to work and earn a living? 
 

Your employer recognizes the need for you to protect your ability to earn an income and is offering you the opportunity to en-
roll in Long term Disability insurance coverage from MetLife. The plan is being made available to you with the convenience of 
payroll deduction so you don’t have to worry about mailing monthly payments.  
 

Eligibility Requirements and Rates: 
 
All active full-time Police, Fire and EMT Employees working at least 40 hours per week are eligible to participate and the rates 
are listed as EMERGENCY PERSONNEL.   
All Active full-time employees, exclusive of Policy, Fire and EMT, employees working at least 40 hours per week are 
eligible to participate and the rates are listed as NON EMERGENCY PERSONNEL. 
Rates are on the following page.  Please refer to the correct chart for your classification as an Emergency Personnel 
or  Non-Emergency Personnel.  
 

How is “Disability” Defined Under the Plan? 
 
Generally you are considered disabled and eligible for long term benefits if, due to sickness, pregnancy or accidental injury, 
you are receiving appropriate care and treatment and complying with the requirements of the treatment and you are unable to 
earn more than 60% of your pre-disability earnings from any employer in your local economy at any gainful occupation for 
which you are reasonably qualified taking into account your training, education and experience.  
 

What is the benefit amount? 
 
The benefit amount is 60% for your pre-disability earnings up to a maximum of $10,000. 

 

When do benefits begin and how long do they continue? 
 
Benefits begin after the  end of the elimination period (EP).   
The elimination period begins on the day you become disabled and is the length of time you must wait, while disabled, before 
you are eligible go receive a benefit.  The elimination period is determined by your election.  You may choose from 
30,60,90,or 180 days towards the elimination period.  
 
For a complete description of this and other requirements that must be met, and additional disability plan benefits, 
refer to MetLife’s Certificate of Coverage provided by The City of Ocala.  
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Monthly Premiums for Long Term Disability 
1. To determine your premium, refer to the chart below (either emergency personnel or non-emergency personnel) for 

the rates per $100 of covered monthly salary, then select your age banded rate.  

LTD Rates for Emergency Personnel  ONLY (Police, Fire, EMT)  

Elimination  

Period: 
Employee’s Age 

 Under 35 35-39 40-44 45-49 50-54 55-59 60-64 65+ 

30 day EP 0.887 1.836 3.611 4.779 5.202 5.229 5.048 3.411 

60 day EP 0.485 1.004 1.974 2.612 2.843 2.858 2.759 1.864 

90 day EP 0.217 0.450 0.885 1.170 1.274 1.281 1.236 0.836 

180 day EP 0.131 0.272 0.535 0.708 0.771 0.775 0.748 0.506 

LTD Rates for NON—Emergency personnel (Excludes Police, Fire, EMT) 

Elimination  

Period: 
Employee’s Age 

 Under 35 35-39 40-44 45-49 50-54 55-59 60-64 65+ 

30 day EP 0.595 1.232 2.423 3.206 3.489 3.508 3.386 2.288 

60 day EP 0.415 0.860 1.690 2.237 2.435 2.447 2.363 1.597 

90 day EP 0.292 0.605 1.191 1.575 1.715 1.724 1.664 1.125 

180 day EP 0.192 0.398 0.783 1.036 1.128 1.134 1.095 0.740 

Monthly Premium Calculation Worksheet: 

A. Annual Earnings  =  
PLEASE NOTE: If your annual earnings exceed $200,000, the premium is based on 
$200,000, due to the maximum benefit cap. Use $200,000 in this calculation. 

$ 

B. Monthly Earnings  =  
(“A” divided by 12) $ 

C. Your Monthly Earnings divided by 100  = 
(“B” divided by 100) $ 

D. Estimated Monthly Premium you will pay   = 
(”C” multiplied by the applicable age-banded rate) $ 

2. Complete the following premium calculation worksheet: 

 
Premiums are based on your current age as of the effective date of coverage. At each policy anniversary, future costs will 
change as your age increases. Premiums also increase if you have increases in salary during the year. 
Due to rounding, your actual payroll deducted premium amount may vary slightly.  
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Long Term Disability Frequently Asked Questions:  
  
 

Q. Are my benefits taxable? 
 
Since you pay your premiums with after-tax dollars, your benefit in the event of an approved dis-
ability is tax free.  
 

