




For more information and a complete list of our providers,
visit www.goldendentalplans.com or

call 1-800-451-5918
Enroll today… you’ll be glad you did!

With Golden Dental Plans,
Wayne County Employees
receive the highest level of
benefits available!!!

Serving
Wayne
County

Employees
for Over
15 Years

• 100% Coverage on Exams, X-Rays, Cleanings
and Fluoride

• 100% Coverage on Crowns, Fillings,
Routine Extractions and Root Canals

• 85% Coverage on all Class III and
Specialty Care Services

• Highest Orthodontic Coverage Available
100% Coverage – Save up to $5,000.00

• Low out-of-pocket costs
• Many NEW office locations!
• Now offering Zoom Teeth Whitening $299.00
• Unlimited Annual Maximum
• LARGEST MANAGED CARE NETWORK AVAILABLE!



Dental Plan Benefits
Benefit Description Blue Cross Traditional Plus Dental Golden Dental Plan

Plan Type Traditional Indemnity DMO
Groups Numbers 81124-017, -617 GDP

Single person coverage
Two person coverage
Family coverage

Examinations, x-rays, cleanings 
and flouride treatment Covered Covered

Fillings, crowns and repairs / 
relines to existing prosthetic 
appliances

Covered Covered

Extractions and surgery performed 
by a dentist Covered Covered

When performed by a specialist Covered with 15% copay Covered with 15% copay

Root canals and treatment of 
damaged nerves Covered with 15% copay Covered with 15% copay

Construction of dentures and 
bridges Covered with 15% copay Covered with 15% copay

Gum treatment and appliances Covered with 15% copay Covered with 15% copay

Correction of malposed teeth Covered at 50% to a lifetime maximum of $1,000 
with no age restrictions

Two-year banding program covered at 100% 
through age 18; age 19 and over covered with 
$1,250 deductible.

Annual Benefit Maximum 

$1,000 per calendar year for all services except 
orthodontic.  Lower costs by using BCBSM 
participating dentists. Further reduce costs by 
using DenteMax dentists. 

None

Insurance Carrier  Blue Cross Blue Shield of MI  Golden Dental Plans, Inc. 
Customer Service Number  (800) 921-5504  (800) 451-5918 

Address  600 E. Lafayette
Detroit, MI  48226 

 29377 Hoover Road
Warren, MI  48093 

Web Site  www.bcbsm.com  www.goldendentalplans.com 

Insurance Company Contact Information

Restorative Services

Oral Surgery

Endodontic Services

BENEFITS SUMMARY - AFSCME (PROBATE COURT)

Diagnostic and Preventative Services

Employee Monthly Contributions Towards Health Plan Enrollment  (for the period 10/1/20010 through 9/30/2011)

 None  None 

The following comparison chart describes the essential features of the health insurance plans in general terms.  Unless otherwise specified, the summary describes in-network 
benefits.  It is not intended to be a full description of coverage.  The complete plans are described in the certificates of coverage issued by each plan.  A certificate is available from the 
insurer upon request to all interested parties.

Orthodontic Services

Prosthodontic Care

Periodontic Services

12 - BSG DENTAL AFSCME (Probate Court) 2010.xls - DENTAL -017,-617,GDP
Contract Code: 10 17
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Heritage Vision Plans
Superior Service...Committed to Quality 

•	 Web Based access to information including eligibility, 
plan design, and provider locations.

•	 Convenient and easy-to-use vision benefits. No 
complicated procedures or forms to submit.

•	 Interactive Voice Response (IVR) System available 
7 days a week, 24 hours a day to access plan infor- 
mation, provider locations, and step-by-step instructions. 
 

•	 Access to an extensive network of licensed Optom-
etrists, Ophthalmologists and Opticians.

•	 Customer Service Representatives to assist you.

•	 Preferred Pricing Discounts at Heritage Provider 
Locations.

Heritage has delivered a tradition of quality since 1975. 
As a premier provider of vision benefit programs, Heritage 
offers the power of a national network, balanced with the 
personalized service of a neighborhood business.

Vision Plans

Vision Is Our Only Focus

From small businesses to Fortune 500 companies, Heri-
tage provides flexible, responsive, individualized vision 
plans to meet your organization’s needs. Our cutomized
vision program for Wayne County employees helps you 
spend less for your vision material needs.

We Offer Our Wayne CCountty Members:

HERITAGE VISION PLANS, INC.
  440 E. Congress,  Suite 300

Detroit, MI 48226
1-888-322-0919

www.heritagevisionplans.com

Vision Plans for the future

•	 Web Based access to information including eligibility, 
plan design, and provider locations.

•	 Convenient and easy-to-use vision benefits. No 
complicated procedures or forms to submit.

•	 Interactive Voice Response (IVR) System available 
7 days a week, 24 hours a day to access plan infor- 
mation, provider locations, and step-by-step instructions. 
 

•	  No, or reduced, out-of-pocket costs.
etrists, Ophthalmologists and Opticians.

•	 Customer Service Representatives to assist you.

•	 Preferred Pricing Discounts at Heritage Provider 
Locations.

Heritage has delivered a tradition of quality since 1975. 
As a premier provider of vision benefit programs, Heritage 
offers the power of a national network, balanced with the 
personalized service of a neighborhood business.

Vision Plans

Vision Is Our Only Focus

From small businesses to Fortune 500 companies, Heri-
tage provides flexible, responsive, individualized vision 
plans to meet your organization’s needs. Our customized
vision program for Wayne County employees helps you 
spend less for your vision material needs.

We Offer Our Wayne CCountty Members:

HERITAGE VISION PLANS, INC.
  440 E. Congress,  Suite 300

Detroit, MI 48226
1-888-322-0919

www.heritagevisionplans.com

Vision Plans for the future

•	 Web Based access to information including eligibility, 
plan design, and provider locations.

•	 Convenient and easy-to-use vision benefits. No 
complicated procedures or forms to submit.

•	 Interactive Voice Response (IVR) System available 
7 days a week, 24 hours a day to access plan infor- 
mation, provider locations, and step-by-step instructions. 
 

•	 Access to an extensive network of licensed Optom-
etrists, Ophthalmologists and Opticians.

•	 Customer Service Representatives to assist you.

•	 Preferred Pricing Discounts at our network provider 
locations.

Heritage has delivered a tradition of quality since 1975. 
As a premier provider of vision benefit programs, Heritage 
offers the power of a national network, balanced with the 
personalized service of a neighborhood business.

Vision Plans

Vision Is Our Only Focus

From small businesses to Fortune 500 companies, Heri-
tage provides flexible, responsive, individualized vision 
plans to meet your organization’s needs. Our cutomized
vision program for Wayne County employees helps you 
spend less for your vision material needs.

We Offer Our Wayne CCountty Members:

HERITAGE VISION PLANS, INC.
  440 E. Congress,  Suite 300

Detroit, MI 48226
1-888-322-0919

www.heritagevisionplans.com

Vision Plans for the future



BENEFITS SUMMARY - AFSCME (PROBATE COURT) 

The following chart describes the essential features of the health insurance plan in general terms.  Unless otherwise specified, the summary describes in-network services.  It is 
not intended to be a full description of coverage.  The complete plan is described in the applicable collective bargaining agreement, executive benefit plan and/or Wayne County 
Health and Welfare Benefit Plan of 2006.  A copy of the benefit plan is available from the plan administrator upon request to all interested parties.  A certificate is available from the 
insurer upon request to all interested parties.

Vision Plan Benefits
Benefit Description Wayne County 

Optical Reimbursement Program Vision Insurance Plan

Plan Type Reimbursement Plan HMO Plan
Groups Numbers OPT175 HVP
Employee Monthly Contributions Towards Health Plan Enrollment  (for the period 10/1/2010 through 9/30/2011)

Single person coverage
 None  None Two person coverage

Family coverage
Vision exams Covered Covered under medical plan with $10 copay
Eyeglasses

Lenses Covered when prescribed by a licensed 
optometrist, optician or ophthalmologist

One pair of single vision, bifocal, trifocal and 
lenticular lenses covered at 100% in-network; 
reimbursed up to specified dollar maximum out-
of-network

Frames Covered when prescribed by a licensed 
optometrist, optician or ophthalmologist

Covered in-network up to $75 retail allowance; 
20% in-network preferred pricing discount for 
frame costs exceeding $75 allowance; 
reimbursed up to $30 out-of-network.

Tint Covered Covered 100% in-network
Other lens upgrades: progressive 
lenses, thin lenses, anti-reflective 
coating, UV protection, scratch 
coating, etc.

Covered  
20% in-network preferred pricing discount 
granted for all lens upgrades not covered by the 
plan

Contact Lenses

Elective contacts Covered  Covered in-network up to $100 retail allowance; 
reimbursed up to $65 out-of-network

Medically necessary Covered  
Covered 100% in-network with prior approval for 
medical necessity; reimbursed up to $200 out-of-
network with prior approval

Maximum Benefit $175 reimbursement per person per 2-year 
policy period

Member eligible for glasses or contact lenses 
(not both) in any 24-month consecutive period

Policy Period Renews October 1st of every odd year; minimum 
2-year plan enrollment required Minimum 2-year plan enrollment required

Plan Administration Contact Information
Plan Administrator  Wayne County Benefit Administration Division  Heritage Vision Plans 
Customer Service Number  (313) 224-7721  (888) 322-0919 

Address  600 Randolph Street, Room 171
Detroit, MI  48226 

 440 E. Congress, Suite 300
Detroit, MI  48226 

Web Site  www.waynecounty.com  www.heritagevisionplans.com 
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Meet Our Hearing Professionals at The Hearing Center of Excellence

WAYNE COUNTY EMPLOYEES & RETIREES

Call for Your New Hearing Benefits

1-877 I HEAR IT 
( 1-877-443-2748)

We are unique!  The Hearing Center of Excellence is owned and operated by 
Doctors of Audiology and Ear, Nose & Throat Medical Specialists.  We promise to 

provide outstanding customer care using state-of-the-art digital hearing 
instruments and a caring personal touch.  Your satisfaction is our top priority.  Our 

team of highly trained hearing professionals will guide you through the 
important steps to improve your hearing and quality of life.

Look For Your New Hearing Benefit Card and Information Package
Benefits are for employees and immediate family & retirees and spouse.  Your benefits 
are explained in detail on your benefit card - call us for any questions and to make an 
appointment for your hearing care.  Full Audiology and Ear, Nose & Throat medical 
services are available at both locations.  We are also part of a Nationwide network that 

can take care of your hearing needs outside of the Metro Detroit area if necessary.

Livonia
Marian Professional Bldg

14555 Levan Rd., Suite 303, Livonia, MI  48154

734-367-4603

Dearborn
15212 Michigan Ave.
Dearborn, MI 48126
313-582-8853



BENEFITS SUMMARY - ALL EMPLOYEES

The following chart describes the essential features of the plan in general terms.  The summary describes services provided only through approved hearing aid centers / vendors.  It is 
not intended to be a full description of services.  You will receive a copy of the plan description and ID cards directly from each company through a direct mailing to your home.

Supplemental Hearing Care / Aid Plan Benefits
Benefit Description The Hearing Center for Excellence Epic Hearing

Plan Type Group Discount Plan available to employees, retirees, 
and their dependents

Group Discount Plan available to employees, retirees, 
and their dependents

Groups Numbers N/A N/A
Monthly Cost to Retiree  None  None 

Annual Hearing Evaluation Covered Discounted if not covered under medical plan

Hearing Aid

$750 (normally $1,200) for entry level digital hearing 
aid.  Upgraded mid-level and premium products 
similarly discounted around 25% of THCE's regular 
selling price.

Negotiated pricing as much as 50% below 
manufacturer's suggested retail price.  Members have 
access to all makes, models and manufacturers.  
Members receive a published, preset hearing aid price 
list upon enrollment.

Services Covered with Purchase of a Hearing Aid
Audiogram $20 cost (normally $75) Covered
Hearing aid evaluation $25 cost (normally $130) Covered
Hearing aid check Covered quarterly Covered
Hearing aid service 6 months for programming Covered
Hearing aid batteries One year supply covered One year supply covered

Other Services (discount)

Swim Plugs, Musician Plugs, Hearing Aid Cleaning 
Supplies, TV Amplification, Hearing Aid Compatible Cell 

Phones, Assistive/Alerting Devices.  Priority Appts.  
Onsite ear, nose & throat medical care.  National & 

International retailers.

Swim Plugs, Musician Plugs, Hearing Aid Cleaning 
Supplies, TV Amplification, Hearing Aid Compatible Cell 

Phones, Assistive/Alerting Devices

Trial Period 90-day trial / adjustment period 45-day trial period
Warranty 1 or 2 years, depending on manufacturer 3 years  

Provider Network 2 locations in southeast Michigan 
(in Dearborn and Livonia)

Nat'l network of credentialed ENT physicians and 
audiologists.  Does not include hearing aid dispensers or 

hearing instrument specialists. 
Plan Administration Contact Information

Plan Administrator  The Hearing Center for Excellence  Epic Hearing 
Customer Service Number  (877) 443-2748  (866) 956-5400 

Address

15212 Michigan Ave 
Dearborn, MI  48126 and 
14555 Levan Road, Suite 303 
Livonia, MI  48154

 17870 Castleton St, Suite 308
City of Industry CA  91742 

Web Site  www.hearingexcellence.com  www.epichearing.com 

Supplemental Hearing Care / Aid Plans 21
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What’s the secret to living 
a long, healthy life?

It’s simpler than you think. 

At Blue Cross Blue Shield of Michigan, we 

know that there’s value in taking personal 

responsibility for your health. That’s why we 

promote healthy choices through our online 

tools and resources.

Visit walkytalk.com to learn how simple 

lifestyle changes can lead to big health 

improvements.

bcbsm.com

Jodi Davis
BCBSM Walking Advocate

102877ADMC
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For Employees Electing to Enroll in the BCBSM Flexible Blue Plan, a Qualified High Deductible 
Health Plan. 
 
The following provides a general overview of how a Health Savings Accounts (HSA) works.  It is not intended to be a 
comprehensive description of the laws governing the operation of HSAs.   
 
What is a Health Savings Account? 
 
A Health Savings Account (HSA) is an account that can be 
funded with your tax-exempt dollars, by your employer’s 
contribution, or both, to help pay for eligible medical expenses 
not covered by an insurance plan.  This includes deductibles, 
copays and, in some cases, may be used to pay health 
insurance premiums.  Any qualified medical expenses (as 
defined in Section 125 of the Internal Revenue Code) can also 
be paid or reimbursed from this account. 
 
Note:  Employer contributions into the account shall only be 
made if required under the terms of the appropriate collective 
bargaining agreement (CBA) or benefit plan. 
 
Who is Eligible for an HSA? 
 
