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�  Important IRS Notice: New mandated federal regulations require all dependent 

socials for any elections made for medical, dental, and/or vi sion.  All employees 
are required to login and update their dependent information during open 

      enrollment. 

�  New for 2010 open enrollment we are providing a toll free number with licensed agents 
and extended hours to assist you with any benefit questions or technical difficulties while 

self enrolling.  Your toll free number from May 3rd thru May 27th   (866) 914-5204.  

�  If you currently participate in the medical or dependent care flex ible spending ac-

counts, YOU MUST log in and elect that plan again this year.  If you do not login, 

your participation will automatically be waived in the FSA plans  for the 2010-2011 
plan year. 

Benefit Web Address:  www.ETXEBC.com
East Texas Employee Benefits Cooperative 
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In this booklet you will find an overview of the  
Section 125 Cafeteria plan, along with the voluntary  
plans available through Financial Benefit Services.


�����
���	�������������� �
It allows you to deduct certain premium amounts for benefits from your 
gross earnings before federal withholding taxes are figured.  It is a way 
for you to pay for certain benefits while lowering your taxable income.  
Please see the following “sample paycheck” which illustrates the benefit 
of participating in Section 125. 


�����������
��������������� �
A summary of available benefits follows.  Please read all information 
carefully and always refer to the brochure on a particular coverage  
for more detailed information. 

��
������������� �
An open enrollment period will take place at approximately the  
same time each year at which time you may make changes to your  
benefits or add new benefits. 

	�����
�����������
 �
Mid-year changes in benefit elections can occur only if you  

experience a family status change, as detailed in this benefit guide.   
You must present proof of a family status change to your  

Benefit Office within 30 days of your family status change and  
meet with Benefit Office staff to complete and sign the necessary  

paperwork in order to make any benefit election changes. 
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The example below shows how a married employee claiming 1  

exemption saves taxes when she pays for her insurance  
coverages on a pre-tax basis. 
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You save $42 per month in taxes 
by paying for your benefits on a 
pre-tax basis.  This means more 
spendable income at the end of 
the month to use for additional 
benefits or to increase your take 
home pay. 
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�
�  Although all coverage is voluntary (you may pick and choose), every  
 employee is required to sign his or her Section 12 5 Benefit  
     Election Form,  even if he or she selects no benefits or chooses to     
 keep current benefits the same. 

�  All benefit elections will remain in effect and can not be revoked or 
 changed during this plan year unless you have one of the  
 following changes in family status:    

* Marriage  
* Divorce  
* Birth  
* Adoption 
* Death  
* Termination or change in employee or spouse’s employment  
     (full-time to part-time / part-time to full-time status)  
* Change in eligibility status of a dependent (attains maximum  

   eligibility age / meets and/or ceases to meet full-time student      
  status qualification)  
* Loss or curtailment in health coverage of employee or spouse 

due to change in spouse’s employment and upon meeting a  
     required eligibility period 

�  New Hires must enroll in benefit elections within 3 0 days from 
their date of hire.   After 30 days, an employee will not be allowed to

 enroll in benefits until the next open enrollment period without a family 
 status change. 

�

����
����������������������� �

In an effort to give you a faster response to questions concerning  
your benefits, there is a toll-free number to call. If you have a question  
concerning how your benefits work, how to file a claim, or if you need  

other policy information, call Financial Benefit Services, LLC  
at (469) 385-4640 / (800) 583-6908.   
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 East Texas Employee Benefits Coop Dental Plan Benefits 
�

For the savings you need, the flexibility you want and service you can trust. 

Benefit Summary  
Coverage Type In-Network Out-of-Network 

Type A – Preventative 100% of PDP Fee*  100% of PDP Fee* 

Type B – Basic 80% of PDP Fee*  80% of PDP Fee* 

Type C – Major  50% of PDP Fee*  50% of PDP Fee* 

Type D – Orthodontia (Child Only) 50% of PDP Fee*  50% of PDP Fee* 

Deductible † In-Network Out-of-Network 

Individual $50.00 $50.00 

Family $150.00 $150.00 

Annual Maximum Benefit** In-Network Out-of-Network 

Per Person $1,500.00 $1,500.00 

Orthodontia Lifetime Maximum In-Network Out-of-Network 

Per Person $1,000.00 $1,000.00 

**Annual maximum applies from Jan 1, 2011 to December 31, 2011

Late Enrollment Waiting Period: Type A – immediate coverage 

                                                        Type B – immediate coverage 

                                                        Type C – 12 months 

                                                        Type D – 12 months 

* PDP Fee refers to the fees that participating PDP dentists have agreed to accept as payment in full, subject to any co-payments, deductibles, cost 
sharing and benefits maximums. 
† Applies only to Type B & C Services. 

Monthly Rates 
The following monthly rates are effective 9/1/2010 through 8/31/2012. 

Eligibility Options 

Employee Only $23.29 

Employee + Spouse $47.73 

Employee + Child(ren) $62.72 

Employee + Family $87.59 

If you have any questions regarding your Plan, the MetLife PDP network, customer service, or for any 
claims-related questions or forms, please visit us at www.metlife.com/mybenefits or call 1-800-942-0854.

�3�D�J�H������

*Calendar Year Max begins Jan 1, 2011 and ends Dec 31, 2011

Effective Date 9/1/2010

MetLife will not be mailing ID Cards.

Dental ID Cards are Not Required!

Group # 05339264



Exclusions  
This plan does not cover the following services, tr eatments and supplies: 

· Services which are not Dentally Necessary, those which do not meet generally accepted standards of care for treating the 
particular dental condition, or which we deem experimental in nature; 

· Services for which you would not be required to pay in the absence of Dental Insurance; 
· Services or supplies received by you or your Dependent before the Dental Insurance starts for that person; 
· Services which are primarily cosmetic (for Texas residents, see notice page section in Certificate); 
· Services which are neither performed nor prescribed by a Dentist except for those services of a licensed dental hygienist which 

are supervised and billed by a Dentist and which are for: 
� Scaling and polishing of teeth; or 
� Fluoride treatments; 

· Services or appliances which restore or alter occlusion or vertical dimension; 
· Restoration of tooth structure damaged by attrition, abrasion or erosion; 
· Restorations or appliances used for the purpose of periodontal splinting; 
· Counseling or instruction about oral hygiene, plaque control, nutrition and tobacco; 
· Personal supplies or devices including, but not limited to: water picks, toothbrushes, or dental floss; 
· Decoration, personalization or inscription of any tooth, device, appliance, crown or other dental work; 
· Missed appointments; 
· Services: 

� Covered under any workers’ compensation or occupational disease law; 
� Covered under any employer liability law; 
� For which the employer of the person receiving such services is not required to pay; or 
� Received at a facility maintained by the Employer, labor union, mutual benefit association, or VA hospital; 

· Services covered under other coverage provided by the Employer; 
· Temporary or provisional restorations; 
· Temporary or provisional appliances; 
· Prescription drugs; 
· Services for which the submitted documentation indicates a poor prognosis; 
· The following when charged by the Dentist on a separate basis: 

� Claim form completion; 
� Infection control such as gloves, masks, and sterilization of supplies; or 
� Local anesthesia, non-intravenous conscious sedation or analgesia such as nitrous oxide. 

· Dental services arising out of accidental injury to the teeth and supporting structures, except for injuries to the teeth due to 
chewing or biting of food; 

· Caries susceptibility tests; 
· Initial installation of a fixed and permanent Denture to replace one or more natural teeth which were missing before such person 

was insured for Dental Insurance, except for congenitally missing natural teeth; 
· Other fixed Denture prosthetic services not described elsewhere in the certificate; 
· Precision attachments, except when the precision attachment is related to implant prosthetics; 
· Initial installation or replacement of a full or removable Denture to replace one or more natural teeth which were missing before 

such person was insured for Dental Insurance, except for congenitally missing natural teeth;  
· Adjustment of a Denture made within 6 months after installation by the same Dentist who installed it; 
· Implants supported prosthetics to replace one or more natural teeth which were missing before such person was insured for 

Dental Insurance, except for congenitally missing natural teeth; 
· Fixed and removable appliances for correction of harmful habits; 
· Appliances or treatment for bruxism (grinding teeth), including but not limited to occlusal guards and night guards; 
· Diagnosis and treatment of temporomandibular joint (TMJ) disorders.  
· Duplicate prosthetic devices or appliances; 
· Replacement of a lost or stolen appliance, Cast Restoration, or Denture; and 
· Intra and extraoral photographic images.

