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INSURANCE AGENCY
435-674-2221

S Sou B
BETH DUNFORD JOoDI GARDNER



WHAT YOU NEED TO KNOW

HOW TO ENROLL IR SN, S MOTIVHEALTH
S j| ACCOUNTS

CONTRIBUTIONS ’ = _
1€05TS ¢ o i’,! OTHER
' ! PENEEITS
HEALTH | .
INSURANCE ~ o4 SWITCHPOINT
HSA. w LRA.

PROCRAMS TO ! o 4B DEADLINE TO
SAVE $ = ENROLL



YOU CAN...
+ employee *Enroll in coverage

NAVIGATOR Update Benefits throughout the year

Website - www.employeenavigator.com *Access Benefit Information

_ *Access Contact Information
EVERY Full-Time Employee MUST

Create an Account and MUST either
ENROLL or DECLINE the OFFERED

» Create your and

* Once you are registered, begin by clicking on the green
Start Enrollment Button.

COVERAGE during OPEN
ENROLLMENT or NEW HIRE Window.

Enroll or each benefit. Be sure to click Save &
Continue at the bottom of each screen.

 The last page will show you your elections and
Company ldentifier . You can go back and change your
elections by clicking on view steps on the right-hand side
of the screen.

* Once you are satisfied with your elections, click the green
Click to Sign button in the box at the center of the page.




‘YOU’RE Switchpoint is paying
A LUCKY 100% of each Employee’s

Health Insurance
premium and 50% of
Spouses and dependents.

PUTTING $50
PAYCHECK




SWITCHPOINT CONTRIBUTION

Total Employer Your Per
Benefit Plan Coverage Monthly Monthly Paycheck

Premium Contribution| Contribution

Single
. HSA $565.02 $565.02 $0.00
SRS Viise Children $1,130.03 584752 S
Network Family $1,525.61 $1,045.31 $221.67

o JAVERV.GENEROUS -2 2o



YOUR CONTRIBUTION

Your Per
Paycheck
Contribution

Total Employer

Benefit Plan Coverage Monthly Monthly
Premium Contribution

Single
. HSA $565.02 $565.02 $0.00
SRS Wise Children $1,130.03 584752 SOSe
Network Family $1,525.61 $1,045.31 $221.67

Full-Time employees that decline health insurance because they are covered
under another plan, are eligible to receive a stipend. This

stipend will begin no sooner than the month the employee is eligible for
Insurance, and once proof of insurance coverage is provided to HR/Payroll.




Benefits In Network Out of Network™
Deductible
Individual / Family $2 000 or $4,000 $4.000 or $8,000
ﬁgi;iﬂf:m $5,000 or $10,000  $10,000 or $20,000
Individual / Family Embedded Embedded
Telemedicine $0 No Benefit
Preventive Care Covered 100% 40%"*°
DEDUCTIBLE Offce Vit
Primary Care / 20% *° 40%"*°
Specialist
You pay full costs You share costs with your insurance o -
Urgent Care 20% 40%
w wr £ w w WA £ A ﬂ
& | \ \ \ \ \ $20 per Month up to $250/Year
l‘:',-’ VWellness R ds Enrolled Employee and Enrolled Spouse
“r L5 L% “r (%] L% "y L n
u QOutpatient Services 20%*° 40%"°
L%
— — Inpatient Services 2090 4090
before deductible after deductible
Emergency Room 20%"°
Mental Health /
Sub e Abuse 20% AD 40% AD
Prescriptions
Tier 1
e 20% AD 40% AD
Tier 2
Tier 3
Provider Search: www.motivhealth.com
Member Services: 844-234-4472
AD = After Deductible




DEDUCTIBLES & CO-INSURANCE

motiv

HSA

HEALTH SAVINGS
ACCOUNT

DEBIT CARD for MEDICAL EXPENSES

You may want to consider
contributing additional money each
month into your HSA — TAX FREE!!