Anyone who is: 
 

• Covered by a High-Deductible Health Plan (HDHP) as 
defined by the IRS; 

• Not covered under another medical health plan that is 
not a HDHP; 

• Not entitled to Medicare benefits; and 

• Not eligible to be claimed on another person’s tax 
return. 

 
Note:  Only employees enrolling in the BCBSM Flexible Blue 
Plan are eligible to elect to contribute to an HSA.  However, 
employees enrolling in Flexible Blue are NOT REQUIRED to 
make any contributions to an HSA.  Electing to initiate an HSA 
account is strictly at the employee’s discretion. 
 
What is a High Deductible Health Plan (HDHP)? 
 
A HDHP is a plan with a minimum annual deductible and a 
maximum out-of-pocket maximum which are determined 
annually by the Internal Revenue Service (IRS) and are subject 
to change.  The Flexible Blue Plan being offered by Wayne 
County through Blue Cross Blue Shield of Michigan (BCBSM) 
includes a deductible amount of $1,250 for a one-person 
contract or a $2,500 for a family contract in-network and a 
$2,500 one-person or $5,000 family contract out-of-network 
deductible. 
 
How does an HSA work? 
 
PART 1:  Qualifying HDHP  

 Intended to cover serious illness or injury after 
the deductible has been met. 

 
PART 2:  Health Savings Account (HSA) 

 Pays for out-of-pocket expenses incurred before 
the deductible is met. 

 
 

How does an HSA work? 
 
Employees and/or employer funds HSA account. 
 

1. Employee seeks medical services. 

2. In general, medical services and prescription drugs 
are paid by the Health Plan (BCBSM Flexible Blue) 
subject to a deductible and coinsurance.   

3. Employee may seek reimbursement from their HSA 
for amounts paid to health care providers for services 
subject to deductible and coinsurance. 

4. Deductible and out-of-pocket maximums are fulfilled, 
according to BCBSM’s claim records. 

5. Once deductible and out-of-pocket maximum is 
satisfied, employees will be covered by Flexible Blue 
for all remaining eligible expenses. 

 
When do I use my HSA? 
 
Your medical claim for health care services will be submitted 
by your health care provider to BCBSM for payment.  Since 
BCBSM has discounts with participating providers, it is in your 
best interest to wait until BCBSM processes your claims.  The 
amount remaining for you to pay will be the correct amount.  
Your HSA dollars can be used to pay these out-of-pocket 
expenses (deductibles and copays) billed by the health care 
provider or you can choose to save your HSA dollars for a 
future medical expense. 
 
What is a deductible?  
 
A deductible is a set dollar amount, determined by your plan 
that you must pay, out-of-pocket or from your HSA, before 
insurance coverage for medical expenses can begin. 
 
How much can I contribute to an HSA? 
 
As indicated by federal law, the annual contribution limits are: 
 

• $3,050 for individual coverage or  
• $6,100 for family coverage. 

 
Individual who are age 55 or older may be eligible to make 
additional contributions of up to $1,000 per year. 
 
When would I contribute to my HSA and how often? 
 
You, your employers or others can contribute to your HSA 
through payroll deduction(s) or as a lump sum deposit.  You 
can contribute as often as you like, provided the annual 
contribution limits do not exceed federal limits. 
 
In addition, a law established in 2006 allows a one-time 
rollover from an IRA account to your HSA account that may be 
used to fund up to one year’s maximum contribution. 
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When could I start using HSA dollars? 
 
You can use your HSA dollars immediately following HSA 
activation and contributions have been made. 
 
What if I have HSA dollars left in my account at year-end? 
 
The money is yours to keep.  It will continue to earn interest 
and will be available for you and your health care costs next 
year. 
 
Why should I elect an HSA? 
 

1. Cost Savings 

• Tax benefits 

• HSA contributions are excluded from federal 
income tax 

• Interest earnings are tax-deferred 

• Withdrawals for eligible expenses are exempt 
from federal income tax 

• Reduction in medical plan contribution 

• Unused money is held in an interest-bearing 
savings or investment account  

Note:  Many states have not passed legislation to 
provide favorable state tax treatment for HSA’s.  
Therefore, amounts contributed to HSAs and interest 
earned on HSA accounts may be included on the 
employee’s W-2 for state income tax purposes. 

2. Long-Term Financial Benefits 

• Save for future medical expenses 

• Funds roll over year to year 

• This is your account; you take it with you 

3. Choice 

• You control and manage your health care 
expenses. 

• You choose when to use your HSA dollars to pay 
your health care expenses. 

• You choose when to save your HSA dollars and 
pay health care expenses out of pocket. 

 
How would I manage an HSA? 
 
The HSA is your account.  The HSA dollars are your dollars.  
Since you are the account holder or HSA beneficiary, you 
manage your HSA account. 
You may choose when to use your HSA dollars or when not to 
use your HSA dollars. 
 
HSA dollars pay for any eligible expense.  Most commonly, the 
HSA account holder will pay their out-of-pocket expenses (i.e., 
deductible and copays) associated to their high deductible 
health plan with their HSA dollars. 
 
 
 
 
 

How is the Money Invested? 
 
Federal law requires that contributions be deposited with a 
qualified trustee or custodian.  Bancorp Bank has made 
arrangements to hold your HSA contributions exclusively for 
your benefit, ready for you to use whenever you have qualified 
medical expenses to pay. 
 
In the meantime, you have the opportunity to make your HSA 
grow by investing in your choice of funds offered by Bancorp.  
A brief overview of available funds will be provided with 
enrollment. 
 
Bancorp may offer debit cards that you may use to pay for 
expenses. 
 
What expenses are eligible for reimbursement from an 
HSA? 
 
HSA dollars may be used for qualified medical expenses 
incurred by the account holder and his or her spouse and 
dependents.  Qualified medical expenses are expenses for 
medical care and are outlined within IRS Section 213(d). 
 
In summary, the IRS Section 213(d) states that “the expense 
has to be primarily for the prevention or alleviation of a physical 
or mental defect or illness.” 
 
In addition to qualified medical expenses, the following 
insurance premiums may be reimbursed from an HSA: 

• COBRA premiums; 

• Health insurance premiums while receiving 
unemployment benefits; 

• Qualified long-term care premiums; and 

• Any health insurance premiums paid, other than for a 
Medicare supplemental policy, by individuals age 65 
and over. 

 
What expenses are NOT eligible for reimbursement under 
an HSA? 
 

• Premiums for Medicare supplemental policies; 

• Expenses covered by another insurance plan;  

• Expenses incurred prior to the date the HSA was 
established; or 

• Expenses not considered qualified medical expenses. 
 
What happens when HSA funds run out? 
 
You may be financially responsible for any eligible medical 
expenses within your plan coverage. 
 
Could I use HSA dollars for non-eligible expenses? 
 
Money withdrawn from an HSA to reimburse non-eligible 
medical expenses is taxable income to the account holder and 
is subject to a tax penalty of 10% in 2010 and 20% starting in 
2011, unless you are over age 65, disabled, or upon the death 
of the account holder. 
 
 
 



 
IHEALTH SAVINGS ACCOUNT ENROLLMENT INFORMATION continued 
 

  25 

How would I pay my health care provider at time of service 
with HSA dollars? 
 
You may request that the health care provider submit your 
claim to BCBSM.  You should make sure that your provider 
has your most up-to-date insurance information.  Once the 
medical claim has been processed, if applicable, out-of-pocket 
expenses will be billed. 
 
If available, you may choose to use your HSA debit card to pay 
for any out-of-pocket expenses or you may choose to write a 
personal check and receive reimbursement at a later date. 
You should always ask that your medical claim be submitted to 
the health plan before you seek reimbursement from your 
HSA.  This procedure will ensure that provider discounts are 
applied. 
 
Also, remember to keep all medical receipts and Explanation of 
Benefits (EOBs) for your tax records. 
 
How would my remaining HSA dollars roll over at year-
end? 
 
Any dollars left in your HSA at year-end will automatically roll 
over into next year’s HSA account. 
 
What happens if I decide not to enroll in a HDHP plan in 
the future? 
 
You will not be able to contribute to the HSA at the point in 
which you are no longer enrolled in the Flexible Blue plan or 
another qualified HDHP.  However, the funds remaining in the 
HSA at that time are yours to use to pay for any qualifying 
medical expenses you may incur in the future.  
 
What happens to HSA dollars if I leave my employer or 
retire? 
 
The funds are yours to keep.  You may elect one of the 
following options: 
 

• Leave your funds in the current HSA with Bancorp; 

• Transfer your funds to an HSA with a new employer; 
or 

• Transfer your funds to another qualifying account 
within 60 days. 

 
Could HSA dollars be used for retirement health care 
costs? 
 
Yes, for expenses that are eligible for reimbursement. 
 
What happens to the money in my HSA when I die? 
 
If married, your spouse becomes owner of the HSA when you 
die.  If unmarried, the HSA becomes part of your taxable 
estate. 
 
Are there any negatives that I should know about? 
 
Yes.  Because you are not paying any social security tax on 
that portion of your income that has been set aside, your social 
security benefits may be slightly reduced.  However, most tax 
advisors would tell you that the benefit of saving taxes now will 

be far greater than the potential loss of social security benefits 
when you retire.   
 
You should check with a qualified tax professional before 
participation in an HSA to determine whether enrollment in an 
HSA is the right option for your circumstances. 
 
 
SEE PAGE 29 OF THIS GUIDE FOR IMPORTANT 
CHANGES IN QUALIFIED MEDICAL EXPENSES 
STARTING ON JANUARY 1, 2011. 

How Do I Enroll in an HSA? 
 
To enroll in the HSA, you must complete a Bancorp 
Bank Health Savings Account Application and 
Request for HSA Payroll Deduction Authorization 
Form. 
 
The Bancorp HSA application is available on the Blue 
Cross Blue Shield of Michigan website located at 
www.bcbsm.com.  The payroll deduction 
authorization forms are available on the County web 
sites at http://intranet.wc/ and 
www.waynecounty.com.  Alternatively, you may 
contact the Benefit Administration Division either by 
e-mail, phone or U.S. Mail.  See inside back cover for 
contact information. 

http://www.bcbsm.com/
http://intranet.wc/
http://www.waynecount.com/
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Employee Reimbursement Account Programs for Unreimbursed Healthcare, Dependent Day 
Care, Adoption, Parking at Work and Commuter Transit Expenses 
 
The following provides a general overview of how Flexible Savings Accounts (FSA) work.  It is not intended to be a 
comprehensive description of the laws governing the operation of FSAs.   
 
 
What is a Flexible Spending Account? 
 
A Flexible Spending Account (FSA) is a benefit provided by 
your employer that lets you set aside a certain amount of your 
paycheck into an account before paying income taxes.  Then, 
during the year you can be directly reimbursed from your 
account for qualified expenses.  
 
What types of expenses are qualified for reimbursement? 
 
Expenses related to the following: 
 

 Healthcare Expenses:  for reimbursement of 
medical, dental and vision expenses not paid or 
reimbursed through health insurance including 
deductibles, copays, services not covered by 
insurance and over-the-counter medications* (until 
December 31, 2010). 

 Dependent Day Care Expenses:  for reimbursement 
of child and adult care expenses. 

 Adoption Assistance Expenses:  for reimbursement 
of home study, applications, agency and legal fees, 
court costs, medical / counseling services, travel 
expenses and other expenses directly related to the 
legal adoption of an eligible child. 

 Parking at Work Expenses:  for reimbursement of 
parking fees incurred at or near your place of 
employment. 

 Commuter Transit:  for reimbursement of transit 
passes (example, bus passes and tokens) to and 
from your place of employment. 

 
Who is eligible for enrollment in these programs? 
 
All permanent, full-time employees of Wayne County and the 
Wayne County Courts are eligible for enrollment in any of the 
available plans.  You are not required to be enrolled in an 
employer-sponsored health plan in order to participate in any 
of these programs.   
 
Exception:  You may not enroll in an FSA plan for uninsured 
healthcare expenses if you are currently contributing or will be 
contributing to a Health Savings Account (HSA) plan. 
 
What is the plan year for these programs? 
 
The plan year is a 12-month period determined by the 
employer.   The County’s current plan year is based on a 
calendar year and will end December 31, 2010.  The 2011 plan 
year will begin on January 1, 2011.   
 
Wayne County’s plan includes an extension period.  The 
extension period allows for reimbursement of claims incurred 
within the first 2 ½ months of the next plan year using any 
funds remaining from the previous plan year.  Thus, claims 

incurred during the period beginning January 1, 2011 through 
March 15, 2011 and submitted by March 31, 2011 may be 
reimbursed with any unused funds remaining in your account 
from the previous plan year (January - December 2010). 
 
How much can I contribute to any of the FSA programs in 
which I elect to enroll? 
 
The contributions allowed for FSA programs are regulated by 
law and may change annually:  The limits for the 2011 plan 
year are as follows: 

 Healthcare Expenses:  $6,000  

 Dependent Day Care:  $5,000 calendar year max. 

 Adoption:  $12,170 calendar year max. 

 Parking at Work:  $230 per month 

 Commuter Transit to Work:  $230 per month 
 
Why should I participate in the Healthcare Expense FSA if 
I already have health insurance? 
 
This account is used to pay for expenses that you are required 
to pay but are not covered or reimbursed by through your 
medical, prescription drug, dental or vision plan or any other 
insurance plan you may be enrolled in – your out-of-pocket 
expenses.  For example, annual deductibles, copays for 
prescriptions, amounts over dental limits, lasik eye surgery, 
prescription eye glasses, over-the-counter medications, etc. 
 
If I set aside part of my pay, won’t I make less money? 
 
No.  Your net take home pay will increase by the amount of 
taxes you did not pay on the amount deferred into an FSA 
plan. 
 
When would I contribute to my FSA and how often? 
 
You contribute to one or more of the FSA accounts through 
payroll deduction on a bi-weekly basis over the year (26 pay 
periods).  Your deduction amount is based on the amount you 
determine you need when you enroll. 
 
Can I change my contributions during the year? 
 
Only if you experience a qualifying life change event, such as a 
marriage, birth, adoption, death of a spouse or change in your 
or your spouse’s employment status. 
 
When can I start using my FSA dollars? 
 
You can use your FSA dollars for any expenses incurred 
during the plan year for which you are enrolled.  
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Do I have to wait for the money to be deposited in my 
account in order to make a claim for reimbursement? 
 
Reimbursement for medical expenses under the Health Care 
Expense program can be made immediately up to the total 
amount you elected to defer regardless of the amount of funds 
in the account at the time the request is made. 
 
Reimbursements for any of the other plans will not be made 
until there are enough funds deferred into the account to cover 
the amount requested for reimbursement. 

How Do I Enroll in an FSA? 
 