Alternate Benefits: Your dental plan provides that where two or more professionally acceptable dental treatments for a dental 
condition exist, your plan bases reimbursement, and the associated procedure charge, on the least costly treatment alternative.  If 
you and your dentist have agreed on a treatment which is more costly than the treatment upon which the plan benefit is based, your 
actual out-of-pocket expense will be:  the procedure charge for the treatment upon which the plan benefit is based, plus the full 
difference in cost between the scheduled PDP fee or, if non PDP, the actual charge, for the service actually rendered and the 
scheduled PDP fee or R&C fee (if non PDP) for the service upon which the plan benefit is based.  To avoid any misunderstandings, 
we suggest you discuss treatment options with your dentist before services are rendered, and obtain a pre-treatment estimate of 
benefits prior to receiving certain high cost services such as crowns, bridges or dentures. You and your dentist will each receive an 
Explanation of Benefits (EOB) outlining the services provided, your plans reimbursement for those services, and your out-of-pocket 
expense.  Procedure charge schedules are subject to change each plan year. You can obtain an updated procedure charge 
schedule for your area via fax by calling 1-800-942-0854 and using the MetLife Dental Automated Information Service.

Like most group benefit programs, benefit programs offered by MetLife and its affiliates contain certain exclusions, exceptions, 
reductions, limitations, waiting periods and terms for keeping them in force.  Please contact MetLife or your plan administrator for 
costs and complete details. 

L1009066942(exp0411)(All States)(DC,GU,MP,PR,VI) 
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Copays for in-network services
  Comprehensive Exam 10.00$
  Materials 25.00$

Rates Frame Benefit
7.55$   Private Practice Provider-  $50 wholesale allowance

15.72$   (approximate retail value of $120-$150)

16.48$   Retail Chain Provider- $130 retail frame allowance

20.95$

Benefit Frequency
12 months
12 months

  Frames 12 months
  Contact Lenses 12 months
        (in lieu of eye glasses)

  Comprehensive Exam 40.00$

  Lenses
    Single Vision 40.00$

    Bifocal 60.00$
    Trifocal 80.00$
    Lenticular 80.00$

  Frames 45.00$ Copays Exam                     10.00$        

  Contact Lenses in lieu of eyeglasses               Materials 25.00$        

    Elective 150.00$ Frequency Exams 12 Months

210.00$ Lenses 12 Months

Frames 12 Months

Contacts 12 Months

(Contacts are in lieu of lenses and frames)

2008-UH004RC                This card does not guarantee eligibility and benefits

 You do not need to submit a claim for In-Network benefits.  However, you must submit a claim 
to UnitedHealthcare Vision for benefit reimbursement for Out-of-Network services. 

  Employee Only

  Employee + Spouse

  Employee + Child(ren)

  Employee + Family

  Comprehensive Exam 
  Spectacle Lenses

Out of Network Reimbursement
Network Copays do not apply

    Necessary ^

Network Contact Lens Benefit
Covered-in-full contact lenses in lieu of eyeglasses.
The covered-in-full contact lens benefit at network providers 
includes fitting/evaluation, contacts, and two follow-up visits 
(after $25 copay). For those who choose disposable lenses, 
up to 6 boxes are included when obtained from a network 
provider.

UnitedHealthcare Vision has been trusted for more than 40 years to deliver 
affordable, innovative vision care solutions to the nation’s leading employers 
through experienced, customer-focused people and the nation’s most 
accessible, diversified vision care network.

East Texas Employee Benefit Co-Op
Customer Service:  800-638-3120
Provider Locator:  800-839-3242

www.m yuhcvision.com

Covered in Full (after applicable copays)

In-Network Benefits:
Comprehensive Exam

     Lenses
        Standard Single Vision 
        Standard Lined Bifocal 
        Standard Lined Trifocal 
    Lens Options
        Standard Scratch Resistant Coating
        Basic Progressives
        Polycarbonate Lenses
    Frame 
    Contact Lenses (in lieu of eyeglasses)
        Elective
         Necessary^

 Vision Care Benefits
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* For purposes of this calculation, Employee + Child(ren) is calculated with three (3) members.

Important to Remember:

** For purposes of this sample calculation, Employee +  Family is calculated with four (4) members. 
*** Actual tax savings will depend upon your individual tax bracket.

The following services and materials are excluded from coverage under the 
Policy: Post cataract lenses; Non-prescription items; Medical or surgical 
treatment for eye disease that requires the services of a physician; Worker’s 
Compensation services or materials; Services or materials that the patient, 
without cost, obtains from any governmental organization or program; Services 
or materials that are not specifically covered by the Policy; Replacement or 
repair of lenses and/or frames that have been lost or broken; Cosmetic extras, 
except as stated in the Policy’s Table of Benefits.

**** Approximate retail value illustrated: Exam & Refraction ($65), Single Vision Lenses ($80), and Frames ($130). Average retail costs may vary by provider.

^ Necessary contact lenses are determined at the provider’s discretion for one or more of the following conditions: Following post cataract surgery without 
intraocular lens implant; to correct extreme vision problems that cannot be corrected with spectacle lenses; with certain conditions of anisometropia; with 
certain conditions of keratoconus. If your provider considers your contacts necessary, you should ask your provider to contact UnitedHealthcare Vision 
confirming reimbursement that UnitedHealthcare Vision will make before you purchase such contacts. 

Please note: If there are differences in this document and the Group Policy, the Group Policy is the governing document.

Please consult the applicable policy/certificate of coverage for a full 
description of benefits, including exclusions and limitations.

• If not covered-  Lens Options such as progressive lenses, polycarbonate lenses, tints and anti-reflective coating may be available at a discount.
• Out of Network Reimbursement:  Receipts for services and materials purchased on different dates must be submitted together at the same time to receive 
reimbursement.  Receipts must be submitted within 12 months of date of service to the following address:                                                                                      
UnitedHealthcare Vision, Inc. Attn. Claim Dept. P.O. Box 30978 Salt Lake City, UT 84130

UnitedHealthcare Vision has partnered with the Laser Vision Network of America (LVNA) to provide our members with access to discounted laser correction 
providers. 1-877-28-SIGHT

• Benefits available every 12 months.

• Your $150 contact lens allowance is applied to the fitting/evaluation fees as well as the purchase of contact lenses. For example, if the fitting/evaluation fee 
is $30, you will have $120 towards the purchase of contact lenses. The allowance may be separated at some retail chain locations between the examining 
physician and the optical store. If you choose disposable contacts, you may receive up to 6 boxes of disposable contacts(depending on prescription). Toric, 
gas permeable, and bifocal contacts are all examples of contacts that are outside of our covered-in-full selection.

Approx. Pre-tax Savings (20%)***

Annual Tax-Adjusted Premium

Plus Copays

$341.12

$220.91 $263.21 

$150.91

$263.21

Employee Only
Exam, Single Vision, & 
Covered-in-full frames

$275.00

Exam and Materials 
Covered by 

UnitedHealthcare Vision's 
Vision Plan

$107.48

Estimated Cost Without a Vision 

Plan**** Less Employee Cost

Employee + Spouse
Exam, Single Vision, & 
Covered-in-full frames

Employee + Child(ren)*
Exam, Single Vision, & 
Covered-in-full frames

Employee + Family**
Exam, Single Vision, & 
Covered-in-full frames

$550.00

$825.00

$1,100.00

$158.21

$140.00

$201.12

$758.88

$329.09

$561.79

$220.91

Total Savings with 
UnitedHealthcare Vision

$167.52

$341.12Total Cost to Employee $107.48

$70.00 $105.00 $35.00

$72.48

$37.73 $39.55 

Cost Employee + Child(ren)*

Monthly Premium $7.55 $16.48

Employee Only Employee + Family**Employee + Spouse
SAMPLE ILLUSTRATION OF SAVINGS

$20.95

$251.40$90.60Annual Premium $188.64 $197.76 

$15.72

$50.28$18.12

FOR MORE INFORMATION
Customer Service:  1.800.638.3120

Monday through Friday: 8:00 a.m. - 11:00 p.m. ET
Saturday: 9:00 a.m. - 6:30 p.m. ET

Provider Locator:   1.800.839.3242
TDD for the hearing impaired: 1.800.524.3157

Submit Out-of-Network Claims to:
UnitedHealthcare Vision Claims Department

P.O. Box 30978

Salt Lake City, UT 84130
For more information about your UnitedHealthcare Vision plan, visit

www.myuhcvision.com, or call Customer Service.
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��
Educator Select Income Protection

Plan Insurance Highlights

EB-975

East Texas Employee Benefits Cooperative 
Please read carefully the following description of your Unum Educator Select Income Protection Plan 
insurance.