Q. Can I return to work part-time and still receive a benefit? 
 
Yes. As long as you are disabled and meet the terms of your disability plan, you may qualify for 
adjusted disability benefits. Your plan offers financial and rehabilitation incentives designed to 
help you return to work, even on a part-time basis when you participate in an approved  
Rehabilitation Program. While disabled, you may receive up to 100% of your pre-disability earn-
ings when combining benefits, Rehabilitation Incentives, other income sources such as Social 
Security Disability Benefits and part-time earnings. With the Rehabilitation Incentive you can get 
a 10% increase in your monthly benefit. You may be eligible for the Moving Expense Incentive if 
you incur expenses in order to move to a new residence recommended as a part of the Rehabili-
tation Program. Expenses must be approved in advance. The Family Care Incentive provides 
reimbursement up to $400 per month for eligible expenses, such as child care, during the first 24 
months of disability. 
 
Q. If I didn’t purchase coverage at a prior date, can I still purchase coverage during 

open enrollment? 

 
Yes; however, you must complete an Evidence of Insurability Form to apply for coverage. Cover-
age is not guaranteed and is subject to approval by the insurance carrier. 
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FLEXIBLE SPENDING ACCOUNTS 

The TASC FlexSystem  
MEDICAL FLEXIBLE SPENDING ACCOUNT 
DEPENDENT CARE FLEXIBLE SPENDING ACCOUNT 
 
How FlexSystem Works—FlexSystem FSA is administered by TASC (Total Administrative Services 
Corporation).  When you choose to enroll in the Healthcare (Medical) and /or Dependent Care FSA, you 
choose the dollar amount you want to contribute to each account based on your estimated expenses for 
the upcoming plan year.  Employee salary deductions to the medical FSA are limited to $2,550 and for 
the dependent care FSA are limited  to $5,000 for the plan year. These are taken out on a pre-tax basis 
from your paycheck.  
 
Enrollment is only during the annual open enrollment.  
The TASC DEBIT/VISA Card does not have an annual fee.  
 
 
 
Reimbursement  and the TASC Card - As you incur eligible expenses, simply swipe your TASC Card. 
The card automatically pays for and substantiates most eligible expenses at the point of purchase. If you 
do not use the TASC Card to pay for an eligible expense simply submit a request for reimbursement via 
one of the following: the My TASC Mobile App, online Request for Reimbursement Wizard in MyTASC, 
text message, fax or mail.   
 
Your reimbursement is deposited in your MyCash account. You can access your MyCash funds in three 
ways: (1) swipe your TASC Card at any merchant that accepts major credit cards,  
(2) withdraw at an ATM using your TASC Card (with PIN), or  
(3) transfer to a personal bank account from MyCash Manager within MyTASC.  
 
You may also call TASC at 1-800-422-4661 and provide your personal bank routing number and account 
number to authorize TASC to directly reimburse into your personal bank account.  This feature is also 
available online with a one time set-up through MyCash Manager. 
 
Multiple Methods for Account Management -You may use any of the following self-service options to 
access your FlexSystem accounts and TASC Card transactions:  
 
 MyTASC Online:  www.tasconline.com 
 MyCash Manager: within MyTASC at www.tasconline.com 
 MyTASC Mobile App: free download at www.tasconline.com/mobile  
 MyTASC Text Messaging : elect through your MyTASC account online 
 
Medical FSA $500 Carryover  
It is important to be conservative in making elections because any unused funds left in your FSA at at the 
close of the Plan Year are not refundable to you.  The exception is a $500 carryover which is now availa-
ble starting with the 2014-2015 Plan Year.  You may carryover up to $500 from year to year with no cost 
or penalty.  
 Please visit www.tasconline.com for questions on TASC Card issuance, Card Funding,  
Account Management, Using Your TASC Card, Fees , and Card Operations.  
Note:  For a  list of FSA qualified medical expenses, please visit www.irs.gov/publications/p502 
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DEPENDENT CARE FSA  
 
The TASC dependent care flexible spending account allows you to have money deducted from 
your paycheck before taxes and placed in your MyCash account.  Please refer to the proceeding 
page on Cash Management options and reimbursement.   After you have accumulated the neces-
sary funds in your dependent care account, you will be reimbursed for dependent care expenses 
(daycare, extended day, senior care).  
Enrollment is only during the annual open enrollment period.  
 