To enroll in any of the FSA plans for the 2011 plan year, you 
must complete an Employee Reimbursement Account 
Program Enrollment Form and return it to the Benefit 
Administration Division no later than Friday, December 10th.  
If you enroll now, you may change / amend your 2010 plan 
election at a later date if your circumstances change, but no 
later than Friday, December 10th. 
 
Forms are available on the web at http://intranet.wc/ and 
www.waynecounty.com or by contacting the Benefits 
Administration Division either by e-mail, phone or U.S. Mail.  
See inside back cover for contact information. 

 
Note:  When enrolling in a dependent care account, plan for 
the lag between payment of your daycare expenses and 
reimbursement of the expense. 
 
What if I have FSA dollars left in my account at year-end? 
 
Any monies left in the account after the end of the plan year 
and the 2 ½ month extension period will be forfeited. 
 
Note: Make sure you plan carefully when deciding how much 
money to contribute to your account. 
 
Why should I elect an FSA? 
 

Tax benefits: 

 FSA contributions are excluded from federal income 
tax 

 Withdrawals for eligible expenses are exempt from 
federal income tax 

 
Note:  If you claim an expense for reimbursement through an 
FSA account you cannot claim the same expense as a 
deduction or credit on your income tax return. 
 
What expenses are eligible for reimbursement from an 
FSA? 
 
FSA dollars may be used for qualified medical expenses 
incurred by the account holder and his or her spouse and 
dependents.  Qualified medical expenses are expenses for 
medical care and are outlined within IRS Section 213(d). 
 
In summary, the IRS Section 213(d) states that “the expense 
has to be primarily for the prevention or alleviation of a physical 
or mental defect or illness.” 
 
What expenses are NOT eligible for reimbursement under 
an HSA? 
 

• Health insurance premiums; 

• Long-term care coverage or expenses; 

• Expenses covered by another insurance plan;  

• Expenses incurred prior to the date the FSA was 
established; or 

• Expenses not considered qualified medical expenses. 
 
What happens when FSA funds run out? 
 
You may be financially responsible for any eligible expenses. 
 

What if I currently take the dependent care credit on my 
annual income tax return? 
 
Whether to participate in the daycare portion of this plan 
depends on your income, filing status, number of dependents 
and annual daycare expenses.  The amount you deposit in 
your Dependent Care Account reduces the amount, dollar for 
dollar, that you can claim as a credit on your tax return. 
 
Note:  In some cases, you may save more in taxes by using 
the Federal Tax Credit for dependent care expenses.  You may 
want to talk with a tax professional, especially if your tax 
situation is special or complex. 
 
How do I get reimbursed for my expenses? 
 
Once enrolled, you may submit a claim form along with 
receipts that clearly show an eligible expense or services was 
incurred.  Claim forms may then be submitted to the 
administrator for the FSA programs, currently Employee 
Benefit Concepts (EBC).  Debit cards will be issued to 
employees enrolled in a medical spending account. 
 
Could I use FSA dollars for non-eligible expenses? 
 
Money withdrawn from an FSA to reimburse non-eligible 
medical expenses is taxable income to the account holder and 
is subject to a tax penalty of 10% in 2010 and 20% starting in 
2011, unless you are over age 65, disabled, or upon the death 
of the account holder. 
 
What happens to my FSA dollars if I leave my employer or 
retire? 
 
You will be eligible for reimbursement of expenses incurred 
prior to the date of your separation from County service if the 
request for reimbursement is submitted before the appropriate 
deadlines.  Otherwise, monies in the account will be forfeited. 
 
Are there any negatives that I should know about? 
 
Yes.  Because you are not paying any social security tax on 
that portion of your income that has been set aside, your social 
security benefits may be slightly reduced.  However, most tax 
advisors would tell you that the benefit of saving taxes now will 
be far greater than the potential loss of social security benefits 
when you retire. 
 
Talk to a tax professional to determine any potential 
impact to your social security benefits. 

http://intranet.wc/
http://www.waynecounty.com/
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For Employees Electing to Enroll in a Health Savings Account (HSA) or Flexible Spending 
Account for Healthcare Expenses. 
 
The following provides a general summary of the medical expenses qualified for reimbursement under a Health Savings 
Account (HSA) or Flexible Spending Account (FSA) for healthcare expenses.  It is not intended as a complete list.  For a 
more complete description of eligible medical, pharmacy, dental and vision expenses refer to IRS Publication 502 Medical 
and Dental Expenses.  This publication can be found on the web at http://www.irs.gov/publications/index.html.  
 
The IRS defines qualified medical care expenses within IRC Section 213(d).  Medical care expenses are further defined 
as amounts paid for the diagnosis, cure, or treatment of a disease, and for treatments affecting any part or function of the 
body.  The expenses must be primarily to alleviate a physical or mental defect or illness. 
 
HEALTH PLAN DEDUCTIBLES, CO-PAYS AND OTHER 
PAYMENTS TO HEALTHCARE PROVIDERS UNLESS 
REIMBURSED BY INSURANCE OR HEALTH PLAN. 
 
MEDICAL CARE SERVICE FEES, COPAYS & SUPPLIES 
FOR: 

 Doctor office visits 
 Emergency room visits 
 Out-patient surgery 
 Inpatient admission 
 Routine check-ups / physicals and other non-diagnostic 

services or treatments related to check-up 
 Psychologist and psychiatrist 
 Obstetrics and fertility 
 Chiropractor 
 Podiatrist 
 Physician and osteopath 
 Acupuncture 
 Eye exams 
 Christian Science practitioners 
 Radiology 
 Surgical procedures 
 Lab 
 Diagnostic tests 
 X-rays, MRIs and body scans 
 Weight-loss programs 
 Treatment of specific diseases 
 Reconstructive surgery in connection with birth defects, 

disease or accident 
 Smoking cessation programs, patches and gums 
 Alcoholism and substance abuse treatment 
 Gastric bypass surgery 
 Physical, speech and occupational therapy  
 First-aid bandages, gloves and masks 
 Hot and cold compress packs and wraps 
 Thermometers 

 
DENTAL CARE SERVICE FEES, COPAYS & SUPPLIES 
FOR: 

 Dental office visits 
 Routine check-ups and other non-diagnostic services or 

treatments related to check-up 
 Dental cleanings 
 X-rays 
 Sealants 
 Fillings 
 Dentures, crowns and bridges 
 Braces, spacers and retainers 
 Oral surgery 
 Implants 
 Lab and diagnostic 
 Orthodontist, periodontist, endodontist, and oral surgeon 

VISION CARE SERVICE FEES, COPAYS & SUPPLIES FOR: 
 Vision exams 
 Routine eye exams and other non-diagnostic services or 

treatments related to routine exam 
 Prescribed eyeglasses and sunglasses 
 Contact lenses, solutions and supplies 
 Corrective eye surgery 
 LASIK surgery 
 Cataract surgery 
 Ophthalmalologist and optometrist  
 Surgical procedures 
 Diagnostic tests 
 X-rays 

 
HEARING CARE SERVICE FEES, COPAYS & SUPPLIES 
FOR: 

 Hearing exams 
 Routine hearing exams and other non-diagnostic services 

or treatments related to routine exam 
 Prescribed hearing aides, devices and batteries 
 Corrective surgery 
 Audiologist  
 Diagnostic tests 

 
ITEMS REQUIRING A DOCTOR’S PRESCRIPTION: 

 Prescription drugs 
 Humidifiers and vaporizers 
 Oxygen 
 Pill boxes 
 Shower protection for casts, prostheses, etc. 
 Elevated toilet seat 
 Special school for disabled child 
 Artificial limbs and braces 
 Arches and orthopedic shoes 
 Wigs for hair loss caused by disease 
 Shower bars and safety handles 
 Crutches and canes 
 Wheelchairs, walkers and shower chairs 
 Medical alert bracelets and fees 
 Bedpans 
 Ring cushions 
 Travel to doctors or healthcare facilities 
 Ambulance expenses 
 Over-the-Counter medical supplies, drugs or medications* 

(See next page for important, additional information) 
 
 

http://www.irs.gov/publications/index.html
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OVER-THE-COUNTER MEDICAL SUPPLIES, DRUGS OR 
MEDICATIONS * 

 Antiseptic wash or ointment for cuts or scrapes  
 Antiseptic mouthwash 
 Benzocaine swabs 

Important 
Changes for 

OTC 
Expenses in 

2011 

 Boric acid powder 
 First-aid wipes 
 Hydrogen peroxide 
 Iodine tincture 
 Rubbing alcohol 
 Sublimed sulfur powder 
 Cold, flu, asthma and allergy medications 
 Diabetes supplies and medications 
 Health aids 
 Pain relievers 
 Skin care medications and treatments 
 Stomach care medications and treatments 
 Personal test kits 

 
DUAL-USE ITEMS THAT REQUIRE A LETTER FROM 
HEALTHCARE PROVIDER TO QUALIFY: 

 Adhesive or elastic bands 
 Blood pressure meter 
 Cold or hot compresses 
 Eye drops 
 Foot spa 
 Gauze and tape 
 Gloves and masks 
 Herbs 
 Leg or arm braces 
 Massagers 
 Minerals 
 Multivitamins 
 Saline nose drops 
 Special supplements 
 Vitamins 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
ITEMS THAT DO NOT QUALIFY FOR REIMBURSEMENT: 

 Weight-loss programs for general health or appearance 
 Cosmetic surgery and procedures unless it is for 

reconstruction due to birth defect, disease or accident 
 Dental bleaching / whitening 
 Marriage counseling 
 Over-the-counter items, drugs or medications that are not 

medically necessary or are not prescribed by your 
physician or health practitioner 
o Aromatherapy 
o Baby bottles and cups 
o Baby oil and wipes 
o Breast enhancement system 
o Cosmetics cotton swabs 
o Dental floss 
o Deodorants 
o Facial care products 
o Feminine care fragrances 
o Hair regrowth medications, creams or lotions 
o Low calorie or low carbohydrate foods 
o Oral care 
o Petroleum jelly 
o Shampoo and conditioner 
o Spa salts 
o Skin care products 
o Sun-tanning products 
o Tooth brushes 
o Teeth cleaning systems 

 
ITEMS THAT QUALIFY UNDER AN HSA BUT NOT UNDER 
AN FSA: 

 COBRA premiums 
 Health insurance premiums while receiving unemployment 
 Qualified long-term care premiums; and  
 Health insurance premiums paid, other than for a 

Medicare supplemental policy, by individuals over age 65 
 

 
The recently enacted Patient Protection and Affordable Care Act includes changes to qualified medical 
expenses under IRC Section 125 Medical Reimbursement Flexible Spending Accounts.  Starting January 1, 
2011, all over-the-counter (OTC) items eligible for reimbursement must be accompanied by a doctor’s 
prescription.  
 
Beginning January 1, 2011, participants that utilize a healthcare debit card will no longer be able to use their 
card at the drug store or pharmacy for OTC drugs and medications.  They may obtain a prescription for these 
items from their doctor and turn in a paper claim to their administrator along with the doctor’s prescription.  If 
you are currently enrolled in a medical FSA, you may continue to use your Take Care debit card or be 
reimbursed for qualified OTC items purchased on or before December 31, 2010.  Eligibility for OTC items ends 
on December 31, 2010 regardless of the plan’s extension period.  
 
EXCEPTIONS:  Insulin currently purchased OTC without a prescription, blood glucose monitors, diabetic test 
strips and adult diapers will still be eligible for reimbursement. 
 
For more information about changes in the law and how it may affect you specifically, please contact Employee 
Benefit Concepts (EBC) at (800) 855-8040 or visit www.mytakecare.com for additional information on what 
medical expenses qualify for reimbursement. 
 

http://www.mytakecare.com/
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Sign up for a pay increase! 
 
The following example illustrates how the payment of after-tax expenses on a pre-tax basis creates a pay raise for the 
employee.  Example assumes a Single taxpayer. 
 
 

 With HSA and/or FSA 
Enrollment 

Without HSA and/or FSA 
Enrollment 

Annual Gross Salary $24,000 $24,000

Healthcare Expenses Paid with Pre-
Tax Dollars  (Deferred into HSA or FSA) 

- $700 n/a

Dependent Care Expenses Paid with 
Pre-Tax Dollars (Deferred into FSA) 

- $1,800 n/a

TAXABLE INCOME = $21,500 = $24,000

Taxes Paid: (approx. 30.05%) 

Federal Tax (18.5% blended)* - $3,978 - $4,440

FICA (7.65%) - $1,645 - $1,836

State Tax (3.9%) - $839 - $936

AFTER-TAX INCOME = $15,038 = $16,788

Healthcare Expenses Paid with After 
Tax Dollars n/a - $1,800

Dependent Care Expenses Paid with 
After Tax Dollars n/a - $700

SPENDABLE INCOME = $15,038 = $14,288

NET PAY RAISE (for one year) $750 

   
* Based on income level.  
 
 
Worksheets for estimating your own savings under a FSA plan for healthcare and dependent 
care expenses can be found online at www.mytakecare.com.  

http://www.mytakecare.com/


The Blues are leading Michigan to a healthier future. 

We offer a wide range of plans, from traditional PPOs to innovative 
wellness-based products, to fit every budget. Our partnerships with hospitals 
and providers are improving the quality and affordability of care. And we’ve 

always accepted everyone, regardless of medical condition. 

Visit bcbsm.com 
to learn about our broad range  

of affordable health plans.
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Group Benefits

Your employer is looking out for you by providing 
Basic Life Insurance coverage. It’s great protection 
available through your carrier, The Hartford, 
and it costs you nothing. Because you may need 
additional coverage, we offer you an opportunity 
to purchase — at competitive group rates — extra 
financial security. During this annual enrollment 
period, you’ll have an opportunity to enroll for 
the first time or increase coverage in the amount 
of $10,000 without medical questions, up to the 
guaranteed issue amount of $50,000.1 

You can also add to that coverage with 
Supplemental Life insurance at an affordable  
cost, both for you and your family. Before making  
a decision, here are a few thoughts to consider.

Without you, life just wouldn’t be the same.
Think about the people who depend on you now.

•	 Are you a part of a dual-income family with young 	
	 children? You might need more insurance than a 	
	 couple without dependent children.

•	 If you’re the family breadwinner, consider  
	 spousal coverage to help with childcare and 		
	 household costs.

•	 If you’re nearing retirement, life insurance could 	
	 help your surviving spouse retire as planned.

Life Conversations program.
As part of your basic life coverage, you’ll automatically 
receive Life Conversations, a personal planning 
program from The Hartford. It helps with all of the 
details surrounding end-of-life decisions:

•	 Life insurance.

•	 Estate planning.

•	 Funeral concierge services.2

•	 Family support.

Time to make a smart life decision.
To enroll in The Hartford’s Life insurance plan, read 
the literature your employer provides. It includes 
specifics on your company’s plan and easy directions 
on how to enroll.

TAKE A MINUTE TO HELP PROTECT  
YOUR FAMILY’S FUTURE.