Your Plan

Eligibility You are eligible for disability coverage if you are an active employee in the 
United States working a minimum of 20 hours per week.  The date you are 
eligible for coverage is the later of: the plan effective date; or the day after 
you complete the waiting period. 

Guarantee Issue Current Employees: Coverage is available to you without answering any 
medical questions or providing evidence of insurability. You may enroll 
on or before the enrollment deadline. After the initial enrollment period, 
you can apply only during an annual enrollment period.   

Employees hired on or after the plan effective date:  Coverage is 
available to you without answering any medical questions or providing 
evidence of insurability. You may apply for coverage within 60 days after 
your eligibility date.  If you do not apply within 60 days after your 
eligibility date, you can apply only during an annual enrollment period.  

Benefits are subject to the pre-existing condition exclusion 
referenced later in this document. 

Please see your Plan Administrator for your eligibility date.

Benefit Amount You may purchase a monthly benefit in $100 units, starting at a minimum 
of $200, up to 66 2/3% of your monthly earnings rounded to the nearest 
$100, but not to exceed a monthly maximum benefit of $7,500. Please see 
your Plan Administrator for the definition of monthly earnings.

The total benefit payable to you on a monthly basis (including all benefits 
provided under this plan) will not exceed 100% of your monthly earnings 
unless the excess amount is payable as a Cost of Living Adjustment.  
However, if you are participating in Unum’s Rehabilitation and Return to 
Work Assistance program, the total benefit payable to you on a monthly 
basis (including all benefits provided under this plan) will not exceed 110% 
of your monthly earnings (unless the excess amount is payable as a Cost of 
Living Adjustment). 

Elimination Period The Elimination Period is the length of time of continuous disability, due to 
sickness or injury, which must be satisfied before you are eligible to receive 
benefits.

You may choose an Elimination Period (injury/sickness) of 0/7, 14/14, 
30/30, 60/60, 90/90 or 180/180 days. 

If, because of your disability, you are hospital confined as an inpatient, 
benefits begin on the first day of inpatient confinement. Inpatient means 
that you are confined to a hospital room due to your sickness or injury 
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for 23 or more consecutive hours. (Applies to Elimination Periods of 30 
days or less.) 

Benefit Duration  Your duration of benefits is based on your age when the disability occurs. 

You may choose one of the following duration options: 

Plan A: ADEA II:  Your duration of benefits is based on the following 
table:

Age at Disability Maximum Duration of Benefits
Less than age 60 To age 65, but not less than 5 years 
Age 60 through 64 5 years 
Age 65 through 69 To age 70, but not less than 1 year 
Age 70 and over 1 year 

OR:

Plan B: 2 YR ADEA: Your duration of benefits is based on the following 
table:

Age at Disability Maximum Duration of Benefits
Less than age 68 2 years 
Age 68 To age 70, but not less than 1 year 
Age 69 and over 1 year 

Federal Income Taxation The taxability of benefits depends on how premium was taxed during the 
plan year in which you become disabled. If you paid 100% of the premium 
for the plan year with post-tax dollars, your benefits will not be taxed.  If 
premium for the plan year is paid with pre-tax dollars, your benefits will  be 
taxed. If premium for the plan year is paid partially with post-tax dollars 
and partially with pre-tax dollars, or if you and your Employer share in the 
cost, then a portion of your benefits will be taxed. 

Additional Benefits

Work/Life Balance 
Employee Assistance 
Program

1

Work-life balance is a comprehensive resource providing access to 
professional assistance for a wide range of personal and work-related 
issues. The service is available to you and your family members twenty-
four hours a day, 365 days a year, and provides resources to help employees 
find solutions to everyday issues such as financing a car or selecting child 
care, as well as more serious problems such as alcohol or drug addiction, 
divorce, or relationship problems.  

Services include: toll-free phone access to master’s-level consultants, up to 
three face-to-face sessions to help with more serious issues; and online 
resources. There is no additional charge for utilizing the program. 
Participation is confidential and strictly voluntary, and employees do not 
have to have filed a disability claim or be receiving benefits to use the 
program. 

However, if you become disabled and are receiving benefits, Unum's On 
Claim Support can provide additional resources including: coaching on how 
to communicate effectively with medical personnel, conducting consumer 
research for medical equipment and supplies, assessing emotional needs 
and locating counseling resources.  
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Return to Work/                
Work Incentive Benefit 

Unum supports efforts that enable a disabled employee to remain on the job 
or return to work as soon as possible.  If you are disabled but working part 
time with monthly disability earnings of 20% or more of your indexed 
monthly earnings, during the first 12 months, the monthly benefit will not be 
reduced by any earnings until the gross disability payment plus your 
disability earnings, exceeds 100% of your indexed monthly earnings. The 
monthly benefit will then be reduced by that amount. 

Rehabilitation and Return to 
Work Assistance 

Unum has a vocational Rehabilitation and Return to Work Assistance 
program available to assist you in returning to work.  We will make the 
final determination of your eligibility for participation in the program, and 
will provide you with a written Rehabilitation and Return to Work 
Assistance plan developed specifically for you.  This program may include, 
but is not limited to the following benefits: 
�x coordination with your Employer to assist your return to work; 
�x adaptive equipment or job accommodations to allow you to work; 
�x vocational evaluation to determine how your disability may impact 

your employment options; 
�x job placement services; 
�x resume preparation; 
�x job seeking skills training; or 
�x education and retraining expenses for a new occupation. 

If you are participating in a Rehabilitation and Return to Work Assistance 
program, we will also pay an additional disability benefit of 10% of your 
gross disability payment to a maximum of $1,000 per month.  In addition, 
we will make monthly payments to you for 3 months following the date 
your disability ends, if we determine you are no longer disabled while: 
�x you are participating in a Rehabilitation and Return to Work Assistance 

program; and 
�x you are not able to find employment. 

(This benefit is not allowed in New Jersey.) 

Worksite Modification  If a worksite modification will enable you to remain at work or return to 
work, a designated Unum professional will assist in identifying what’s 
needed.  A written agreement must be signed by you, your employer and 
Unum, and we will reimburse your employer for the greater of $1,000 or 
the equivalent of two months of your disability benefit. 

Waiver of Premium 

Medical Treatment Benefit 

After you have received disability payments under the plan for 90 
consecutive days, from that point forward you will not be required to pay 
premiums as long as you are receiving disability benefits.  

A Medical Treatment Benefit will be paid when you receive treatment by a 
doctor as a result of a sickness or injury, provided no other benefits are 
payable under the plan as a result of the condition for which the treatment 
was rendered. 

The Medical Treatment Benefit will be the doctor's actual charge for 
services rendered, up to a maximum benefit of $50 for sickness or $100 for 
injury.  In addition, the charges must be for medically necessary care and 
treatment and in keeping with the extent of the sickness or injury. 

No benefit will be paid unless you are personally seen and treated by a 
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doctor and the treatment is not for routine medical examinations or dental 
work.

Note:  No more than one Medical Treatment Benefit will be paid for the 
same or related condition(s) unless the treatment dates are separated by at 
least 14 consecutive days.  In addition, no more than one benefit will be 
paid for treatment during any 24 hour period and the benefit will not be 
paid more than 4 times per calendar year.

Survivor Benefit Unum will pay your eligible survivor a lump sum benefit equal to 3 months 
of your gross disability payment.  

This benefit will be paid if, on the date of your death, your disability 
had continued for 180 or more consecutive days, and you were 
receiving or were entitled to receive payments under the plan.  If you 
have no eligible survivors, payment will be made to your estate, unless 
there is none.  In that case, no payment will be made.  However, we will 
first apply the survivor benefit to any overpayment which may exist on 
your claim. 

You may receive your survivor benefit prior to your death if you are 
receiving monthly payments and your physician certifies in writing that you 
have been diagnosed as terminally ill and your life expectancy has been 
reduced to less than 12 months.  This benefit is only payable once and if 
you elect to receive this benefit, no survivor benefit will be payable to your 
eligible survivor upon your death. (Note this “Accelerated Survivor 
Benefit” is not available in Connecticut.) 