 
Special Rules - 3 Important Rules Apply To Flexible Spending Accounts: 
1. The status change rule: 
Once enrolled you can only change your deduction during the plan year (October 1—September 
30) if you have a family status change event and make the request within 30 days of the event. 
 
2. Front end load on the Medical spending account:  
Unlike the dependent care FSA, this feature is unique to the healthcare (medical ) spending ac-
count. The amount you choose to contribute to your medical spending account for the plan year, 
will be “front loaded” at the beginning of the plan year.  This means you will be reimbursed up 
to your annual amount at any time during the plan year regardless of the actual balance in your 
medical spending account (not to exceed your annual amount).  
 
For example: If you elect $520.00 for the year and two months into the plan year you have an eli-
gible expense of $520.00, you have access to the total $520.00 even though you have only con-
tributed for two months and have $80.00 in your account. Your account will show a negative bal-
ance which you will pay back each pay period from the deductions to your account. This rule does 
not apply to the Dependent Care account where you may  
only be reimbursed up to your actual account balance. 
 
3.  The use it or lose it rule:   
Only allocate funds you know you and your dependents will spend.  Any unused amounts in your 
account at the end of the plan year, except the $500 carryover in the medical FSA, are forfeited to 
The City of Ocala. 
Please see the preceding page on the $500 carryover.  
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EMPLOYEE HEALTH & WELLNESS CENTER 

2100 NE 30th Ave, Bldg 300 Suite 102.  

 

They are open by appointment: 

Monday 7am-5pm (closed for lunch 12pm-1pm) 

Tuesday & Wednesday 7am to 6pm (closed for lunch 12pm-1pm) 

Thursday 7am-5pm (closed for lunch 12pm-1pm) 

Friday 8am-5pm (closed for lunch 12pm-1pm) 

THE EMPLOYEE HEALTH & WELLNESS CENTER 
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IMPORTANT NOTICES FOR PLAN PARTICIPANTS 

 
HIPAA Special Enrollment Rights – If you are declining enrollment for yourself or your dependents 
(including you spouse) because of other health insurance coverage, you may in the future be able to enroll 
yourself or your dependents in this plan, provided that you request enrollment within 30 days after your oth-
er coverage ends. In additional, if you have a new dependent as a result of marriage, birth, adoption, or 
placement for adoption, you may be able to enroll yourself and your dependents, provided that you request        
enrollment within 30 days after the marriage, birth, adoption, or placement for adoption. 
Effective April 1, 2009, a special enrollment period provision is added to comply with the requirements of 
the Children’s Health   Insurance Program Reauthorization Act (CHIPRA) of 2009. If you or a dependent is 
covered under a Medicaid or CHIP plan and coverage is terminated as a result of the loss of eligibility for 
Medicaid or CHIP coverage, you may be able to enroll yourself and/or your dependent(s). However, you 
must enroll within 60 days after the date eligibility is lost. If you or a dependent becomes eligible for premi-
um assistance under an applicable State Medicaid or CHIP plan to purchase coverage under the group 
health plan, you may be able to enroll yourself and/or your dependent(s). However, you must enroll within 
60 days after you or your dependent is          determined to be eligible for State premium assistance. 
Please note that premium assistance is not available in all states. 
 
Medicaid and the Children’s Health Insurance Program - If you are eligible for health coverage from 
your employer, but are  unable to afford the premiums, some States have premium assistance programs 
that can help pay for coverage. These States use funds from their Medicaid or CHIP programs to help peo-
ple who are eligible for employer-sponsored health coverage, but need assistance in paying their premi-
ums. If you or your dependents are already enrolled in Medicaid or CHIP, you can contact your State Medi-
caid or CHIP office to find out if premium assistance is available. 
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your 
dependents might be eligible for either of these programs, you can contact your State Medicaid or CHIP 
office or dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to apply. If you qualify, you can 
ask the State if it has a program that might help you pay the premiums for an employer-sponsored plan. 
Once it is determined that you or your dependents are eligible for premium assistance under Medicaid or 
CHIP, your employer’s health plan is required to permit you and your dependents to enroll in the plan—as 
long as you and your dependents are eligible, but not already enrolled in the employer’s plan. This is a 
called a “special enrollment” opportunity, and you must request coverage within 60 days of being deter-
mined eligible for premium assistance. 
 