Charter County of Wayne Life Insurance Plan

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, 
including issuing companies Hartford Life Insurance Company and Hartford Life 
and Accident Insurance Company. Policies sold in New York are underwritten by 
Hartford Life Insurance Company. Home Office of both companies is Simsbury, 
CT. All benefits are subject to the terms and conditions of the policy. Policies 
underwritten by the issuing companies listed above detail exclusions, limitations, 
reduction of benefits and terms under which the policies may be continued in force 
or discontinued.

1 	 That’s the amount of coverage you can’t be turned down for.  Insurance benefits 	
	 payable are subject to the policy’s pre-existing conditions limitation.  

2 	Funeral Concierge Services are offered through Everest Funeral Package, 		
	 LLC (Everest). Everest is not affiliated with The Hartford and is not a provider 		
	 of insurance services. Everest and its affiliates have no affiliation with Everest 		
	 ReGroup, Ltd., Everest Reinsurance Company or any of their affiliates.
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Information about your employer-paid basic life insurance plan 
 
Your employer-paid basic life insurance benefit is $25,000.  Please be sure to keep your beneficiary information up-
to-date.  If you would like to make a change, please contact the Retirement Office at (313) 224-5572. 
 
The following are Value-Added Services that are available to you through the group life insurance program. 
 
Life Conversations 
 
Through Life Conversations, employees covered under a Hartford Group Life policy have access to tools and resources to 
aid in personal planning. 
 

Estate Planning Services 
 Calculators 
 Create a will online with EstateGuidance® 
 Funeral planning assistance on the phone or on-line including help in creating a personal funeral plan and 

answering all funeral-related questions 
 PriceFinder search reports to help compare local funeral home prices 

 
Funeral Concierge Services through Everest 

 24/7 funeral planning from licensed funeral directors to assist the family 
 Gathers pricing information  
 Negotiates funeral service prices with local funeral homes to offer families savings in time and money during a 

difficult time 
 
Family Support 

 Legal, emotional and financial counseling to help cope with a loss with Beneficiary Assist®  
 Assistance in filing a life insurance claim 

 
For more information about these valuable services, log on to www.hartfordlifeconversations.com or call (866) 854-5429.   

 
 
Travel Assistance Program 
 
When planning for a trip or while traveling, keep the wallet-sized ID card handy to easily access Europ Assistance 
Services USA.  With this program you are covered for emergency travel situations including: 

 
 Emergency medical assistance:  referrals, evacuation, return of traveling companions, replacement of 

medication / eyeglasses 
 Emergency personal services:  travel arrangements, cash advances, interpretation or translation, legal 

assistance, sending and receiving messages. 
 Pre-trip information:  exchange rates, visa, passport, immunization, embassy and consular referrals. 

 
 
Supplemental Group Term Life 
 
Supplemental group term life insurance is available to you through The Hartford, Humana and Unum.  During this open 
enrollment period, you may elect to enroll for additional life insurance through these programs at your own cost.  Rates 
are age-banded. 
 
For rate and policy information, visit www.wayneatwork.com or visit with a Hartford, Humana or Unum representative at 
one of the scheduled Benefits Information Meetings (see back cover for locations and times).  Appointments can be made 
in advance, starting July 19th, by calling the Hartford Customer Service number at 1-877-426-6483 for insurance through 
The Hartford, or by contacting the Wayne at Work customer service representatives at 1-800-529-1663 for the Humana or 
Unum products. 
 
 
For information about your life insurance benefit or for beneficiary information / changes, please contact the Wayne 
County Employee Retirement System at (313) 224-5572. 

http://www.hartfordlifeconversations.com/
http://www.wayneatwork.com/
http://www.wcers.org/
http://www.wcers.org/


Enhancing Your Benefit Portfolio
With the Wayne County at Work Voluntary Benefits Program

Visit www.wayneatwork.com or call 1-800-529-1663 to speak with a Benefit Counselor

Wayne County is pleased to offer voluntary benefits to its employees to supplement and enhance their  
employer-paid benefits.  These benefits are offered at special rates to Wayne County and Wayne County Court 
employees.  All benefit plans being offered are individual policies except for the Hartford Group Term Life Policy 
and Humana Supplemental Health; that means you can take the coverage with you if you leave the County or 
Court service.*  All voluntary benefits have the convenience of payroll deduction unless otherwise noted.

Humana Workplace Voluntary Insurance

 
Voluntary Benefit  

Insurance Programs

How It Can Help Who is Eligible?

Disability Income 
Advantage

•	 No Health Questions – Guarantee Issue  
Coverage** 

•	 On and off the job coverage 

•	 Monthly benefit from $200 to $5,000 

•	 Covers Maternity claims (after policy has 
been in force for 270 days) 

•	 Policy includes:  Waiver of Premium,  
Terminal Illness Lump Sum Benefit,  
Catastrophic Benefit & Partial Disability Benefit

•	 Full-time employees  
actively at work  
(20+ hours per week) 

Supplemental Health

•	 No Health Questions – Guarantee Issue  
Coverage 

•	 24 Hour coverage (on & off the job protection)

•	 Benefits paid tax free directly to insured  

•	 Rates do not increase with age

•	 Full-time employees  
actively at work  
(20+ hours per week)

•	 Spouse 
•	 Dependent children  

(to age 24)

Critical Advantage

•	 No Health Questions - Guarantee Issue  
Coverage *** 

•	 Additional benefits available up to $50,000 

•	 Policy includes:  Health Screening Benefit & 
Loss of Work Rider

•	 Full-time employees  
actively at work  
(20+ hours per week)

•	 Spouse 
•	 Dependent children  

(to age 24)

Cash Cancer Plus

•	 Provides a one-time lump sum cash  
payment at first diagnosis of internal  
cancer or malignant melanoma 

•	 Benefit amounts are available at various 
levels 

•	 Full-time employees  
actively at work  
(20+ hours per week)

•	 Spouse 
•	 Dependent children  

(to age 24)

Individual  
Accident Plus

•	 No Health Questions – Guarantee Issue  
Coverage 

•	 Coverage for accidental injuries, hospital 
care and accidental death 

•	 Benefits paid tax free directly to insured

•	 Full-time employees  
actively at work  
(20+ hours per week)

•	 Spouse 
•	 Dependent children  

(to age 24)
*Critical Advantage & Critical Life are portable with stipulations

**Guarantee Benefit Maximum 60% 
***Guarantee Benefit Amount $10,000
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Life Insurance
Voluntary Benefit  

Insurance Programs
How It Can Help Who is Eligible?

CriticaLifer

with 50% Critical Illness

•	 No Health Questions (Guarantee Issue  
Coverage) * 

•	 Rates Guaranteed for 20 years 

•	 Fully portable

*Guarantee Benefit $10 weekly deduction up to $75,000

•	 Full-time employees  
actively at work  
(20+ hours per week)

•	 Spouse 

•	 Dependent children  
(to age 24)

Group Term 
Life Insurance

•	 Enroll now for the 1st time for $10,000 *

•	 Increase current coverage by $10,000 up to 
$50,000 * 

•	 Supplemental Life and Accidental Death &  
Dismemberment insurance offered in $10,000 
increments up to a maximum of $500,000 

•	 Living Benefit Option included 

*Without proof of good health

•	 Full-time employees  
actively at work  
(30+ hours per week) 

•	 Spouse 

•	 Dependent children  
(to age 24)

Interest-Sensitive Whole 
Life Insurance

•	 Premiums are guaranteed level based on 
the insured’s age, up to age 120 

•	 Can build cash value with current interest 
rates guaranteed never to be less than 4.0% 

•	 No physical exams 

•	 Long-Term Care Rider available

•	 Full-time employees  
actively at work  
(30+ hours per week)

•	 Spouse 

•	 Dependent children  
(to age 24)

•	 Grandchildren

Legal Services & Identity Theft Protection Plans
Voluntary Benefit  

Insurance Programs
How It Can Help Who is Eligible?

Legal Services

•	 Will & estate planning 

•	 Document review 

•	 Consumer & Family Law matters

•	 Full-time employees  
actively at work  
(30+ hours per week)

Identity Theft Protection

•	 Provides credit reporting 

•	 Continuous credit monitoring 

•	 Identity restoration

•	 Full-time employees  
actively at work  
(30+ hours per week)

Home & Auto Insurance / Pet Insurance
Voluntary Benefit  

Insurance Programs
How It Can Help Who is Eligible?

EZ Insure Program
 

Discounted  
Home & Auto Insurance

•	 EZ Insure program shops for the most  
competitive carrier, coverage and price 

•	 Multi-vehicle discount 
•	 Multi-policy discount for insuring both your 

home and auto 
•	 Direct bill (not a payroll deduction program)

•	 Full-time and Part-
time employees

Pet Insurance

•	 Manage veterinary costs with coverage for:  
Office Visits, Surgeries and much more 

•	 Take your pet to any veterinarian,  
submit claim and receive reimbursement

•	 Full-time and Part-
time employees
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Other plans offered by the employer to enhance your overall employee compensation package 
 
Wayne County and the Wayne County Courts offer a variety of programs and group benefits to their employees to enrich 
their benefits package.  Some programs are offered at no cost to the employee while others provide significant discounts. 
 
 

 Long-Term Disability Plan (LTD) 
Benefit-eligible employees are covered under a long-term disability income protection plan.  This plan covers a 
portion of an employee’s income in the case of a non-work-related disability that extends beyond a pre-determined 
number of days (elimination period).  LTD plan benefits vary by bargaining unit / benefit plan.  To determine what 
your LTD benefit is, please refer to your collective bargaining agreement or benefit plan or contact the Benefits 
Administration Division at (313) 224-7721 or e-mail benefits@co.wayne.mi.us.  Copies of the standard LTD plan are 
available on-line at http://intranet.wc/ or www.waynecounty.com.  
 

 

 
 
Employee Assistance Program (EAP) 
Sometimes personal concerns can affect your health, well-being and job performance.  The 
Employee Assistance Program (EAP) is a voluntary, confidential service providing professional 
counseling and referral services designed to help employees and their immediate family 
members with personal, job or family problems.  Its purpose is to aid in the identification and 
resolution of personal problems and help gain control of problems that may be interfering with 
work and daily life.  Wayne County and the Wayne County Courts offer their EAP program 
through Health Management Systems of America (HMSA).  HMSA can help with a variety of 
issues including those related to substance abuse, marriage and family, work, financial and 
emotional / mental health-related problems.  Any services provide by the EAP counselors are 
completely confidential and at no charge to the employee or their family member.  For more 
information or assistance 24/7 year round, call HMSA at (800) 847-7240. 

 
 
  Parking and Commuter Transit Programs 

Employees working in the downtown area where free parking is not available are eligible to purchase monthly 
parking at a discounted group rate through the County.  A variety of lots are available and parking spaces are 
offered on a first-come-first-serve basis.  Additionally, employees commuting to work via bus are able to 
purchase monthly bus passes at a group rate.  Both programs provide the convenience of payroll deduction 
for these services and the benefit of having the deduction taken on a pre-tax basis for extra savings.  For 
more information about these programs, please contact the Department of Management & Budget at (313) 
224-0675. 

 

 
 
Premium Recovery Program 
A premium recovery program allows employees to deduct medical insurance premiums (employee contributions towards 
healthcare) from their paycheck on a pre-tax basis.  Cost savings are achieved because federal, state and FICA taxes are 
not applied to these deductions.   
 

  
Deferred Compensation (457) Plans 
Deferred compensation is a program that allows you to save and invest today for your retirement.  Federal 
income taxes are deferred until your assets are withdrawn, usually during retirement when you may be in a 
lower tax bracket.  Under Section 457 of the Internal Revenue Code, you may defer each year up to an 
annual dollar limit.  The annual limit is adjusted annually.  Participation is handled through payroll deduction 
so your taxes are reduced each pay period.  The deferred compensation plan allows you to increase, 
decrease, stop and restart contributions as often as you wish, without fees or penalties, subject to approval 
by the Wayne County Employee Retirement System.  Several deferred compensation plan providers with a 
variety of investment options among them are available to employees.  For more information about deferred 
compensation, contact the Wayne County Retirement System at (313) 224-5890. 

 

mailto:benefits@co.wayne.mi.us
http://intranet.wc/
http://www.waynecounty.com/
http://www.hmsanet.com/
http://www.wcers.org/
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Employee Wellness Program 
Employee wellness initiatives are underway for our employees.  This developing program is aimed at providing wellness 
education, training and tools for better health.  So far, the program has provided more than 700 participants with lunch-
and-learn sessions, smoking cessation programs, walking programs, hustle lessons, on-site yoga classes and so much 
more.  Employees can look forward to additional and enhanced programming in the upcoming months.  For more 
information about the Employee Wellness Program contact the Benefits Administration Division Wellness Coordinator at 
(313) 224-5931. 
 
 

 Weight Watchers® Reimbursement Program 
Wayne County has teamed up with Weight Watchers (WW) to offer incentives to employees wanting to shed 
some extra pounds.  Health Alliance Plan (HAP) recently announced a program for its members that will pay 
all but $25 towards the cost of WW participation.  To provide a similar plan for Wayne County employees and 
their covered family members enrolled in a Blue Cross Blue Shield of Michigan (BCBSM) medical plan, 
Wayne County employees will be reimbursed of all but $25 after completion of each 12-week WW program.  
For more details, contact the Benefits Administration Division Wellness Coordinator at (313) 224-5931. 

 

 
 
Fitness Club Discounts 
As a Wayne County employee, you can enjoy discounts at local fitness centers including the YMCA, Curves, Fitness 
Works and Powerhouse Gyms.  For more information contact the Benefits Administration Division Wellness Coordinator 
at (313) 224-5931. 
 

 
 
Chrysler Wayne County Affiliate Rewards Program 
New this year, this discount program allows Wayne County employee to purchase up to two new 
Chrysler, Jeep or Dodge vehicles annually (some restrictions apply) at 1% below factory invoice in 
addition to most consumer sales incentives available at the time of purchase at any of the 19 
participating Wayne County Chrysler, Jeep or Dodge dealerships.  For more information about this 
exciting program, contact the Benefits Administration Division Wellness Coordinator at (313) 224-
5931. 

  
 

 Value-Added Benefits 
Employees of Wayne County benefit from several group discounts by virtue of their employment with Wayne 
County.  These benefits include discounted cell phone plans, restaurant discounts and discounts with other 
retail vendors.  To get a complete list of the discounts available to employees, contact the Benefits 
Administration Division Wellness Coordinator at (313) 224-5931 or visit the County internet sites. 
 