Dependent Care Expense 
Benefit

If you are disabled and participating in Unum’s Rehabilitation and Return 
to Work Assistance program, Unum will pay a Dependent Care Expense 
Benefit when you are disabled and you provide satisfactory proof that you: 
�x are incurring expenses to provide care for a child under the age of 15; 
�x and/or start incurring expenses to provide care for a child age 15 or 

older or a family member who needs personal care assistance. 

The payment will be $350 per month per dependent, to a maximum of 
$1,000 per month for all dependent care expenses combined.  

Worldwide
Emergency Travel 
Assistance Services

2

Whether your travel is for business or pleasure, our worldwide 
emergency travel assistance program is there to help you when an 
unexpected emergency occurs. With one phone call anytime of the 
day or night, you, your spouse and dependent children can get 
immediate assistance anywhere in the world

3
. Emergency travel 

assistance is available to you when you travel to any foreign 
country, including neighboring Canada or Mexico. It is also 
available anywhere in the United States for those traveling more 
than 100 miles from home. Your spouse and dependent children do 
not have to be traveling with you to be eligible. However, spouses 
traveling on business for their employer are not covered by this 
program. 

Other Important 
Provisions

Pre-existing Condition 
Exclusion 

Benefits will not be paid for disabilities caused by, contributed to by, or 
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resulting from a pre-existing condition. You have a pre-existing condition if: 

�x you received medical treatment, consultation, care or services 
including diagnostic measures, or took prescribed drugs or 
medicines in the 3 months just prior to your effective date of 
coverage; and 

�x the disability begins in the first 12 months after your effective date 
of coverage. 

Continuity of Coverage If you are actively at work at the time you convert to Unum’s plan and 
become disabled due to a pre-existing condition, benefits may be 
payable if you were: 
�x in active employment and insured under the plan on its effective 
date; and

�x insured by the prior plan at the time of change. 
To receive a payment, you must satisfy the pre-existing condition under 
the Unum policy or the prior carrier’s policy.  If you satisfy Unum’s 
pre-existing condition provision, payments will be determined by the 
Unum policy.  
If you only satisfy the pre-existing condition provision for the prior carrier’s 
policy, the claim will be administered according to the Unum policy.  
However,

�x the payments will be the lesser of the benefit payable under the 
terms of the prior plan or the benefit under the Unum plan; 

�x the elimination period will be the shorter of the elimination period 
under the prior plan or the elimination period under the Unum plan; 
and

�x benefits will end on the earlier of the end of the maximum period of 
payment under the Unum plan or the date benefits would have 
ended under the prior plan. 

Definition of Disability You are disabled when Unum determines that: 

�x you are limited from performing the material and substantial duties of 
your regular occupation due to your sickness or injury;  

�x you have a 20% or more loss in indexed monthly earnings due to the 
same sickness or injury; and 

�x during the elimination period you are unable to perform any of the 
material and substantial duties of your regular occupation.  

After benefits have been paid for 24 months, you are disabled when Unum 
determines that due to the same sickness or injury, you are unable to 
perform the duties of any gainful occupation for which you are reasonably 
fitted by education, training or experience. 
You must be under the regular care of a physician in order to be considered 
disabled.

Gainful Occupation Gainful occupation means an occupation that is or can be expected to 
provide you with an income within 12 months of your return to work, that 
exceeds 80% of your indexed monthly earnings if you are working or 60% 
of your indexed monthly earnings if you are not working.

Benefit Integration Your disability benefit will be reduced by deductible sources of income 
and any earnings you have while disabled.  Your gross disability payment 
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will be reduced immediately by such items as disability income or other 
amounts you receive or are entitled to receive from workers compensation 
or similar occupational benefit laws, sabbatical or assault leave plans and 
the amount of earnings you receive from an extended sick leave plan as 
described in Louisiana Revised Statutes or any other act or law with similar 
intent.
After you have received monthly disability payments for 12 months, your 
gross disability payment will be reduced by such items as additional 
deductible sources of income you receive or are entitled to receive under:  
state compulsory benefit laws; automobile liability insurance; legal 
judgments and settlements; certain retirement plans; salary continuation or 
sick leave plans; other group or association disability programs or 
insurance; and amounts you or your family receive or are entitled to receive 
from Social Security or similar governmental programs.

Regardless of deductible sources of income, an employee who qualifies for 
disability benefits is guaranteed to receive a minimum benefit amount of 
25% of the gross disability payment. 

Mental Illness/Self-Reported 
Symptoms

The lifetime cumulative maximum benefit period for all disabilities due to 
mental illness and disabilities based primarily on self-reported symptoms is 
24 months.  Only 24 months of benefits will be paid for any combination of 
such disabilities even if the disabilities are not continuous and/or are not 
related.  Payments would continue beyond 24 months only if you are 
confined to a hospital or institution as a result of the disability. 

Instances When Benefits 
Would Not Be Paid 

Benefits will not be paid for disabilities caused by, contributed to by, or 
resulting from: 

�x intentionally self-inflicted injuries; 
�x active participation in a riot; 
�x commission of a crime for which you have been convicted; 
�x loss of professional license, occupational license or certification; 
�x pre-existing conditions (see definition). 

Unum will not cover a disability due to war, declared or undeclared, or any 
act of war. 

Unum will not pay a benefit for any period of disability during which you 
are incarcerated. 

Termination of Coverage Your coverage under the policy ends on the earliest of the following: 
�x The date the policy or plan is cancelled; 
�x The date you no longer are in an eligible group; 
�x The date your eligible group is no longer covered; 
�x The last day of the period for which you made any required 

contributions; 
�x The later of the last day you are in active employment except as 

provided under the covered layoff or leave of absence provision; or
if applicable, the last day of your contract with your Employer but 
not beyond the end of your Employer’s current school contract 
year. 

Unum will provide coverage for a payable claim which occurs while you are 
covered under the policy or plan. 
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Next Steps

How to Apply/ 
Effective Date of Coverage 

Current employees:  To apply for coverage, complete your enrollment 
form by the enrollment deadline.  Your effective date of coverage is the 
plan effective date. 

For employees hired on or after the plan effective date:  To apply for 
coverage, complete your enrollment form within 60 days of your eligibility 
date. Please see your Plan Administrator for your effective date.   

If you do not enroll during the initial enrollment period, you may apply 
only during an annual enrollment.. 

Delayed Effective Date of 
Coverage

If you are absent from work due to injury, sickness, temporary layoff or 
leave of absence, your coverage will not take effect until you return to 
active employment.  Please contact your Plan Administrator after you return 
to active employment for when your coverage will begin. 

Questions If you should have any questions about your coverage or how to enroll, 
please contact your Plan Administrator. 

This plan highlight is a summary provided to help you understand your insurance coverage from Unum.  
Some provisions may vary or not be available in all states.  Please refer to your certificate booklet for 
your complete plan description.  If the terms of this plan highlight summary or your certificate differ from 
your policy, the policy will govern. For complete details of coverage, please refer to policy form number 
C.FP-1, et al. 

1,2 Work-life balance employee assistance program and On-Claim Support services are provided by Ceridian 
Corporation. Worldwide emergency travel assistance services are provided by Assist America, Inc. Services are 
available with selected Unum insurance offerings. Exclusions, limitations and prior notice requirements may apply, 
and service features, terms and eligibility criteria are subject to change. The services are not valid after termination 
of coverage and may be withdrawn at any time. Please contact your Unum representative for full details. 
3 All Worldwide emergency travel assistance must be arranged by Assist America, which pays for all services it 
provides. Medical expenses such as prescriptions or physician, lab or medical facility fees are paid by the employee 
or the employee’s health insurance. 