PRESCRIPTIONS

2021 HSA
Contribution limits

Individual: $3650
Family: $7300
55+ yrs: +$1000

All money in the Account is
yours to KEEP. Any dollars
that you don’t spend stay in
your account and will grow
from year to year




We need your help to keep
Healthcare costs down

i)

Instead
of Rising?




USE THE @ H :
ealthiestuov.
TELEHEALTH APP Y

With HealthiestYou you can connect to a doctor, get
treatment, and get prescriptions, 24 hours a day, 7 days a

week over the phone or via the mobile app. Using
HealthiestYou can SAVE YOU TONS OF MONEY and no more
sitting around in waiting rooms. And best of all, it’s FREE!!




When our members choose to have certain
planned medical procedures performed by
our high-value providers, and pay in advance,
we can reduce member out-of-pocket
expenses between $250-$3000.

e-Day Discount Program

HOW TO PARTICIPATE e PayLess
@ E::II ::-J:r Personal Health Assistants E@] Lﬂwer your BUt‘nf.pﬂc kEt

(844-234-4472) prior to scheduling a EXPENSE.

planned medical procedure.

2 Choose Care
Choose a preferred high value

provider.

3 Pay Reduced Fee
Pay your reduced cost in advance.

Get Rewarded
Save extra for being a savvy
healthcare consumer,

Get Excellent Care
t\j Receive treatment from high

4 Get Care -
Receive the medical care you need. value Provi ders.




=~ PRESCRIPTION

ASSISTANCE

—— Spending $200+/month on Medicines?
You will want to participate in this program!!

DIABETES
PATIENT CARE

You or a family member has Diabetes?
FREE Testing Supplies!! + Insulin at LOWER Cost!



Sync your Fitbit,
pedometer or Apple

Watch to MotivHealth

Frcentive
rogram

8,000 ‘. 20
eadP Steps edP

= $250/Year into HSA

S500 is spouse participates too!



PROGRAMS

SAVE YOU MONEY AND

ALLOW US TO KEEP
GOSTS DOWNC




motlvheall:h Q)

https://www.motivhealth.com/ OLOGIN Welcome to MotivHealth

WHO: Needs to Register -
and Set Up an Account??

PASSWORD FORGOT?

Due to Medical Privacy
Laws each covered

€ Enter requested

member 18+ years NEEDS [€Enrrymme identifying

REGISTER NOW information such as

their OWN ACCOUNT to DOB, SS Number, etc.

view Fullinformation



motivhealth
&

motivhealth , ; - ‘.

INSERT MEMBER NAME

MemberiD: 000012345 O®ISGRX

GroupID; 12345 RX Bin: 015202
PCN @ SGRX

PROVIDER

DEDUCTIBLE

You pay full costs You share costs with your insurance

S——

before deductible - after deductible

$ DEDUCTIBLE







OTHER INSURANCE OFFERED THROUGH

MetLife

...Will be an “Out of Pocket”Expense

©

‘-:! No Insurance Card Needed V\

\

Just DOB and SS Number i.




INSTRUCTIONS
FOR THE STATEMENT OF HEALTH FORM AND THE AUTHORIZATION FORM THAT FOLLOW THIS SECTION Send SOH
INGTRUGTIONS TO THE REGORDKEEPER (The Recordkeeper may be the Group Customer, a Third Parly Administrator or MetLife.)

1. Fill in the Growp Customer Information and Insurance Information on the Statement of Health fiorm.
2. Give the forms fo the Employee.

S forms to HR or
1. Fill in your name and Social Security £ on the Statement of Health form. The Employee's Name and the Employee's Social Security # must appear on the fomm.
2. Give the forms fo the Proposed Insured to complete and send to MetLife.

INSTRUCTIONS TO THE PROPOSED INSURED [The Proposed Irsured is the person fior whom insurance is being requested. The Proposed Insured may be the

Emgloyee, the Employee's SpouseDomestc Pastner or the Employee's Child.) A separate Statement of Health form must be completed by each Proposed Insured. D I

Based on the enroliment form submitted by the Employee, a Statement of Health form is required to complete the employes’s request for growp insurance coverage for I re c y o

you, the Proposed Insured.