  Tuition Reimbursement Programs 

Tuition reimbursement dollars are available to most permanent, full-time 
employees of Wayne County and the Wayne County Courts.  Generally, if 
approved, these funds may be used for educational expenses incurred by the 
employee, such as certification classes, seminars, college courses, etc., related 
to the employee’s job.  The maximum amount of the annual reimbursement is 
provided in each employee’s collective bargaining agreement or benefit plan.  
Further terms and conditions for reimbursement are provided in the County’s 
Tuition Reimbursement Policy.  For more information regarding this program, 
contact the Department of Personnel / Human Resources at (313) 224-5901.     

 

http://www.weightwatchers.com/
http://www.hap.org/
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Annual notices related to healthcare to all employees covered under a health plan 
administered by Wayne County. 
 
 
The following pages contain annual notice information for you and your covered family members.  Please share this 
information with your spouse and all adult dependents covered under your medical, prescription drug, dental and/or vision 
plans. 
 
 
Notices include the following: 
 

 Women’s Health & Cancer Rights Act 
 

 Newborns and Mothers Health Protection Act 
 

 HIPAA Notice of Privacy Practices 
 

 Your Rights under the Consolidated Omnibus Reconciliation Act (COBRA) 
 

 Your Prescription Drug Coverage and Medicare  (Medicare Notice of Creditable Coverage) 
 

 Mental Health Parity and Addiction Equity Act 
 

 Children’s Health Insurance Program Reauthorization Act of 2009 
 
 
 

PLEASE SHARE THESE NOTICES WITH YOUR SPOUSE AND ANY OTHER ADULT DEPENDENT COVERED 
UNDER YOUR POLICY 

 
 
Upon request, all notices will be made available in other languages and alternate formats that meet the guidelines for the 
Americans with Disabilities Act (ADA).   
 
For more information regarding these notices please contact the Benefits Administration Division by phone at (313) 224-
7721 or toll-free at (877) 220-7721 fax to (313) 967-6027 or e-mail benefits@co.wayne.mi.us. 

 
 
 
 
 

mailto:benefits@co.wayne.mi.us


 

Important Notice from the CHARTER COUNTY OF WAYNE Regarding 
WOMEN’S HEALTH AND CANCER RIGHTS ACT 

 
 

The Federal Women’s Health and Cancer Rights Act of 1998 requires that benefits must be provided for: 
 

• Reconstruction of a surgically removed breast; 
• Surgery and reconstruction of the other breast to produce a symmetrical appearance; and 
• Prostheses and treatment for physical complications from all stages of mastectomy, including lymphedemas 

 
These benefits are subject to applicable terms and conditions under your health plan, including copayments, deductible 
and coinsurance provisions.  They are also subject to medical insurance limitations and exclusions. 
 

Updated:  August 2008 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Important Notice from the CHARTER COUNTY OF WAYNE Regarding 
NEWBORNS AND MOTHERS HEALTH PROTECTION ACT 

 
 

 

The law provides protections on the length of time mothers and their newborn infants may stay in the hospital following 
childbirth. Under its "general rule," group health plans and health issuers may not restrict benefits for a hospital stay in 
connection with childbirth to less than 48 hours (or 96 hours following a cesarean section). An exception provides that 
an attending provider, in consultation with the mother, is free to authorize an earlier discharge.  The final rules generally 
follow the interim rules adopted in 1998, clarifying certain issues, including that: 

• The attending provider determines that an admission is in connection with childbirth and when the hospital 
stay begins for purposes of applying the general rule, and that provider determines when an exception to the 
48-hour or 96-hour general rule will be taken in consultation with the mother. The final rules clarify the definition of 
“attending provider” to specifically exclude a plan, hospital, managed care organization or other issuer. 

• ERISA-covered group health plans are required to comply with the ERISA notice regulations, whether insured 
or self-insured. The final rules clarify that ERISA group health plans can provide the notice electronically. 

• A state law exemption applies when a state law requires health insurance coverage in accordance with 
professional guidelines. The final rules clarify that the exemption will apply if the state law simply requires 
coverage in accordance with professional guidelines that deal with care following childbirth, and not necessarily 
other care issues in connection with childbirth. 

The final regulations, effective Dec. 19, 2008, apply to group health plans and group health issuers for plan years 
beginning on or after Jan. 1, 2009. 
 

Updated:  July 2009 
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Important Notice from the CHARTER COUNTY OF WAYNE Regarding 
HIPAA NOTICE OF PRIVACY PRACTICES 

 
 

 

For Protected Health Information for Its Employee and Retiree Medical, Dental, Vision, 
Employee Reimbursement Account, and Employee Assistance Program Health Plans 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 

AND HOW YOU CAN ACCESS THIS INFORMATION. 
 
This is your Notice of Privacy Practices provided by the 
County of Wayne (“County”).    This notice refers to the 
County by using the terms "us," "we," or "our."   
 
The County must collect information about you to 
provide you with health insurance.  We know that 
information we collect about you and your health is 
private.  The County is required to protect this 
information by federal and state law.  

This notice will tell you how we may use or disclose 
information about you.  Not all situations will be 
described.  The County is required to give you a notice 
of our privacy practices for the information we collect, 
keep and disclose about you.  We are required to follow 
the terms of the notice currently in effect. 
 
The Genetic Information Discrimination Act of 2008 
(GINA) includes provisions related to genetic information 
that affect HIPAA nondiscrimination rules.  Genetic 
information is defined as information about genetic tests 
of an individual or an individual’s family members, 
information about the manifestation of a family member’s 
disease or disorder and an individual’s request for or 
receipt of genetic services. Effective May 21, 2009, 
GINA mandates that a group health plan cannot: 

• Adjust premiums or contribution amounts based on 
genetic information; 
• Request or require an individual or an individual’s 
family member to undergo a genetic test; 
• Request, require or purchase genetic information 
prior to or in connection with enrollment in the plan; or 
• Use genetic information for underwriting purposes 

Group health plans may use the results of genetic tests 
for payment purposes explained below, as long as the 
minimum amount of information necessary is used. 
 
HOW WAYNE COUNTY MAY USE AND DISCLOSE 
INFORMATION WITHOUT YOUR AUTHORIZATION 
 
• For Payment:  We may use or disclose information 
to pay for the health care services you receive.  For 
example, the County may receive and review health 
information contained on claims to reimburse providers 
for services rendered or to verify insurance enrollment 
and eligibility information with providers seeking to 

receive payment for healthcare services provided to you 
or your covered dependents.  

• For Health Care Operations:  We may use or 
disclose health information for our insurance operations 
or to manage our programs or activities.  For example, 
we may use PHI to process transactions requested by 
you, to review the quality of services you receive or to 
audit the services for which our insurance carriers have 
been contracted to perform. 

• Where Required by Law or for Law Enforcement:  
We will use and disclose information when required by 
law.  Examples of such releases would be for law 
enforcement or national security purposes, subpoenas 
or other court orders, disaster relief, review of our 
activities by government agencies, to avert a serious 
threat to health or safety or in other kinds of 
emergencies. 

• When Required for Public Health Activities:  We 
disclose information when required by federal, state or 
local law.  Examples of such mandatory disclosures 
include notifying state or local health authorities about 
communicable diseases, or providing information to a 
coroner or medical examiner to assist in identifying a 
deceased individual or to determine the cause of death. 

• For Health-Related Benefits or Services:  We may 
use health information to provide you with information 
about benefits available to you under your current 
Insurance coverage and, in limited situations, about 
health-related products or services that may be of 
interest to you. 

• When Requested as Part of a Regulatory or 
Legal Proceeding:  If you or your estate are involved in 
a lawsuit or a dispute, we may disclose health 
information about you in response to a court or 
administrative order.  We may disclose Protected Health 
Information to any governmental agency or regulator 
with whom you have filed a complaint or as part of a 
regulatory agency examination. 

• For Government Programs:  We may use and 
disclose information for public benefits under other 
government programs.  For example, we may disclose 
information for the determination of benefits under 
Medicare. 

• Disclosures to Family, Friends and Others:  We 
may disclose information to your family or other 
person(s) who are involved in your medical care or 
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payment for your medical care.  You have the right to 
object to the sharing of this information. 

• Other Uses of Health Information:  For other 
situations, the County will ask for your written 
authorization before using or disclosing information.  
 
YOUR PRIVACY RIGHTS 
 
• Right to See and Get Copies of Your Records:  In 
most cases, you have the right to look at or get copies of 
your records.  You must make the request in writing.  
You may be charged a fee for the cost of copying your 
records.  

• Right to Amend Your Records:  You may ask the 
County to change or add missing information to your 
records if you think there is a mistake.  You must make 
the request in writing and provide a reason for your 
request.  

• Right to Get a List of Disclosures:  You may 
request a list of disclosures made after April 14, 2003.  
You must make the request in writing.  This list will not 
include the times that information was disclosed for 
payment or health care operations or releases required 
by law or for law enforcement.  The list also will not 
include information provided directly to you or 
information that was sent with your authorization. 

• Right to Request Limits on Uses or Disclosures:  
You may request that the County limit how information is 
used or disclosed.  You must make the request in writing 
and tell us what information you want to limit and to 
whom you want the limits to apply.  The County is not 
required to agree to the limitation.  You can request, in 
writing, that the limitation be terminated or the County 
may terminate the limitation with advance notice to you. 

• Right to Request Confidential Communications:  
You may request that we share information with you in a 
certain way or in a certain place.  For example, you may 
ask us to send information to your work address instead 
of your home address.  You must make this request in 
writing.  You do not have to explain the reason for your 
request.   

• Right to Revoke Authorization:  If you are asked 
to sign an authorization to use or disclose information, 
you can cancel that authorization at any time.  You must 
make the request in writing.  This will not affect 
information that has already been disclosed under the 
authorization. 

• Right to File a Complaint:  You have the right to 
file a complaint if you do not agree with how the County 
has used or disclosed information about you.  

• Right to Get a Paper Copy of this Notice:  You 
have the right to ask for a paper copy of this notice at 
any time. 
 

COMMUNICATIONS ABOUT YOUR RIGHTS 
 
You may contact the County to: 
 
• Ask to look at or copy your records 

• Ask to limit how information about you is used or 
disclosed 

• Ask to cancel your authorization 

• Ask to amend your records 

• Ask for a list of the times the County disclosed 
information about you 
 
The County may deny your request to look at, copy or 
amend your records.  If the County denies your request, 
it will send you a letter that tells you why your request is 
being denied and how you can ask for a review of the 
denial.  You will also receive information about how to 
file a complaint with the County or with the U.S. 
Department of Health and Human Services, Office of 
Civil Rights. 
 
If you wish to ask questions about this notice, exercise 
your rights under this notice, communicate with us about 
privacy issues or file a complaint, you can contact us at: 
 

Benefit Admin. Director / HIPAA Compliance 
Wayne County P/HR Benefits Administration Division 
500 Griswold Street, 9th Floor 
Detroit, Michigan 48226 
(313) 224-7721 or (877) 220-7721 
(313) 967-6027 (FAX) 
HIPAAPrivacyOfficer@co.wayne.mi.us 

 
You may file a complaint with the federal government at: 
 

U.S. Office of Civil Rights: 
Medical Privacy, Complaint Division 
U.S. Department of Health and Human Services 
200 Independence Avenue, SW 
Washington, DC 20201 
(866) 627-7748 
TTY: (866) 788-4989 
Email: ocrprivacy@hhs.gov 

 
Changes to This Notice:  We reserve the right to revise 
this notice at any time. The revised notice will be 
effective for health information we already have about 
you as well as any information we may receive in the 
future.  We are required to comply with whatever notice 
is currently in effect.  Any changes to our notice will be 
published on our website.  Go to www.waynecounty.com 
and click on the HIPAA icon.  A copy of the new notice 
will be posted at each County site and facility and 
provided as required by law.  You may ask for a paper 
copy of the current notice anytime.             

Updated:  July 2010

 

http://www.waynecounty.com/


 
Important Notice from the CHARTER COUNTY OF WAYNE Regarding 
YOUR RIGHTS UNDER THE CONSOLIDATED OMNIBUS RECONCILIATION ACT 
OF 1986 (COBRA) 

 
 

 

Healthcare Continuation Coverage Notice Issued by U.S. Department of Labor 
 
This notice is intended to inform you and all persons 
covered under your employer-sponsored group health 
plan in summary form of your rights and obligations 
under the continuation coverage provisions of COBRA.  
On April 7, 1986, a federal law (Public Law 99-272 Title 
X) requiring that most employers sponsoring group 
health plans offer continued health insurance coverage 
at the employer’s group rate(s) plus a two percent (2%) 
administrative fee in certain instances where coverage 
under the pan would otherwise end.  Both you and 
your spouse should take the time to read this notice 
carefully. 
 
If you are an employee of Wayne County covered by a 
group health plan, you have the right to choose 
continuation coverage for up to eighteen (18) months 
should you lose your health coverage for any of the 
following COBRA-qualifying events: 
 
1. Reduction in work hours of employment; 

2. Termination of your employment other than for gross 
misconduct on your part; or 

3. Retirement. 
 
If you are the spouse of an employee covered by a 
group health plan, you have the right to choose 
continuation coverage for yourself for up to thirty-six 
(36) months if you lose group health coverage for any of 
the following COBRA-qualifying events: 
 
1. Death of your spouse; 

2. Termination of your spouse’s employment other than 
for gross misconduct or reduction in your spouse’s hours 
of employment; 

3. Divorce or legal separation from your spouse; or 

4. Your spouse becomes entitled to Medicare. 
 
In the case of a dependent child of an employee 
covered by a group health plan, the dependent child has 
the right to continuation coverage for up to thirty-six 
(36) months if group health coverage is lost for any of 
the following COBRA-qualifying events: 
 
1. Death of a parent; 

2. Termination of a parent’s employment for reasons 
other than gross misconduct or reduction in a parent’s 
hours of employment; 

3. Parent’s divorce or legal separation; 

4. Parent becomes entitled to Medicare; or 

5. Dependent child ceases to be eligible as a 
dependent child under Wayne County’s group health plan. 
 
Under the law, the employee, retiree or a family member 
has the responsibility to inform Wayne County as the 
employer of a divorce, legal separation, or a child losing 
dependent status under Wayne County’s health plan 
within sixty (60) days of the date of the event causing 
loss of coverage.  Wayne County has the responsibility 
to notify the group health plan of the employee’s or 
retiree’s termination, reduction in work hours of 
employment, death, or Medicare entitlement.  Similar 
rights may apply to certain retirees, spouses, and 
dependent children if Wayne County commences a 
bankruptcy proceeding and these individuals lose 
coverage. 
 
Within forty-five (45) days of Wayne County being 
notified that one of the above events has happened, the 
Wayne County Risk Management Division will notify you 
that you have sixty (60) days from the date you lose 
coverage or the date the notice is sent, whichever is 
later, to elect continuation coverage under COBRA. 
 