Underwritten by:  Unum Life Insurance Company of America 2211 Congress Street, Portland, Maine 04122, 
www.unum.com
©2007 Unum Group.  All rights reserved.  Unum is a registered trademark and marketing brand of Unum Group 
and its insuring subsidiaries. 
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EAST TEXAS EMPLOYEE BENEFIT CO-OP
Costs below are based on a Monthly payroll deduction

(Employer billing mode is based on 12 Payments per year)
Product: Plan A Plan B
Educator Select Income 
Protection Plan 

ADEA II  Duration of Benefits 2 YR ADEA Duration of Benefits

Elimination Period (Days) Elimination Period (Days)
Injury (Days) 0* 14* 30* 60 90 180 0* 14* 30* 60 90 180 

Sickness (Days) 7* 14* 30* 60 90 180 7* 14* 30* 60 90 180 
Annual 

Earnings
Monthly 
Earnings

Maximum 
Monthly 
Benefit

           

3600 300 200 9.02 7.20 5.94 4.06 3.52 2.72 7.18 5.50 4.10 2.10 1.82 1.40
5400 450 300 13.53 10.80 8.91 6.09 5.28 4.08 10.77 8.25 6.15 3.15 2.73 2.10
7200 600 400 18.04 14.40 11.88 8.12 7.04 5.44 14.36 11.00 8.20 4.20 3.64 2.80
9000 750 500 22.55 18.00 14.85 10.15 8.80 6.80 17.95 13.75 10.25 5.25 4.55 3.50
10800 900 600 27.06 21.60 17.82 12.18 10.56 8.16 21.54 16.50 12.30 6.30 5.46 4.20
12600 1050 700 31.57 25.20 20.79 14.21 12.32 9.52 25.13 19.25 14.35 7.35 6.37 4.90
14400 1200 800 36.08 28.80 23.76 16.24 14.08 10.88 28.72 22.00 16.40 8.40 7.28 5.60
16200 1350 900 40.59 32.40 26.73 18.27 15.84 12.24 32.31 24.75 18.45 9.45 8.19 6.30
18000 1500 1000 45.10 36.00 29.70 20.30 17.60 13.60 35.90 27.50 20.50 10.50 9.10 7.00
19800 1650 1100 49.61 39.60 32.67 22.33 19.36 14.96 39.49 30.25 22.55 11.55 10.01 7.70
21600 1800 1200 54.12 43.20 35.64 24.36 21.12 16.32 43.08 33.00 24.60 12.60 10.92 8.40
23400 1950 1300 58.63 46.80 38.61 26.39 22.88 17.68 46.67 35.75 26.65 13.65 11.83 9.10
25200 2100 1400 63.14 50.40 41.58 28.42 24.64 19.04 50.26 38.50 28.70 14.70 12.74 9.80
27000 2250 1500 67.65 54.00 44.55 30.45 26.40 20.40 53.85 41.25 30.75 15.75 13.65 10.50
28800 2400 1600 72.16 57.60 47.52 32.48 28.16 21.76 57.44 44.00 32.80 16.80 14.56 11.20
30600 2550 1700 76.67 61.20 50.49 34.51 29.92 23.12 61.03 46.75 34.85 17.85 15.47 11.90
32400 2700 1800 81.18 64.80 53.46 36.54 31.68 24.48 64.62 49.50 36.90 18.90 16.38 12.60
34200 2850 1900 85.69 68.40 56.43 38.57 33.44 25.84 68.21 52.25 38.95 19.95 17.29 13.30
36000 3000 2000 90.20 72.00 59.40 40.60 35.20 27.20 71.80 55.00 41.00 21.00 18.20 14.00
37800 3150 2100 94.71 75.60 62.37 42.63 36.96 28.56 75.39 57.75 43.05 22.05 19.11 14.70
39600 3300 2200 99.22 79.20 65.34 44.66 38.72 29.92 78.98 60.50 45.10 23.10 20.02 15.40
41400 3450 2300 103.73 82.80 68.31 46.69 40.48 31.28 82.57 63.25 47.15 24.15 20.93 16.10
43200 3600 2400 108.24 86.40 71.28 48.72 42.24 32.64 86.16 66.00 49.20 25.2021.84 16.80
45000 3750 2500 112.75 90.00 74.25 50.75 44.00 34.00 89.75 68.75 51.25 26.25 22.75 17.50
46800 3900 2600 117.26 93.60 77.22 52.78 45.76 35.36 93.34 71.50 53.30 27.3023.66 18.20
48600 4050 2700 121.77 97.20 80.19 54.81 47.52 36.72 96.93 74.25 55.35 28.35 24.57 18.90
50400 4200 2800 126.28 100.80 83.16 56.84 49.28 38.08 100.52 77.00 57.40 29.40 25.48 19.60
52200 4350 2900 130.79 104.40 86.13 58.87 51.04 39.44 104.11 79.75 59.45 30.45 26.39 20.30
54000 4500 3000 135.30 108.00 89.10 60.90 52.80 40.80 107.70 82.50 61.50 31.50 27.30 21.00
55800 4650 3100 139.81 111.60 92.07 62.93 54.56 42.16 111.29 85.25 63.55 32.55 28.21 21.70
57600 4800 3200 144.32 115.20 95.04 64.96 56.32 43.52 114.88 88.00 65.60 33.60 29.12 22.40
59400 4950 3300 148.83 118.80 98.01 66.99 58.08 44.88 118.47 90.75 67.65 34.65 30.03 23.10
61200 5100 3400 153.34 122.40 100.98 69.02 59.84 46.24 122.06 93.50 69.70 35.70 30.94 23.80
63000 5250 3500 157.85 126.00 103.95 71.05 61.60 47.60 125.65 96.25 71.75 36.75 31.85 24.50
64800 5400 3600 162.36 129.60 106.92 73.08 63.36 48.96 129.24 99.00 73.80 37.80 32.76 25.20
66600 5550 3700 166.87 133.20 109.89 75.11 65.12 50.32 132.83 101.75 75.85 38.85 33.67 25.90
68400 5700 3800 171.38 136.80 112.86 77.14 66.88 51.68 136.42 104.50 77.90 39.90 34.58 26.60
70200 5850 3900 175.89 140.40 115.83 79.17 68.64 53.04 140.01 107.25 79.95 40.95 35.49 27.30
72000 6000 4000 180.40 144.00 118.80 81.20 70.40 54.40 143.60 110.00 82.00 42.00 36.40 28.00
73800 6150 4100 184.91 147.60 121.77 83.23 72.16 55.76 147.19 112.75 84.05 43.05 37.31 28.70
75600 6300 4200 189.42 151.20 124.74 85.26 73.92 57.12 150.78 115.50 86.10 44.10 38.22 29.40
77400 6450 4300 193.93 154.80 127.71 87.29 75.68 58.48 154.37 118.25 88.15 45.15 39.13 30.10
79200 6600 4400 198.44 158.40 130.68 89.32 77.44 59.84 157.96 121.00 90.20 46.20 40.04 30.80
81000 6750 4500 202.95 162.00 133.65 91.35 79.20 61.20 161.55 123.75 92.25 47.25 40.95 31.50
82800 6900 4600 207.46 165.60 136.62 93.38 80.96 62.56 165.14 126.50 94.30 48.30 41.86 32.20
84600 7050 4700 211.97 169.20 139.59 95.41 82.72 63.92 168.73 129.25 96.35 49.35 42.77 32.90
86400 7200 4800 216.48 172.80 142.56 97.44 84.48 65.28 172.32 132.00 98.40 50.40 43.68 33.60
88200 7350 4900 220.99 176.40 145.53 99.47 86.24 66.64 175.91 134.75 100.45 51.45 44.59 34.30
90000 7500 5000 225.50 180.00 148.50 101.50 88.00 68.00 179.50 137.50 102.50 52.50 45.50 35.00
91800 7650 5100 230.01 183.60 151.47 103.53 89.76 69.36 183.09 140.25 104.55 53.55 46.41 35.70
93600 7800 5200 234.52 187.20 154.44 105.56 91.52 70.72 186.68 143.00 106.60 54.60 47.32 36.40

REF #: 2125794

* If, because of your disability, you are hospital confined as an inpatient, benefits begin on the first day of inpatient confinement.
Find your Annual/Monthly Earnings above to determine your Maximum Monthly Benefit.  If your Annual/Monthly Earnings are not 
shown, use the next lower Annual/Monthly Earnings and corresponding Maximum Monthly Benefit. Or, you may refer to the Plan 
Highlights to calculate your Maximum Monthly Benefit based on your earnings.
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EAST TEXAS EMPLOYEE BENEFIT CO-OP
Costs below are based on a Monthly payroll deduction

(Employer billing mode is based on 12 Payments per year)
Product: Plan A Plan B
Educator Select Income 
Protection Plan 

ADEA II  Duration of Benefits 2 YR ADEA Duration of Benefits

Elimination Period (Days) Elimination Period (Days)
Injury (Days) 0* 14* 30* 60 90 180 0* 14* 30* 60 90 180 

Sickness (Days) 7* 14* 30* 60 90 180 7* 14* 30* 60 90 180 
Annual 

Earnings
Monthly 
Earnings

Maximum 
Monthly 
Benefit

           