Michelle’s Law – The law allows for continued coverage for dependent children who are covered under 
your group health plan as a student if they lose their student status because of a medically necessary leave 
of absence from school. This law applies to medically necessary leaves of absence that begin on or after 
January 1, 2010. 
If your child is no longer a student, as defined in your Certificate of Coverage, because he or she is on a 
medically necessary leave of absence, your child may continue to be covered under the plan for up to one 
year from the beginning of the leave of absence. This continued coverage applies if your child was (1) cov-
ered under the plan and (2) enrolled as a student at a post-secondary educational institution (includes col-
leges, universities, some trade schools and certain other post-secondary institutions). 
Your employer will require a written certification from the child's physician that states that the child is suffer-
ing from a serious illness or injury and that the leave of absence is medically necessary. 
 
Annual Disclosures 
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IMPORTANT NOTICES FOR PLAN PARTICIPANTS 

 
Section 111 – Effective January 1, 2009 Group Health Plans are required by Federal government to com-
ply with Section 111 of the Medicare, Medicaid, and SCHIP Extension of 2007’s new Medicare Secondary 
Payer regulations. The mandate is designed to assist in establishing financial liability of claim assign-
ments. In other words, it will help establish who pays first. The mandate requires Group Health Plans to 
collect additional information, more specifically Social Security Numbers for all enrollees, including          
dependents six months of age or older. Please be prepared to provide this information on your Benefit En-
rollment Form when       enrolling into benefits. 
 
Women’s Health and Cancer Rights Act of 1998 – The medical plans provide benefits for mastectomy-
related services including all stages of reconstruction and surgery to achieve symmetry between the 
breasts, prosthesis, and complications resulting from a        mastectomy, including lymph edema. 
 
Important Notice About Your Prescription Drug Coverage and Medicare – This notice has information 
about current prescription drug coverage with City of Ocala.  and about options under Medicare’s Part D 
prescription drug coverage.  The information can help individuals eligible for Part D decide whether or not 
to join a Medicare drug plan.  Prior to November 15th, a Medicare Part D Notice will be mailed to your 
home providing details and creditable coverage information.  
 
Notice of Privacy Practices—This notice describes the medical information practices of all the group 
health plans (collectively, the “Plan”) maintained by City of Ocala.  (the “Plan Sponsor”) and that of any 
third party that assists in the administration of Plan claims.  The Plan has been amended to incorporate the 
requirements of this notice.  We understand that medical information about you and your health is person-
al.  We are committed to protecting medical information about you.  This notice applies to all of the medical 
records we maintain.  Your personal doctor or health care provider may have different policies or notices 
regarding the use and disclosure of your medical information created in the doctor’s office or health provid-
er’s facility.  This notice will tell you about the ways in which we may use and disclose medical information 
about you.  It also describes our obligations and your rights regarding the use and disclosure of medical 
information. 
We are required by law to: 

 Make sure that medical information that identifies you is kept private; 
 Give you this notice of our legal duties and privacy practices with respect to medical information 

about you; and 
 Follow the terms of the notice that is currently in effect. 
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KEY CONTACTS 

Please refer to this list when you need to contact one of your benefits vendors. For general 
 information, contact your Human Resources Department. 

 
Company Name 

 
Customer Service 

 
Website 

  
Francene Marra (386) 239-5769 

Robin Riley (386) 239-4051 
 

 
www.bbpria.com  

  
Medical 

877-352-2583 
 

 
www.bcbsfl.com 

  

Dental : 800-438-6388  
Disability: 800-858-6506 

 

 
 

www.metlife.com 

  
Vision 

800-525-9778 
 

 
www.2020eyecareplan.com 

 

 
 

 
HR & Risk Management 

 
352-629-8359 

  
Pet Insurance 
877-738-7874 

 
 

www.petinsurance.com/ocalafl 
 

  
Flexible Spending Account 

800-422-4661 
 

 
www.tasconline.com 

  
 

Allstate Cancer, Accident and 
Critical Illness 

 

 
Tom Watson 

352-237-0452 
 

 
U.S. Legal Services 

 
 

Legal Services 

 
Dixie Kuehn 

321-799-2986 

 
Life Insurance 

1-800-392-7295 
www.ochsinc.com 