If you do not choose to elect continuation coverage, your 
right to continued benefits under COBRA will expire.  If 
you choose to elect continuation coverage, an additional 
forty-five (45) days is allowed for payment of the initial 
premium.  The initial premium will cover the months 
between the date of loss of coverage and the date 
continuation coverage is actually elected under COBRA.  
Once the required premium is received by the Wayne 
County Risk Management Division, Wayne County is 
required to reinstate the coverage(s) you have elected 
as it was provided to you prior to the event causing loss 
of coverage.  Coverage will be reinstated as of the date 
coverage was initially lost (i.e., there will be no lapse in  
coverage).  You may continue coverage for the period 
specified on the first page of this notice. 
  
An eighteen (18)-month event may be extended to 
twenty-nine (29) months if an individual is determined to 
be disabled by the Social Security Administration at any 
time before or within the first sixty (60) days of the 
eighteen (18)-month period of COBRA coverage.  In 
order to qualify for this extension, notice of the 
determination must be given to the Wayne County Risk 
Management Division before the expiration of the 
eighteen (18)-month COBRA period.  Under the law, 
Wayne County may charge a COBRA administrative fee 
of fifty percent (50%) during the eleven (11)-month 
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extension period instead of the usual two percent (2%) 
fee. 
 
An eighteen (18)-month or twenty-nine (29) month even 
may be extended to thirty-six (36) months if a second 
COBRA-qualifying event occurs and the Wayne County 
Risk Management Division is notified within sixty (60) 
days of the occurrence of such an event.  In no event will 
continuation coverage last beyond three (3) years from 
the original date in which an individual first became 
eligible for coverage under COBRA. 
 
Your rights and responsibilities as a member under the 
group health plan once continuation coverage has been 
elected will not change; you will have the same rights 
and responsibilities as any other similarly –situated 
employee or retiree. 
 
To maintain continuation coverage once it has been 
elected, you must pay all premiums due by the first of 
the month for which the premium is due.  However, the 
law does allow for a thirty (30)-day grace period for 
payment of the regularly scheduled monthly premiums. 
 
The law provides that your continuation coverage may 
be cancelled for any of the following reasons: 
 
1. Wayne County no longer provides group health 
coverage to any of its employees; 

2. The premium for your continuation coverage is not 
paid on time; 

3. You become covered under another group health 
plan that does not contain any exclusion or limitation 
with respect to any pre-existing condition you may have; 

4. You become entitled to Medicare due to age; or 

5. You extended coverage for up to twenty-nine (29) 
months due to your disability and there has been a final 
determination that you are no longer disabled. 
 
Once coverage has been cancelled for any of the above 
reasons or due to the expiration of your maximum 
COBRA election period, you will be allowed to enroll in 
an individual conversion health plan through your plan’s 
insurance carrier if group conversion has been elected 
by Wayne County at the time of your COBRA event.  
Wayne County currently has a group conversion option 
for its medical plans. 
 
SUMMARY OF THE COBRA PREMIUM REDUCTIONS 
PROVISIONS UNDER ARRA 
 
President Obama signed the American Recovery and 
Reinvestment Act (ARRA) on February 17, 2009.  The 
law gives “Assistance Eligible Individuals” the right to 
pay reduced COBRA premiums for periods of coverage 
beginning on or after February 17, 2009 and can last up 
to 15 months. 
 

To be considered an “Assistance Eligible Individual” and 
get reduced premiums you: 

 MUST be eligible for continuation coverage at any 
time during the period from September 1, 2008 through 
May 31, 2010 and elect the coverage;  

 MUST have a continuation coverage election 
opportunity related to an involuntary termination of 
employment that occurred at some time from September 
1, 2008 through May 31, 2010; 

 MUST NOT be eligible for Medicare; AND 

 MUST NOT be eligible for coverage under any other 
group health plan, such as a plan sponsored by a 
successor employer or a spouse’s employer. 
 

 
♦ IMPORTANT ♦ 

 
• If, after you elect COBRA and while you are paying 
the reduced premium, you become eligible for other 
group health plan coverage or Medicare you MUST 
notify the plan in writing.  If you do not, you may be 
subject to a tax penalty. 
 
• Electing the premium reduction disqualifies you for 
the Health Coverage Tax Credit.  If you are eligible for 
the Health Coverage Tax Credit, which could be more 
valuable than the premium reduction, you will have 
received a notification from the IRS. 
 
• The amount of the premium reduction is recaptured 
for certain high income individuals.  If the amount you 
earn for the year is more than $125,000 (or $250,000 for 
married couples filing a joint federal income tax return) 
all or part of the premium reduction may be recaptured 
by an increase in your income tax liability for the year.  If 
you think that your income may exceed the amounts 
above, you may wish to consider waiving your right to 
the premium reduction.  For more information, consult 
your tax preparer or visit the IRS webpage on ARRA at 
www.irs.gov. 
 
For general information regarding your plan’s COBRA 
coverage or the administration of the ARRA Premium 
Reduction you can contact The Charter County of 
Wayne at (313) 224-7721 or toll-free at (877) 220-7721.  
 
If you are denied treatment as an “Assistance Eligible 
Individual” you may have the right to have the denial 
reviewed.  For more information regarding reviews or for 
general information about the ARRA Premium Reduction 
go to: www.dol.gov/COBRA or call 1-866-444-EBSA 
(3272)   
 

Updated:  July 2010

http://www.dol.gov/COBRA


Important Notice from the CHARTER COUNTY OF WAYNE Regarding 
YOUR PRESCRIPTION DRUG COVERAGE AND MEDICARE 

 
 

 

If you (and/or your dependents) have Medicare or will become eligible for Medicare  
in the next 12 months, please read this important notice. 

 
 
 
Please read this Notice carefully and keep it where you 
can find it. This Notice has information about your 
current prescription drug coverage with the Charter 
County of Wayne and about your options under 
Medicare’s prescription drug coverage.  This information 
can help you decide whether or not you want to join a 
Medicare drug plan. Information about where you can 
get help to make decisions about your prescription drug 
coverage is at the end of this Notice. 
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1. Medicare prescription drug coverage became 

available in 2006 to everyone with Medicare. You 
can get this coverage if you join a Medicare 
Prescription Drug Plan or join a Medicare Advantage 
Plan (like an HMO or PPO) that offers prescription 
drug coverage. All Medicare drug plans provide at 
least a standard level of coverage set by Medicare. 
Some plans may also offer more coverage for a 
higher monthly premium.   

 
2. The Charter County of Wayne has determined 

that the prescription drug coverage that they 
offer is, on average for all plan participants, 
expected to pay out as much as or more than the 
standard Medicare prescription drug coverage 
pays and is considered Creditable Coverage.  

_____________________________________________ 
 
Because your existing coverage with the Charter 
County of Wayne is, on average, at least as good as 
or better than standard Medicare prescription drug 
coverage, you can keep this coverage, still use the 
same pharmacy network, keep the same affordable 
co-payments for prescription drugs, and not pay a 
higher premium (a penalty) if you later decide to join 
a Medicare drug plan.   
 
You can join a Medicare drug plan when you first 
become eligible for Medicare and each year from 
November 15th through December 31st.  If you lose or 
decide to leave the Charter County of Wayne coverage, 
you will be eligible to join a Part D plan at that time using 
an Employer Group Special Enrollment Period.  You 
should compare your current coverage, including which 
drugs are covered at what cost, with the coverage and 
costs of the plans offering Medicare prescription drug 
coverage in your area.   
 
 
 

If you do decide to enroll in a Medicare 
prescription drug plan and drop your Charter 
County of Wayne coverage, be aware that you and 
your dependents may not be able to get this 
coverage back. 
 
Please contact us for more information about what 
happens to your coverage if you enroll in a 
Medicare prescription drug plan. 
 
You should also know that if you drop or lose your 
coverage with the Charter County of Wayne and don’t 
join a Medicare drug plan within 63 continuous days 
after your current coverage ends, you may pay a higher 
premium (a penalty) to join a Medicare drug plan later.  
 
If you go 63 continuous days or longer without 
prescription drug coverage that’s at least as good as 
Medicare’s prescription drug coverage, your monthly 
premium may go up by at least 1% of the base 
beneficiary premium per month for every month that you 
did not have that coverage. For example, if you go 
nineteen months without coverage, your premium may 
consistently be at least 19% higher than the base 
beneficiary premium. You may have to pay this higher 
premium (a penalty) as long as you have Medicare 
prescription drug coverage. In addition, you may have to 
wait until the following November to join.  
 
For more information about this Notice or your 
current prescription drug coverage… 
 
Contact our office for further information.  NOTE: You 
will receive this Notice annually and at other times in the 
future such as before the next period you can enroll in 
Medicare prescription drug coverage, and if the Charter 
County of Wayne coverage changes.  You also may 
request a copy at any time.  
 
For more information about your options under 
Medicare prescription drug coverage… 
 
More detailed information about Medicare plans that 
offer prescription drug coverage is in the “Medicare & 
You” handbook. You’ll get a copy of the handbook in the 
mail every year from Medicare.   You may also be 
contacted directly by Medicare drug plans.  
 
Continued on next page… 
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For more information about Medicare prescription drug 
coverage: 
 

• Visit www.medicare.gov  

• Call your State Health Insurance Assistance 
Program (see the inside back cover of your 
copy of the “Medicare & You” handbook for 
their telephone number) for personalized help, 

• Call 1-800-MEDICARE (1-800-633-4227). TTY 
users should call 1-877-486-2048. 

 
If you have limited income and resources, extra help 
paying for Medicare prescription drug coverage is 
available. For information about this extra help, visit 
Social Security on the web at www.socialsecurity.gov, or 
call them at 1-800-772-1213 (TTY 1-800-325-0778). 
 
 
 
 
 
 

REMEMBER:  Keep this Creditable Coverage Notice.  
If you decide to join one of the Medicare drug plans, 
you may be required to provide a copy of this Notice 
when you join to show whether or not you have 
maintained Creditable Coverage and whether or not 
you are required to pay a higher premium (a 
penalty). 

 
Name of  
Entity/Sender: Charter County of Wayne, Michigan 

Contact: Pamela Bethume, Benefits Manager 

Address: 500 Griswold Street, 9th Floor 

 Detroit, MI  48226 

Phone: (313) 224-7721 or (877) 220-7721 
 
 
 

CMS Form 10182-CC 
Updated: July 2010 

 

http://www.medicare.gov/
http://www.socialsecurity.gov/


Important Notice from the CHARTER COUNTY OF WAYNE Regarding 
MENTAL HEALTH PARITY AND ADDICTION EQUITY ACT 

 
 

 

Notice to Enrollees of Exemption for Self-Funded Health Plans 

Mental Health Parity and Addiction Equity Act  
For October 1, 2010 to September 30, 2011 Plan Year 

For the Wayne County and Wayne County Third Circuit Group Health Plans  
Provided Through Blue Cross Blue Shield of Michigan (BCBSM) 

 
 
Under a Federal law known as the Health Insurance Portability and Accountability Act of 1996 (HIPAA), Public Law 104-
191, as amended, group health plans must generally comply with requirements listed below.  However, the law also 
permits State and local governmental employers that sponsor health plans to elect to exempt a plan from these 
requirements for any part of the plan that is “self-funded” by the employer, rather than provided through a health insurance 
policy.  The County of Wayne has elected to exempt the Wayne County Health Care Plan offered through Blue Cross 
Blue Shield of Michigan (BCBSM) from the following requirements: 
 

Parity in the application of certain limits to mental health benefits.  Group health plans (of 
employers that employ more than 50 employees) that provide both medical and surgical benefits 
and mental health or substance use disorder benefits must ensure that financial requirements 
and treatment limitations applicable to mental health or substance use disorder benefits are no 
more restrictive than the predominant financial requirements and treatment limitations applicable 
to substantially all medical and surgical benefits covered by the plan. 

 
The exemption from these Federal requirements will be in effect for the plan year October 1, 2010 - September 30, 2011 
and may be renewed for subsequent plan years.  As a result, the deductibles, coinsurance and maximum annual and 
lifetime dollar limits for mental health and substance use disorder benefits will not change.  These benefits are outlined in 
the Benefits Summaries found in your annual Healthcare Options Open Enrollment Guide or BCBSM Benefits at a Glance 
summary. 
 
HIPAA also requires the Plan to provide covered employees and dependents with a “certificate of creditable coverage” 
when they cease to be covered under the Plan.  There is no exemption from this requirement.  The certificate provides 
evidence that you were covered under this Plan, because if you can establish your prior coverage, you may be entitled to 
certain rights to reduce or eliminate a preexisting condition exclusion if you join another employer’s health plan, or if you 
wish to purchase an individual health insurance policy.  
 
If you have any questions concerning the County of Wayne’s Health Care Plan or this notice, please call the Department 
of Personnel / Human Resources Benefits Administration Division at (313) 224-7721, toll-free at (877) 220-7721, via e-
mail at benefits@co.wayne.mi.us or by U.S. Mail to 500 Griswold Street, 9th Floor, Detroit, MI  48226. 

 
Updated: July 2010 
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Notice to Enrollees of Special Effective Date for  
Mental Health Parity and Addiction Equity Act  

For October 1, 2010 to September 30, 2011 Plan Year 
For the Wayne County and Wayne County Third Circuit Group Health Plans  

Provided Through Health Alliance Plan (HAP) 
 
                                                                                                                                                                                      
The Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA) is a federal law that provides participants who 
already have benefits under mental health and substance use disorder (MH/SUD) coverage parity with benefits limitations 
under their medical/surgical coverage.  The MHPAEA is generally effective for plan years beginning after October 3, 2009.  
However, the law contains a special effective date for certain collectively-bargained plans.  For a group health plan 
maintained pursuant to one or more collective bargaining agreements ratified before October 3, 2008, the requirements of 
the MHPAEA do not apply to health insurance offered in connection with the plan for plan years beginning before the date 
on which the last of the collective bargaining agreements relating to the plan terminates.  45 CFR Part 146.   
 
Pursuant to the special effective date for certain collectively-bargained plans, the MHPAEA does not take effect for the 
Wayne County and Wayne County Third Circuit Group Health Plans provided through Health Alliance Plan (HAP) for the 
plan year October 1, 2010 - September 30, 2011.  The delayed effective date may impact the implementation of the 
following key changes made by MHPAEA: 
 

• If a group health plan includes medical/surgical benefits and mental health benefits, the financial requirements (e.g., 
deductibles and co-payments) and treatment limitations (e.g., number of visits or days of coverage) that apply to 
mental health benefits must be no more restrictive than the predominant financial requirements or treatment 
limitations that apply to substantially all medical/surgical benefits; 
 
• If a group health plan includes medical/surgical benefits and substance use disorder benefits, the financial 
requirements and treatment limitations that apply to substance use disorder benefits must be no more restrictive than 
the predominant financial requirements or treatment limitations that apply to substantially all medical/surgical benefits; 
 
• MH/SUD benefits may not be subject to any separate cost sharing requirements or treatment limitations that only 
apply to such benefits; 
 
• If a group health plan includes medical/surgical benefits and mental health benefits, and the plan provides for out of 
network medical/surgical benefits, it must provide for out of network mental health benefits; 
 
• If a group health plan includes medical/surgical benefits and substance use disorder benefits, and the plan provides 
for out of network medical/surgical benefits, it must provide for out of network substance use disorder benefits; 
 
• Standards for medical necessity determinations and reasons for any denial of benefits relating to MH/SUD must be 
disclosed upon request;  
 
• The MHPA parity requirements under existing law (regarding annual and lifetime dollar limits) continue and are 
extended to substance use disorder benefits. 