1. I the Insurance Information Section is not completed, obtain the information kefore finalizing the form. Contact Metrapolian Lifs Imsurance Company, n
your EmployerBenefits Administrator § the Lifie Insurance amounts were not provided or to confirm the Life Medical Undenwriling ' Beth or JOdI at
Imsurance amaunts. P.0. Box 14593

2. Complete the Statement of Health form and sign where indicated by an armow. Lexington, KY 40542-8583

3. Sign the Authorzation form where indicated by an amow. FAX: 1-888505-7445
4. After completion, make a copy of both completed forms for your records and FAX, MAIL or EMAIL the crginal forms o ' To submit by Emai:

the address at the right. Emailed forms must be printed and signed kefore they are scarned and submitted.

o For QUESTIONS, call Med e at 1-800-638-5470, peompt 1 [Sttement of Heath Uinit) or emal us 2t LMSOHEimetfesenics com. METLIFESOH@metiiie com
e I e Note: Additional medical information may ke required after Medl §e's inftial review of a completed Statement of Health form. The adaiional miomanen requesied may be a

physical examination, paramedical exam, or an Atiending Physician Report. Comespondence will be sent within ten days by Meilife or our approved vendor. Incomplete
forms will ke returned to you for completion.

Some semvices in conneciion with your coverage may ke performed by owr affiliaies, Meilife Global Operations Support Center Privabe Limited and Metlife Services and
a e m e n o e a Solutiors, LLC., unless prohibited by state or local law or by mutual agreement with the group customer.
These service arrangements in no way alter Metropolitan Life Insurance Company's obbgation to you. Your coverage wil contfinue to ke administered in accordance with
Metropaolitan Life Insurance Company's policies and procedures.

NEEDED FOR:

¥ MAIN STREET

INSURANCE AGENCY

N MetLife

Metropolitan Life Insurance Company, Mew York, NY 10166

HEALTH INFORMATION

SECTION 1

Please complete all questions below. Omitted information will cause delays. In this section, “you™ and "your™ refers to the person for whom

insurance is being requested. Health Information is required for the Proposed Insured only. For questions 5 through 11u, for “yes” answers,

please prmridefmdﬂa'ls in Section 2.

Your name Employes’z Mame
Employee's Social Secuntyldentficaton #

1. Yourheight _ feet  inches Yourweight __ pounds

2. Are you now on a diet prescribed by a physican or other health care provider? If “yes” indicate type

3. Are you now pregnant? I “yes,” what is your due date [month/dayiyear)?
If *yes", provide Physican’s name Telephone: | } -

4. Are you now, or have you in the past 2 years, used tobacco in any form?

5. hﬂtepastﬁyea‘s,bmeynurmmedmadmlheaﬁrmtummdmgbfaph yan or ather heakh care prownder for, or been
aduﬂedbfaphfmmnruﬂmhedﬁcﬂepmwhrm iscontinue, the wee of alcohol or prem'bedurnm—preﬁ:nbﬂddmgs?
E. bﬁnmmmdﬁdmmdiemdummenﬂmdabdﬂaﬂnrwdm?

specg datel:s] comaction(s) (month/day/year)
1. Hm&y‘nuhad application for life, accidental death and dismemberment or disability insurancs [ declined [] postponed
ﬁrate:lljmﬂﬁedmljimduﬂw&rtanmmpi&dfw? Indicaie reason

O Y o o
I I I R N R W I =5




CONTACTHR. Y, | v ¢
FOR NECESSARY o& & -& &
PAPERWORK AND INDIVIDUAL RETIREMENT ACCOUNT

TO HELP e Employees may deposit their own funds
FACILITATE through payroll deductions.

BRENT SHAKESPEARE | e Switchpoint will match up to 3%
RAYMOND JAN[ESW e Personal contributions will be deposited

FINANCIAL, INC. into the IRA plan each pay period.




ENROLLMENT
ENDS
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