95400 7950 5300 239.03 190.80 157.41 107.59 93.28 72.08 190.27 145.75 108.65 55.65 48.23 37.10
97200 8100 5400 243.54 194.40 160.38 109.62 95.04 73.44 193.86 148.50 110.70 56.70 49.14 37.80
99000 8250 5500 248.05 198.00 163.35 111.65 96.80 74.80 197.45 151.25 112.75 57.75 50.05 38.50
100800 8400 5600 252.56 201.60 166.32 113.68 98.56 76.16 201.04 154.00 114.80 58.80 50.96 39.20
102600 8550 5700 257.07 205.20 169.29 115.71 100.32 77.52 204.63 156.75 116.85 59.85 51.87 39.90
104400 8700 5800 261.58 208.80 172.26 117.74 102.08 78.88 208.22 159.50 118.90 60.90 52.78 40.60
106200 8850 5900 266.09 212.40 175.23 119.77 103.84 80.24 211.81 162.25 120.95 61.95 53.69 41.30
108000 9000 6000 270.60 216.00 178.20 121.80 105.60 81.60 215.40 165.00 123.00 63.00 54.60 42.00
109800 9150 6100 275.11 219.60 181.17 123.83 107.36 82.96 218.99 167.75 125.05 64.05 55.51 42.70
111600 9300 6200 279.62 223.20 184.14 125.86 109.12 84.32 222.58 170.50 127.10 65.10 56.42 43.40
113400 9450 6300 284.13 226.80 187.11 127.89 110.88 85.68 226.17 173.25 129.15 66.15 57.33 44.10
115200 9600 6400 288.64 230.40 190.08 129.92 112.64 87.04 229.76 176.00 131.20 67.20 58.24 44.80
117000 9750 6500 293.15 234.00 193.05 131.95 114.40 88.40 233.35 178.75 133.25 68.25 59.15 45.50
118800 9900 6600 297.66 237.60 196.02 133.98 116.16 89.76 236.94 181.50 135.30 69.30 60.06 46.20
120600 10050 6700 302.17 241.20 198.99 136.01 117.92 91.12 240.53 184.25 137.35 70.35 60.97 46.90
122400 10200 6800 306.68 244.80 201.96 138.04 119.68 92.48 244.12 187.00 139.40 71.40 61.88 47.60
124200 10350 6900 311.19 248.40 204.93 140.07 121.44 93.84 247.71 189.75 141.45 72.45 62.79 48.30
126000 10500 7000 315.70 252.00 207.90 142.10 123.20 95.20 251.30 192.50 143.50 73.50 63.70 49.00
127800 10650 7100 320.21 255.60 210.87 144.13 124.96 96.56 254.89 195.25 145.55 74.55 64.61 49.70
129600 10800 7200 324.72 259.20 213.84 146.16 126.72 97.92 258.48 198.00 147.60 75.60 65.52 50.40
131400 10950 7300 329.23 262.80 216.81 148.19 128.48 99.28 262.07 200.75 149.65 76.65 66.43 51.10
133200 11100 7400 333.74 266.40 219.78 150.22 130.24 100.64 265.66 203.50 151.70 77.70 67.34 51.80
135000 11250 7500 338.25 270.00 222.75 152.25 132.00 102.00 269.25 206.25 153.75 78.75 68.25 52.50

REF #: 2125794

* If, because of your disability, you are hospital confined as an inpatient, benefits begin on the first day of inpatient confinement.
Find your Annual/Monthly Earnings above to determine your Maximum Monthly Benefit.  If your Annual/Monthly Earnings are not 
shown, use the next lower Annual/Monthly Earnings and corresponding Maximum Monthly Benefit. Or, you may refer to the Plan 
Highlights to calculate your Maximum Monthly Benefit based on your earnings.
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American Public Life Group Cancer Plan (APL GC AP GC-3 5/1/06)- East Texas Coop Plan

This coverage is offered on a guarantee issue basis . However, no benefits are payable for any loss durin g the first year of a
Covered Person•s coverage as the result of a Pre-Exis ting Specified Disease.   A Pre-Existing Specified Di sease is defined as
one for which, within twelve (12) months prior to th e Covered Person•s effective date of coverage, medi cal advice,
consultation, or treatment, including prescribed med ications, was recommended or received from a member of the medical
profession, or for which symptoms manifested ins su ch a manner as would cause an ordinarily prudent per son to seek
diagnosis, medical advice or treatment.

Benefit Low Option High Option #1

Radiation/Chemotherapy/Immunotherapy
Hormone Therapy

$500/month of treatment
$50/treatment; 12/year

$1000/month of treatment
$50/treatment; 12/year

Surgical Schedule
     Anesthesia
     Reconstructive Surgery
     Skin Cancer

$2,000 Schedule; $20/unit
25% of schedule
Included in schedule
Included in schedule

$3,200 Schedule; $20/unit
25% of schedule
Included in schedule
Included in schedule

Hospital Confinement
Government/Charity Hospital/HMO
Ambulatory Surgical Facility

$100/day 1-90; $100/day 91+ in lieu of other benefits
$100/day in lieu of other benefits
$200/day

$200/day 1-90; $200/day 91+ in lieu of other benefits
$200/day in lieu of other benefits
$400/day

Drugs and Medicine - Inpatient
Drugs and Medicine - Outpatient

$150/confinement
$50/script; $50/month

$150/confinement
$50/script; $50/month

Transportation and Lodging
     Patient Transportation
     Family Transportation
     Patient Lodging
     Family Lodging

$.40/mile up to 1,000 miles
$.40/mile up to 1,000 miles
$50/day up to 50 days/cal year (out)
$50/day up to 50 days/cal year (in)

$.40/mile up to 1,000 miles
$.40/mile up to 1,000 miles
$50/day up to 50 days/cal year (out)
$50/day up to 50 days/cal year (in)

Blood and Plasma $150/day; $7,500/cal year (50 days) $200/day; $10,000/cal year (50 days)

Bone Marrow/Stem Cell Transplant
     autologous
     non-autologous for other type cancer
     non-autologous for Leukemia
Experimental Treatment
Attending Physician
Prosthesis - Surgical
Prosthesis - hairpiece
Dread Disease
Hospice Care
Private Nursing
Ambulance - Ground
Ambulance - Air
Extended Care
Home Health Care
Second & Third Surgical Opinion
W aiver of Premium
Physical Therapy

$500/cal year
$1,500/cal year
$1,500/cal year
Same as non-experimental
$30/day of confinement
$1,000/device; lifetime max 2
$50/hairpiece; lifetime max 2
$100/day up to 90 days
$50/day; $9,000 lifetime max
$150/day of confinement
$200/trip; 2/confinement
$2,000/air; 2/confinement
$100/day up to confinement days
$100/day up to confinement days
$300/diagnosis
90 day elimination period
$25/visit; 4/month; $1,000 life

$1000/cal year
$3,000/cal year
$3,000/cal year
Same as non-experimental
$40/day of confinement
$2,000/device; lifetime max 2
$50/hairpiece; lifetime max 2
$200/day up to 90 days
$75/day; $13,500 lifetime max
$150/day of confinement
$200/trip; 2/confinement
$2,000/air; 2/confinement
$200/day up to confinement days
$200/day up to confinement days
$300/diagnosis
90 day elimination period
$25/visit; 4/month; $1,000 life

Diagnostic Testing Benefit $50; 1per person, per year, 30 day waiting period $50; 1per person, per year, 30 day waiting period

Critical Illness Rider: Heart Attack/Stroke $2500 Lump Sum Benefit; Heart Attack/Stroke only
(no cancer coverage ) Payable once for heart attack
or stroke; 30 day W P, no survival period,

$5000 Lump Sum Benefit; Cancer/Heart Attack or
S troke; Payable once for cancer; payable once for
heart attack or  stroke; 30 day W P, no survival period

Optional Benefit

ICU Rider $500 - up to a maximum of 20 days per confinement $500 - up to a maximum of 20 days per confinement

Monthly Premiums

Individual
Single Parent Family
Family

Individual
Single Parent Family
Family

Opt 1 - Base Plan Only
$13.90
$20.50
$26.10

Opt 2 - Base Plan with Intensive Care Rider
$17.55
$25.30
$33.95

Opt 3 - Base Plan Only
$26.20
$36.30
$46.40

Opt 4-Base Plan with Intensive Care Rider
$29.85
$41.10
$54.25

�3�D�J�H������

Effective Date 9/1/2010



East Texas Benefits Co-Op 
Benefits at a Glance 

Voluntary Group Term Life and Accidental Death and Dismemberment 

Any full-time, active employee working at least 15 hours per week for the school districts who have el ected to 
participate in the East Texas Employee Benefit Co-O p is eligible to elect Voluntary Group Term Life an d Accidental 
Death and Dismemberment.  The employee benefit amou nt may not exceed five times the employee’s annual 
salary.  The amount the coverage elected for a depe ndent cannot exceed the employee’s benefit amount.  
Coverage reduces to 65% of the original amount upon  attainment of age 65 and further reduces to 50% of  the 
original amount upon attainment of age 70.  Coverag e terminates at retirement.  Spouse Life and Accide ntal 
Death and Dismemberment Benefit will reduce by the same percentage and at the same time as the Employe e 
Life and Accidental Death and Dismemberment Benefit .  