 
For more information, contact the Wayne County Benefits Administration Division at (313) 224-7721, toll-free at (877) 220-
7721, by e-mail at benefits@co.wayne.mi.us or by U.S. Mail to Wayne County Benefits Administration Division, 500 
Griswold Street, 9th Floor, Detroit, MI  48226.  

 
Updated: July 2010 
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Important Notice from the CHARTER COUNTY OF WAYNE Regarding 
THE CHILDREN’S HEALTH INSURANCE PROGRAM 
REAUTHORIZATION ACT OF 2009 

 
 

 

 
Special Enrollment Rights 

 
Effective April 1, 2009, the Wayne County Group Health Plan (Plan) was amended to comply with the Children’s Health 
Insurance Program Reauthorization Act of 2009 (CHIP) to add a special enrollment provision as detailed below.  

 
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 people who are eligible for employer-sponsored health coverage, but need assistance in paying their 
health premiums.  
  
If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, you can contact 
your State Medicaid or CHIP office to find out if premium assistance is available.   
 
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents 
might be eligible for either of these programs, 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 called a “special enrollment” opportunity, 
and you must request coverage within 60 days of being determined eligible for premium assistance. For more 
information about special enrollment, contact the Wayne County Department of Personnel / Human Resources Benefits 
Administration Division at (313) 224-7721, toll-free at (877) 220-7721, via e-mail at benefits@co.wayne.mi.us or by U.S. 
Mail at 500 Griswold Street, 9th Floor, Detroit, MI  48226.  
 
 
If you live in one of the following States, you may be eligible for assistance paying your employer health plan premiums.  
The following list of States is current as of April 16, 2010.  You should contact your State for further information on 
eligibility. 
 

Alabama, Alaska, Arizona, Arkansas, California, Colorado, Florida, Georgia, Idaho, Indiana, Iowa, Kansas, 
Kentucky, Louisiana, Maine, Massachusetts, Minnesota, Missouri, Montana, Nebraska, Nevada, New 
Hampshire, New Jersey, New Mexico, New York, North Carolina, North Dakota, Oklahoma, Oregon, 
Pennsylvania, Rhode Island, South Carolina, Texas, Utah, Vermont, Virginia, Washington, West Virginia, 
Wisconsin, Wyoming. 

 
To see if any more States have added a premium assistance program since April 16, 2010, or for more information on 
special enrollment rights, you can contact either: 
 
U.S. Department of Labor  U.S. Department of Health and Human Services  
Employee Benefits Security Administration Centers for Medicare & Medicaid Services 
www.dol.gov/ebsa  www.cms.hhs.gov                                            
1-866-444-EBSA (3272) 1-877-267-2323, Ext. 61565  
 
 
 

OMB Control Number 1210-0137 (expires 07/31/2010) 
Notice Updated:  July 2010 
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Important benefit terms used during the open enrollment period and throughout the year. 
 
The following pages provide general definitions of insurance terms for medical, prescription, life, disability, pension, and 
other benefits.  Not all of these definitions will apply to your employee benefit plan. In all cases, the definitions which 
appear in your policies or certificates will apply. 
 
457 PLAN:  A tax-exempt Deferred Compensation program for retirement made available to employees of state and federal governments and 
agencies. 

ACTIVELY AT WORK:  Within some insurance plans, coverage is not effective until an employee is at work on the day coverage is scheduled 
to begin. Actively at Work for dependents means not being hospitalized or able to perform certain activities of daily living. Each insurance policy 
has its own definition of Actively at Work. 

ALLOWABLE AMOUNT/CHARGE:  The maximum dollar amount that a Carrier will pay for a given service or procedure as negotiated or per 
Usual and Customary fee schedules. 

ANNUAL MAXIMUM:  The amount of benefit you can receive each year for selected services in medical, dental, and vision plans. 

BALANCE BILLING:  The practice of billing a patient for the difference between the Usual and Customary amount paid by the Carrier and what 
the provider charged for the service. This does not include your Deductible, Copayment, or Coinsurance. 

BRAND NAME DRUG:  A prescription drug that has no Generic equivalent or a prescription drug that is the innovator or original formulation for 
which a Generic equivalent exists. 

CARRIER:  The insurance company (i.e., Blue Cross Blue Shield), PBM, or TPA  

CERTIFICATE OF CREDITABLE COVERAGE:  A document that proves an individual previously had health care coverage. It can be applied 
to reduce or eliminate any Pre-Existing Condition exclusion period that might otherwise apply when someone changes jobs. 

CLAIM:  An itemized bill for services or request for benefit when a loss occurs (such as income due to disability) submitted to a Carrier for 
payment. 

COB (COORDINATION OF BENEFITS):  The process of determining which Carrier pays first or second and how much when a patient has two 
or more insurance plans. 

COBRA (CONSOLIDATED OMNIBUS BUDGET RECONCILIATION ACT):  Federal health benefit provisions legislation passed in 1986 which 
applies to employer groups of 20 or more employees. The law amends the Employee Retirement Income Security Act (ERISA), the Internal 
Revenue Code, and the Public Health Service Act to provide temporary continuation of group health coverage that otherwise might be 
terminated. 

COINSURANCE:  The percentage of costs you pay for a covered service (i.e., 10%, 20%, 50%); the Carrier pays the remaining percentage 
(i.e., 90%, 80%, 50%).  

COINSURANCE ANNUAL MAXIMUM:  The amount of percent copayments you pay for covered services is defined and stated in the policy. 
Once this amount is reached, the plan pays most services at 100% for the remainder of the plan year. 

COLLECTIVE BARGAINING AGREEMENT (CBA):  A negotiated agreement between the employer and its employees. 

CONVERSION:  A policy or plan provision that allows employees to convert their group coverage to individually-owned coverage, without any 
medical questions or health statement requirements, when their group insurance ends. Benefits may be different and the cost usually higher 
than the group plan. 

COPAY(MENT):  The fixed dollar amount you pay for a covered service such as an office visit to the doctor, Generic or Brand Name drug 
prescription, emergency room, etc. 

COVERED SERVICES:  Services, drugs, or supplies identified as payable in an insurance policy or plan.  

DAW (DISPENSE AS WRITTEN):  Physician’s instructions on a prescription which specify a Brand Name pharmaceutical or medical device. 

DEDUCTIBLE:  The amount you pay first before your Carrier pays for some services.  A Family Deductible is one that is satisfied by the 
combined expenses of all covered family members. 

DISCOUNT PROGRAM:  A program providing discounts for services such as vision care offered to employees, sometimes at a nominal cost. It 
is not an insurance plan or policy. 

DISEASE MANAGEMENT:  Programs designed by a Carrier to help members manage chronic conditions through a partnership between 
members, physicians, and the health plan. Disease Management focuses on member education and self-management strategies in an effort to 
reduce costs and improve quality. 

DMO (DENTAL MAINTENANCE ORGANIZATION):  A network of dental clinics or dentists which provide dental services in exchange for 
Copayments published by dental service codes. 

ELIMINATION PERIOD:  In a disability policy, the number of consecutive days during which an employee cannot work because of disability, 
due to accident or illness as defined by the policy, before monthly or weekly benefits are payable. 

ENDODONTICS:  In dentistry, services dealing with disease and injuries to the nerve of the tooth, including root canal therapy. 
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EOB (EXPLANATION OF BENEFITS):  A document you receive from the Carrier explaining how your Claim was processed and what 
amounts, if any, are your responsibility to pay. 

EVIDENCE OF INSURABILITY:  Any medical or other information, including a health statement that a Carrier may require and which is found 
satisfactory in order to provide coverage under the policy or for any increases in insurance. Also referred to as Proof of Good  Health. 

FMLA (FAMILY AND MEDICAL LEAVE ACT):  Federal law of 1993 which requires employers to provide up to 12 weeks of unpaid, job-
protected leave to eligible employees for certain family and medical reasons. 

FORMULARY:  A regularly updated list of FDA-approved prescription drugs and supplies developed by a Carrier or PBM. Medications are 
selected based on clinical effectiveness, safety, and opportunity for cost savings and grouped into copayment tiers. Some plans have voluntary 
or mandatory and open or closed formularies. 

FSA (FLEXIBLE SPENDING ACCOUNT):  An employer group or employee funded account that allows employees to set aside pre-tax dollars 
to pay for unreimbursed medical/dental/vision/prescription drug expenses or day/night care for dependent children or spouses to allow the 
employee to work.  Unused money is forfeited at the end of the year. 

GENERIC DRUG:  A prescription drug that is medically equivalent to a Brand Name Drug as determined by the FDA.  It is therapeutically 
equivalent and interchangeable with drugs having an identical amount of the same active ingredient. It meets the same standards as a Brand 
Name Drug for purity, safety, strength, and effectiveness. 

GUARANTEE ISSUE:  The amount of coverage which an insurance company will provide to an employee without answers to medical 
questions or providing other Evidence of Insurability. 

HIPAA (HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT):  A 1986 federal law affecting all participants in the country’s 
health care system.  It was developed to improve the portability of coverage for people who lose coverage or change employment, to promote 
administrative simplification through the use of electronic transactions, and to ensure the security and privacy of member information. 

HMO (HEALTH MAINTENANCE ORGANIZATION):  A state-licensed Carrier which focuses on wellness /preventive care and provides 
managed health care through a network of contracted Primary Care Physicians. 

HRA (HEALTH RISK ASSESSMENT):  A survey or inventory, usually taken on-line from a Carrier’s website, that provides a member with a 
printed report regarding their overall health condition and which identifies specific risks, such as for heart disease or diabetes. The report may 
include an action form for the member to share with his or her doctor. 

HRA (HEALTH REIMBURSEMENT ARRANGEMENT):  An employer group funded account that allows employees to pay for un-reimbursed 
medical expenses. 

HSA (HEALTH SAVINGS ACCOUNT):  An employer group or employee funded employee-owned account that allows employees to set aside 
pre-tax dollars to pay for un-reimbursed medical expenses.  Employees must be enrolled in a high deductible health plan that meets federal 
government requirements.  Account balances rollover from year to year. 

INDEMNITY PLAN:  Traditional fee-for-service insurance.  Under this plan, Members have a free choice of service providers. 

IN-NETWORK:  The level of benefits you receive for covered services from a PPO provider. 

LIFETIME MAXIMUM:  The total amount of benefit you can receive while you are enrolled in a medical or dental plan. 

LONG-TERM CARE:  Continuing maintenance and health services – inpatient, outpatient or at home – to the chronically ill, disabled, or 
developmentally disabled. 

MAIL ORDER:  A method of obtaining a 90 day supply of Maintenance Drugs by mail through a duly licensed pharmacy operated by or 
associated with the Carrier. 

MAINTENANCE DRUGS:  Prescription drugs that must be taken regularly for more than a 30 day period (i.e., insulin, high blood pressure or 
cholesterol medications). 

MANDATORY GENERIC:  A plan or policy provision which requires pharmacies to dispense Generic Drugs when available. 

MASTER / MAJOR MEDICAL COVERAGE:  The hospital, surgical and medical plans that supplement basic benefits by extending hospital 
days and providing additional benefits.  Usually a reimbursement program. 

MEDICARE:  The federal health insurance program for the aged, disabled and individuals with end stage renal disease established by Title 
XVIII of the Social Security Act of 1965, as amended. 

MEDICARE COMPLEMENTARY/SUPPLEMENTAL:  Coverage that pays many of the costs not covered by Medicare. 

MEMBER:  A Subscriber or a dependent of the subscriber covered by a specified insurance plan. 

OPEN ACCESS:  A plan that allows members to see participating providers, usually Specialists, without a referral from their PCP. 

OTC (OVER-THE-COUNTER):  Drugs or medicines which can be sold without a prescription. 

OUT-OF-AREA BENEFITS:  Coverage available to individuals living in or traveling outside the Service Area. 

OUT-OF-NETWORK:  The level of benefits you receive for covered services from a non-PPO provider.  

OUT-OF-POCKET LIMIT:  The amount of Coinsurance that a member needs to pay before the Carrier or plan begins paying at 100%. 

PBM (PHARMACY BENEFIT MANAGER):  An entity which performs pharmacy benefit management including procurement of prescription 
drugs at a negotiated rate for dispensation; Mail Order service; claims processing; retail network management; clinical Formulary development 
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and management services; certain patient compliance, therapeutic intervention and Generic substitution programs; and Disease Management 
programs. 

PCP (PRIMARY CARE PHYSICIAN):  In an HMO, the physician you select to provide you with all of your medical care including arrangement 
for hospitalizations and referrals to Specialists.  PCPs typically include internists, general practitioners, family practitioners, and pediatricians. 

PERIODONTICS:  In dentistry, services that treat diseases and conditions affecting the bone and gums supporting the teeth. 

PORTABILITY:  A plan provision which allows participants, usually in group life insurance plans, to continue their insurance, at their own 
expense at the employer’s group rate, if coverage under the employer’s plan ends due to certain Qualifying Events. 

PPO (PREFERRED PROVIDER ORGANIZATION):  A network of service providers who has signed an agreement with a Carrier to accept their 
credentialing and re-credentialing process, managed care protocols, customer satisfaction evaluation, office and medical records reviews, as 
well as the Carrier’s fee schedule (to accept the Carrier’s payment in full). 

PREAUTHORIZATION or PREDETERMINATION:  A process that allows service providers to determine, before treating a patient, if the Carrier 
will cover the cost of a proposed service. 

PRE-EXISTING CONDITION:  A condition for which medical advice, diagnosis, care or treatment was recommended or given during a period 
stated in the insurance policy. Coverage for that condition may be provided or delayed as stated in the policy. 

PREVENTIVE CARE:  Covered services provided for health, dental and vision maintenance such as routine/periodic exams and tests. 

QMCSO (QUALIFIED MEDICAL CHILD SUPPORT ORDER):  A court order that requires an employee to provide available medical coverage 
for a child. 

QUALIFYING EVENT:  A change in an employee’s life status that allows the employee to make appropriate changes to their benefit plan 
elections. Qualifying Events include marriage, birth, adoption, divorce, death of spouse, change in employee or spouse employment status, and 
change in dependent status. An employee who experiences a Qualifying Event has 30 days from the date of the event to request changes. 