Employee Life Benefit Amount: 
Amounts in $10,000 benefit units as applied for by the employee and approved by Unum not to exceed the  lesser 
of 7 times annual earnings or $500,000. 
Spouse Life Benefit Amount: 
Amounts in $5,000 benefit units as applied for by t he employee and approved by Unum not to exceed the lesser 
of 100% of the Employee Life amount or $500,000. 
Child Life Benefit Amount: 
14 days to 6 months   $100 
6 months to age 26 years  $5,000 or $10,000 

Amounts in $5,000 benefit units as applied for by t he employee and approved by Unum not to exceed the lesser 
of 100% of the Employee Life amount or $10,000. 

Guarantee Issue:  Employee    $250,000 (New Hires O nly) 
    Spouse    $50,000   (New Hires Only) 
    Child(ren) 
    Age 14 days to 6 months $100  

6 months to age 26   $5,000 or $10,000(New Hires On ly) 

If you and your eligible dependents enroll within 3 1 days of your eligibility date, you may apply for any amount 
of coverage up to $250,000 for yourself and any amo unt of coverage up to $50,000 for your spouse witho ut 
evidence of insurability.  Any coverage over the Gu arantee Issue amount(s) will be subject to evidence  of 
insurability.  If you and your eligible dependents do not enroll within 31 days of your eligibility da te, you can 
apply for coverage only during an annual enrollment  period and will be required to furnish evidence of  
insurability for the entire amount of coverage. 

If you and your eligible dependents enroll within 3 1 days of your eligibility date, and later wish to increase your 
coverage, you may increase your coverage, with evid ence of insurability, at anytime during the year.  
However, you may wait until the next annual enrollm ent and you can increase your coverage by one benef it 
unit ($10,000 for employee and $5,000 for spouse) w ithout evidence of insurability. 

Employee Accidental Death and Dismemberment Benefit  Amount: 
Amounts in $10,000 benefit units as applied for by the employee and approved by Unum not to exceed the  lesser 
of 10 times annual earnings or $500,000. 
Spouse Accidental Death and Dismemberment Benefit A mount Benefit Amount: 
Amounts in $5,000 benefit units as applied for by t he employee and approved by Unum not to exceed the lesser 
of 100% of the Employee Accidental Death and Dismem berment amount or $500,000. 
Child Accidental Death and Dismemberment Benefit Amount Benefit Amount Benefit Amount: 
14 days to 6 months   $100 
6 months to age 26   $5,000 or $10,000 

Amounts in $5,000 benefit units as applied for by t he employee and approved by Unum not to exceed the lesser 
of 100% of the Employee Life amount or $10,000 
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Employee and Spouse MONTHLY Premium Cost based on 1 2 payroll deductions per year 

AGE <30 30-34 35-39 40-44 45-49 50-54 55-59 60-64 6 5-69 70-74 75+ 

10,000 0.50 0.70 0.80 1.20 1.70 3.00 5.10 7.90 13.3 0 21.20 38.10 

20,000 1.00 1.40 1.60 2.40 3.40 6.00 10.20 15.80 26 .60 42.40 76.20 

30,000 1.50 2.10 2.40 3.60 5.10 9.00 15.30 23.70 39 .90 63.60 114.30 

40,000 2.00 2.80 3.20 4.80 6.80 12.00 20.40 31.60 5 3.20 84.80 152.40 

50,000 2.50 3.50 4.00 6.00 8.50 15.00 25.50 39.50 6 6.50 106.00 190.50 

60,000 3.00 4.20 4.80 7.20 10.20 18.00 30.60 47.40 79.80 127.20 228.60 

70,000 3.50 4.90 5.60 8.40 11.90 21.00 35.70 55.30 93.10 148.80 266.70 

80,000 4.00 5.60 6.40 9.60 13.60 24.00 40.80 63.20 106.40 169.60 304.80 

90,000 4.50 6.30 7.20 10.80 15.30 27.00 45.90 71.10  119.70 190.80 342.90 

100,000 5.00 7.00 8.00 12.00 17.00 30.00 51.00 79.0 0 133.00 212.00 381.00 

110,000 5.50 7.70 8.80 13.20 18.70 33.00 56.10 86.9 0 146.30 233.20 419.10 

120,000 6.00 8.40 9.60 14.40 20.40 36.00 61.20 94.8 0 159.60 254.40 457.20 

130,000 6.50 9.10 10.40 15.60 22.10 39.00 66.30 102 .70 172.90 275.60 495.30 

140,000 7.00 9.80 11.20 16.80 23.80 42.00 71.40 110 .60 186.20 296.80 533.40 

150,000 7.50 10.50 12.00 18.00 25.50 45.00 76.50 11 8.50 199.50 318.00 571.50 

Child Life .80 per $5,000 or 1.60 per $10,000 

Accidental Death & Dismemberment:
Employee and Spouse MONTHLY Premium Cost based on 1 2 payroll deductions per year 

Employee:  .20 per $10,000 
Spouse:   .20 per $10,000 
Child(ren):  .10 per $5,000 

Additional Benefits: 

Survivor Support  - This personalized financial counseling service p rovides expert, objective financial counseling to s urvivors and terminally 
ill employees at no cost to them. This service is a lso extended to employees upon the death or termina l illness of their covered spouse. The 
financial counselors, all highly trained attorneys,  help develop strategies needed to protect resource s, preserve current lifestyles, and build 
future security. At no time will the counselor offe r or sell any product or service. 
Portability and Conversion  - If you retire, reduce your hours or leave your e mployer, you can take this coverage with you accord ing to the 
terms outlined in the contract.  However, if you ha ve a medical condition which has a material effect on life expectancy, you will be ineligible 
to port your coverage. You may be able to convert y our Term life coverage to an individual life insurance policy. 

Accelerated Benefit  - If you become terminally ill and are not expecte d to live beyond a certain time period as stated in  your certificate 
booklet, you may request up to 50% of your life ins urance amount up to $750,000, without fees or prese nt value adjustments.  A doctor 
must certify your condition in order to qualify for this benefit.  Upon your death, the remaining b enefit will be paid to your designated 
beneficiary(ies).  This feature also applies to your covered dependents. 

Waiver of Premium  - If you become disabled (as defined by your plan) and are no longer able to work, your premium payments will be 
waived during the period of disability. 

Retained Asset Account  - Benefits of $10,000 or more are paid through the  Unum Retained Asset Account.  This interest bearin g account 
will be established in the beneficiary's name.  He or she can then write a check for the full amount o r for $250 or more, as needed. 

Suicide Exclusion  - Life benefits will not be paid for deaths caused by suicide in the first twenty-four months after your effective date of 
coverage. 

No increased or additional benefits will be payable  for deaths caused by suicide occurring within 24 m onths after the day such increased or 
additional insurance is effective. 

Delayed Effective Date:   Employee:  Insurance coverage will be delayed if you are not in active employment because of an injury, sickness, 
temporary layoff, or leave of absence on the date that insurance would otherwise become effective. 

Dependent :  Insurance coverage will be delayed if that depen dent is totally disabled on the date that insurance  would otherwise be effective.  
Exception:  infants are insured from live birth. 

“Totally disabled” means that, as a result of an in jury, a sickness or a disorder, your dependent is c onfined in a hospital or similar institution; 
is unable to perform two or more activities of dail y living (ADLs) because of a physical or mental inc apacity resulting from an injury or a 
sickness; is cognitively impaired; or has a life threatening condition. 
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AMERICAN PUBLIC LIFE INSURANCE COMPANY 
SUPPLEMENTAL ACCIDENT INSURANCE (A-3) 

for:

THE EAST TEXAS CO-OP 
Presented By:  Financial Benefit Services 

BENEFITS 1 Unit 2 Units
Accidental Injury 
We will pay the actual charges per accident (not to exceed maximum benefits for units 
selected) for physician’s treatment, surgery, x-rays, reduction of fractures and dislocations 
or other emergency treatment expenses.  In no case will the benefit exceed actual charges.  
There is a $50 deductible for emergency room expenses, per occurrence, regardless of the 
number of units.  Expenses must commence within 60 days of the covered accident.