REFERRAL:  The written or appropriately authorized recommendation by a PCP or dentist for a member to receive specialized care from a 
practitioner or facility.  Most PCPs refer their patients to Specialists who are affiliated with his/her physician or dentist group and works out of 
the same hospital. 

REIMBURSEMENT:  The amount returned to you or a service provider after a Claim has been submitted to a Carrier. 

SECTION 125 PLAN:  A plan which complies with the provisions of Section 125 in the Internal Revenue Service Code.  This section allows 
eligible employees to pay for certain fringe benefits that are sponsored by their employer, with pretax dollars.  Also called Cafeteria and 
Premium Only Plans. 

SERVICE AREA:  The geographical area in which a Carrier, especially HMO’s, operate. 

SPECIALIST PHYSICIAN:  A doctor who, by education/training and certification/license, specializes in a discipline, i.e. dermatologist, 
cardiologist, radiologist, anesthesiologist. 

STEP THERAPY:  A program administered by Pharmacy Benefit Managers for people who take prescription drugs regularly to treat an ongoing 
medical condition, such as arthritis, asthma or high blood pressure. In Step Therapy, the covered drugs you take are organized in a series of 
“steps,” with your doctor approving and writing your prescriptions. The program usually starts with generic drugs in the “first step” while more 
expensive brand-name drugs are usually covered in the “second step.” Specific high cost drugs are covered by the plan only after clinically 
appropriate, proven, and more cost effective step one drugs are tried. 

SUBROGATION:  The right for a Carrier or plan to recover payment when another person, insurance company or organization may be legally 
obligated to pay for services that the Carrier or plan has already paid; for example, in the case of a court judgment. 

SUBSCRIBER:  The individual whose name appears on the insurance policy or the person who is employed by the group that holds the 
contract for insurance.  The subscriber is also a member. 

TPA (THIRD PARTY ADMINISTRATOR):  An entity that performs all or part of the administrative services for health plans or Carriers, including 
the processing of Claims. 

USUAL (or REASONABLE) AND CUSTOMARY (UCR):  A percentile which indicates the service providers in a geographic area who would 
accept a Carrier’s payment for services. For example, a Carrier which pays at the 90th percentile means that 90% of the non PPO service 
providers would accept the Carrier’s payment in full. 

VOLUNTARY:  A benefit which is an employee’s choice in which to enroll and make some or all of the premium payments. 

WAITING PERIOD:  The period of time specified by an employer before an employee becomes eligible to receive benefits. 

WAIVER OF PREMIUM:  A policy provision in life and disability insurance policies which allows continuation of coverage, without premium 
payments, if the employee is and remains totally disabled as defined by the policy. 
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Things to think about when making benefit choices during the upcoming enrollment period 
and benefit review session. 
 
While you cannot predict all your needs, it pays to make a list of all the services you expect to need in the coming year 
and then evaluate each plan according to your own list.  Take some quiet time to review your checkbook and credit card 
receipts for expenses you had and also to list the expenses you expect this coming year.  If you are married, review with 
your spouse to see how expenses could be covered between your own insurance plans. 
 
When choosing a medical, dental or vision plan, you should look for a plan that: 
 

 Has the doctors and hospitals you want or need 
 Provides all the benefits you need 
 Provides services where and when you need them 
 Meets your budget 

 
What kinds of medical expenses do you expect for the coming year? 
 
No one can predict the future, but reviewing medical expenses from the past two or three years may help you anticipate 
expenses for the coming year. 
 
How much can you afford to pay out of your own pocket for medical expenses? 
 
Try to balance the cost of coverage against out-of-pocket expenses if you or your family member need treatment. 
 
Do you need coverage for each member of your family? 
 
You may elect to cover only yourself, yourself and a spouse and/or a family member.  If your spouse or dependents have 
coverage elsewhere, you may save money by not covering them under this medical plan. 
 
Should you opt out of medical coverage? 
 
You should consider all of the coverage options available to you and your family.  If your spouse has coverage through 
another employer, you should evaluate the opt out option.  If you enroll under your spouse’s coverage, you are eligible to 
opt out of your medical plan and receive a taxable cash benefit instead.  When electing to opt out, make sure to compare 
benefits as well as coverage contributions under each plan. 
 
What dental expenses are you anticipating for the upcoming year? 
 
If your dentist recently recommended a more complex treatment (ex., braces) consider the plan maximums and benefits 
under each plan.  Also consider contributing to an FSA so your share of dental costs will be less by using pre-tax dollars. 
 
What expenses won’t be covered by your health plans? 
 
Think about what out-of-pocket expenses (copays, deductibles, over-the-counter medications, etc.) that you anticipate for 
the upcoming year and consider putting money aside in a flexible spending account for healthcare expenses to take 
advantage of tax savings. 
 
Do you have daycare expenses for a child or adult? 
 
Consider enrolling in the flexible spending account for dependent care to take advantage of tax savings during the year. 
 
Are you paying for parking or bus passes out of your own pocket? 
 
You can take advantage of the County’s parking and commuter discount program via payroll deduction or enroll in a 
flexible spending account for these expenses. 
 



 
IPLANNING FOR BENEFITS continued 
 

  53 

If you have expenses from an accident or illness that prevents you from working, how would these expenses and 
day-to-day living expenses be paid?   
 
Look into what your employer-paid disability benefits, sick and vacation time will cover and consider supplemental 
insurance to cover expenses. 
 
What if your disability or chronic medical condition required someone to come to your home to care for you or 
you needed a residential facility.  How would that be paid?   
 
Your health plan, Medicare or Medicaid does not cover many expenses people think are covered.  (Consider Long-Term 
Care benefits). 
 
What would cover the costs if someone in your family needed chronic care or costly medication?   
 
Consider supplementing our medical plan with other coverages such as Cancer, Hospital Indemnity or Critical Illness 
plans to help ease the burden under these circumstances. 
 
 If you were no longer there to support your family, how would they be able to: 
 

 Pay off loans on credit cards, mortgage, auto? 
 Maintain their standard of living – utilities, food, clothing, and personal expenses? 
 Provide for children’s future – tuition and weddings? 
 Pay for your final expenses – medical care, burial, estate settlement and inheritance taxes? 

 
If you have currently have supplemental life insurance, do you need more? 
 

 Consider how long do you need to replace income.  2 years?  5 years?   
 Have you had a salary change?  Consider inflation. 
 Perhaps you are now married or just had a child? 

 
How much life insurance is enough?  Consider:  
 

 Burial expense cost 
 Mortgage and other major debts such as credit card, car loan, home equity 
 College costs 
 What assets do you now have in savings, investments, retirement programs, current life insurance amounts 
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Jot down your questions and notes here to help you when making your final benefit decisions. 
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CONTACT INFORMATION 
 
For more details regarding of the information provided in this benefit guide, contact: 
 

Blue Cross Blue Shield of 
Michigan 

PPO, Traditional and HDHP Medical and 
Prescription Drug Plans 
Traditional Dental Plan  

Customer Service:  (800) 921-5504 
Blue Card Program:  (800) 810-BLUE 
Hours: Mon. - Fri. 8:30 AM to 5:00 PM 
Website:  www.bcbsm.com  

Employee Benefit Concepts Flexible Spending Account Plans 
Customer Service:  (800) 355-8040 
Hours: Mon. - Fri. 8:30 AM to 4:30 PM 
Website:  www.mytakecare.com 

Epic Hearing Discount Hearing Care / Aid Plan Customer Service:  (866) 956-5400 
Website:   www.epichearing.com  

Golden Dental Plans, Inc. Dental HMO Plan 
Customer Service:  (800) 451-5918  
Hours:  Mon. - Fri. 9 AM to 5 PM 
Website:  www.goldendentalplans.com 

Hartford Group Life  
Life insurance for Wayne County and 
Wayne County Probate Court active 
employees 

Customer Service:  (877) 426-6483  
Website:  www.thehartford.com   

Health Alliance Plan (HAP) HMO Plan 
Customer Service:  (800) 422-4641 
Hours: Mon. - Fri. 7 AM to 7 PM, Sat. 8 AM to Noon 
Website:  www.hap.org 

Health Management Systems of 
America (HMSA) Employee Assistance Program (EAP) 

Customer Service:  (800) 847-7240   
Hours: 24 hours a day, 7 days a week, year round 
Website:  www.hmsanet.com  

Healthy Blue HSA  
(The Bancorp Bank) Health Savings Account (HSA) Plans 

Customer Service:  (877) 872-9412 
Hours: 24 hours a day, 7 days a week, year round 
Website:  www.healthybluehsa.com   

The Hearing Center of Excellence Discount Hearing Care / Aid Plan Customer Service:  (877) 443-2748 
Website:   www.hearingexcellence.com  

Heritage Vision Plans Vision Plan 
Customer Service:  (888) 322-0919  
Hours:  Mon. - Fri. 9:00 AM to 5:00 PM 
Website:  www.heritagevisionplans.com 

Mutual of Omaha Group Life Life insurance for Wayne County Third 
Circuit Court active employees 

Contact Third Circuit Court Human Resources 
Department  

Wayne at Work  Voluntary Benefit Plans 
Customer Service:  (800) 529-1663 
Hours:  Mon. - Fri. 9:00 AM to 4:30 PM  
Website:  www.wayneatwork.com  

Wayne County  
Benefits Administration Division 

Administration of Health and Disability 
Benefits, FMLA and ADA, wellness 
programs , voluntary benefits, 
occupational safety programs for 
employees (and retirees where 
applicable) of Wayne County, Wayne 
County Probate Court and Third Circuit 
Court 

Office:  (313) 224-7721 or (877) 220-7721  
Fax:  (313) 967-6027  
Hours:  Mon. - Fri. 8 AM to 4:30 PM 
E-Mail:  benefits@co.wayne.mi.us  
Website:  www.waynecounty.com or http://intranet.wc 

Wayne County  
Employee Retirement System 

Retirement Plans 
Deferred Compensation Plans 
Life Insurance Plans 

Office:  (313) 224-5890 or (888) 600-6033 
Hours:  Mon. - Fri. 8 AM to 4:30 PM 
Website:  www.wcers.org  

Wayne County  
Probate Court Personnel Dept. 

Human resources and personnel 
services for employees of the Wayne 
County Probate Court  

Office:  (313) 224-8373 
Hours:  Mon. - Fri. 8 AM to 4:30 PM 
Website:  www.wcpc.us  

Wayne County 3rd Circuit Court  
Human Resource Department 

Human resources and personnel 
services for employees of the Third 
Circuit Court 

Office:  (313) 224-8816 
Hours:  Mon. - Fri. 8 AM to 4:30 PM 
Website:  http://courtweb  

 

http://www.bcbsm.com/
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http://www.wayneatwork.com/
mailto:benefits@co.wayne.mi.us
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http://www.wcers.org/
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WAYNE COUNTY PROBATE COURT AFSCME BARGAINING UNIT (AFPC) 
 

 
Benefits Administration Division 
500 Griswold Street, 9th Floor 
Detroit, MI  48226 
 
 
 
 
 
 
BENEFIT INFORMATION MEETING SCHEDULE 
 
Representatives from our health insurance carriers – Blue Cross Blue Shield of Michigan, Health Alliance Plan (HAP), 
Golden Dental Plans and Heritage Vision Plans – will be available during benefit information meetings to answer your 
questions.  Additionally, enrollers from The Hartford and Wayne-at-Work will be available to answer your questions 
regarding the voluntary benefit offerings as well as to process your enrollments. 
 
The meetings scheduled as of mid-July are provided in the table below.  Additional meetings as well as webinars or other 
on-line informational services may be added and will be announced via e-mail and will be posted on the County and Court 
websites.  You may also get information by calling the Benefits Administration Division at (313) 224-7721, toll-free at (877) 
220-7721 or by e-mail at benefits@co.wayne.mi.us.  
 

Meeting Date Building Room Health Insurance 
Carriers On Site 

Voluntary Benefit 
Enrollers On Site* 

Monday, August 2nd 500 Griswold 
(Guardian Building) 32nd Floor 10:00 am – 2:00 pm 10:00 am – 2:00 pm 

Tuesday, August 3rd  1441 St. Antoine 
(Frank Murphy Hall of Justice) Courtroom 710 10:00 am – 2:00 pm 10:00 am – 2:00 pm 

Wednesday, August 4th 2 Woodward Ave 
(CAYMC) Room 700A 10:00 am – 2:00 pm 10:00 am – 2:00 pm 

 570 Clinton 
(Jail Division 1) Roll Call Room (Basement) 1:00 pm – 5:00 pm 1:00 pm – 5:00 pm 

Thursday, August 5th 1025 E. Forest 
(Lincoln Hall of Justice) Bldg B – 2nd Floor 10:00 am – 2:00 pm 10:00 am – 2:00 pm 

Friday, August 6th 33030 Van Born 
(Health Dept.) HEMS Conf. Room 9:00 am – 1:00 pm 9:00 am – 1:00 pm 

Tuesday, August 10th 3501 Hamtramck 
(Jail Division 3) Training Room (tentative) Noon – 5:00 pm Noon – 5:00 pm 

Wednesday, August 11th 645 Griswold 
(Penobscot Building) 3rd Floor Lunchroom 10:00 am – 2:00 pm 10:00 am – 2:00 pm 

Thursday, August 12th 640 Temple 
(Temple Building) 

Suite 500, Room A 
(5th Floor) 1:00 pm – 5:00 pm 1:00 pm – 5:00 pm 

 415 Clifford 
(Neudeck Building) Lobby (1st Floor) 8:00 am - Noon 8:00 am - Noon 

Tuesday, August 17th 33809 Mich. Ave.  
(Field Engineering) 

2nd Floor Conference 
Room 10:00 am – 2:00 pm 10:00 am – 2:00 pm 

Wednesday, August 18th 29900 Goddard Rd  
(CMY) 

Construction Conference 
Room 10:00 am – 2:00 pm 10:00 am – 2:00 pm 

* If you can’t make it to a scheduled informational meeting, personal appointments are always available by calling Wayne at Work at (800) 529-1663 or The Hartford at (877) 426-6483. 
 

IMPORTANT:  This document is being provided to give you another way to get some information about the benefit plans available to you as a plan 
member.  It is not an official plan communication.  Your collective bargaining agreement (CBA) or benefit plan is the official communication of the 
benefits to which you are entitled.  There may be difference between this document and your CBA / benefit plan and the insurance certificates 
issued by the various insurance providers noted in this document.  Any differences between this document and your CBA / benefit plan or insurance 
certificates are unintentional.  The applicable CBA / benefit plan or insurance certificate shall always govern if there is a conflict between the 
provisions found in those documents and this document. 

Webinars and other on-line instructional services will be available for viewing during the open enrollment period.  
For a schedule, check www.waynecounty.com or www.wayneatwork.com after July 31st. 
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