$500 $1,000 

Ambulance Benefit 
We will pay the actual charges (not to exceed maximum benefits for units selected) for
emergency transportation for covered treatment (ground or air ambulance).  Such 
emergency transportation must occur within 21 calendar days of the covered accident. 

$1,250 $2,500

Hospital Confinement 
We will pay the daily hospital benefit, based upon the number of units selected, when a
covered insured is confined to a hospital due to accident or injury.  This benefit begins the 
first day of confinement and pays a maximum of 30 days per any one accident.

$75 $150 

Accidental Death Benefit* 
We will pay the benefit shown for accidental death which results within 90 days of the 
accident, based upon the number of units selected. 

$5,000 $10,000 

Dismemberment* 
We will pay the following benefit, based upon the number of units selected, for
dismemberment which results within 90 days of covered accident (dismemberment benefits
are subject to a $5,000 per unit cumulative maximum per accident). 

Single finger or toe 
Multiple fingers or toes 
Single hand, arm, foot or leg
Multiple hands, arms, feet or legs

$ 250
$   500 
$2,500
$5,000

$     500 
$  1,000 
$  5,000 
$10,000 

Loss of Sight Benefit 
We will pay the benefit, based upon the number units selected shown, for the loss of sight
due to accidental injury. 
 Loss of sight in one eye 

Loss of sight in both eyes 
$2,500
$5,000

$  5,000 
$10,000 

*Number of days may vary by state   

Monthly Premiums

1 Unit  2 Units
Individual $10.80 $17.10
Individual & Spouse $19.40 $29.80
Individual & Children $21.20 $34.90 
Family (2 parents and children) $29.80 $47.60
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DEFINITIONS (Base Policy) 
INJURY or ACCIDENTAL INJURY or ACCIDENTAL BODILY INJURY means physical damage to an Insured Person, sustained on or 
after the Effective Date, and while this Policy is in force, which is the direct cause of the loss, independent of disease, bodily infirmity or any 
other cause. All injuries sustained in any one accident and all complications arising therefrom and recurrence and complication shall be 
deemed to be a single •Injury.Ž 

DISABILITY means Your inability, as a result of covered Accidental Injury, to perform the substantial and material duties of Your 
occupation and You are not gainfully employed. 

EXCLUSIONS AND LIMITATIONS (Base Policy) 
Benefits otherwise provided by this Policy will not be payable for services or expenses or any such Loss resulting from or in connection 
with: 1) sickness, illness or bodily infirmity; except as covered by the Sickness Disability Rider; 2) suicide, attempted suicide or intentional 
self-inflicted Injury, whether sane or insane; 3) dental care or treatment due to accidental Injury to natural teeth; 4) war or any act of war 
(whether declared or undeclared) or participating in a riot or felony; 5) alcoholism or drug addiction; 6) travel or flight in or descent from any 
aircraft or device which can fly above the earth•s surface in any capacity other than as a farepaying passenger on a regularly scheduled 
airline; 7) Injury originating prior to the effective date of the Policy; 8) Injury occurring while intoxicated (Intoxication means that which is 
determined and defined by the laws and jurisdiction of the geographical area in which the loss or cause of loss is incurred.); 9) voluntary 
inhalation of gas or fumes or taking of poison or asphyxiation; 10) voluntary ingestion or injection of any drug, narcotic or sedative, unless 
administered on the advice and taken in such doses as prescribed by a Physician; 11) Injury sustained or sickness which first manifests 
itself while on full-time duty in the armed forces. Upon notice, the company will refund the proportion of unearned premium while in such 
forces; 12) Injury incurred while engaged in an illegal occupation; 13) Injury incurred while attempting to commit a felony or assault; 14) 
mental or emotional disorders; 15) Injury to a covered person while practicing for or being a part of organized or competitive rodeo, sky 
diving, hang gliding, parachuting or scuba diving; 16) driving in any race or speed test or while testing an automobile or any vehicle on any 
racetrack or speedway; 17) charges incurred outside the U.S. if an insured traveled to the location for the purpose of receiving medical 
services, drugs or supplies; 18) hernia, carpal tunnel syndrome or any complication therefrom; 19) any bacterial infection (except pyogenic 
infections which shall occur with and through an accidental cut or wound). 

If You are entitled to benefits under this policy as a result of sprained or lame back, or any intervertebral disk conditions, such benefits shall 
be payable for a maximum period of time, not exceeding in the aggregate three (3) months for any Injury. 

These exclusions and limitations are not applicable for all states. Please refer to your policy or outline for applicable exclusions and 
limitations. 

This coverage should be viewed as a supplement to other health insurance. This is not the insurance contract, and only the actual policy 
provisions will apply. It is therefore important that you read your policy carefully. All products are not available in all states.

This brochure does not constitute the full contract and is intended to provide basic information about American Public Life Insurance 
Company•s Form A-3B Supplemental Accident product. For specific details, please consult an actual policy and its provisions.  

Underwritten by: 

P. O. Box 925
Jackson, Mississippi 39205

This does not constitute the full contract and is intended to provide basic information about American Public Life Insurance Company•s 
Form A-3B Supplemental Accident product. For specific details, please consult an actual policy and its provisions.
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EB-975

East Texas Public Schools Employee Benefit Cooperative

Please read carefully the following description of your Unum

Your Plan

Eligibility All employees working at least  20 hours each week in active employment
in the U.S. with the employer, and their eligible spouses and children to age
24

Benefit Advantages Lump sum benefit payable for each covered condition

Automatic coverage for
Children are covered for the same conditions as the employee, plus
specific childhood conditions

Covered Conditions Heart Attack, Coronary Artery Bypass Surgery, Stroke, End Stage Renal
(Kidney) Failure, Maj
of a Covered Accident, Coma as the result of Severe Traumatic Brain
Injury, Blindness, Benign Brain Tumor, Occupational HIV.

Additional Covered Conditions for Dependent Children

��
��
��

��
��

Benefit Amount Employee:

Spouse:

Child:

Benefit reduces to 50% on the policy anniversary date following the
insured€s 70

Additional Benefits

Recurrence Benefit The employee and all family members covered by a Critical Illness
certificate will automatically receive this benefit.  The Benefit provides an
additional payout for subsequent occurrence of benign brain tumor, coma,
heart attack and
same conditions must be separated by 12 months.  Benefit is payable at
50% of the original benefit amount.

Wellness Benefit Employee and children covered by a Critical Illness certificate will
automatically be eligible to receive this benefit.  A $75 benefit per calendar
year, per insured, for covered health screening tests performed.

Group Voluntary Critical Illness Insurance
Plan Summary

East Texas Public Schools Employee Benefit Cooperative

Please read carefully the following description of your UnumGroup Voluntary Critical Illness I

All employees working at least  20 hours each week in active employment
in the U.S. with the employer, and their eligible spouses and children to age

Lump sum benefit payable for each covered condition

Automatic coverage for dependent children at 25% of employee benefit.
Children are covered for the same conditions as the employee, plus
specific childhood conditions

Heart Attack, Coronary Artery Bypass Surgery, Stroke, End Stage Renal
(Kidney) Failure, Major Organ Failure, Permanent Paralysis as the result
of a Covered Accident, Coma as the result of Severe Traumatic Brain
Injury, Blindness, Benign Brain Tumor, Occupational HIV.

Additional Covered Conditions for Dependent Children

�� Cerebral Palsy
�� Cleft Lip or Palate
�� Cystic Fibrosis
�� Down Syndrome
�� Spina Bifida

Employee: $5,000, 10,000 or $15,000

Spouse: $5,000 or $10,000

Child: 25% of Employee Benefit Amount

Benefit reduces to 50% on the policy anniversary date following the
insured€s 70th birthday.

The employee and all family members covered by a Critical Illness
certificate will automatically receive this benefit.  The Benefit provides an
additional payout for subsequent occurrence of benign brain tumor, coma,
heart attack and stroke.  The date of diagnosis between occurrences of the
same conditions must be separated by 12 months.  Benefit is payable at
50% of the original benefit amount.

Employee and children covered by a Critical Illness certificate will
automatically be eligible to receive this benefit.  A $75 benefit per calendar
year, per insured, for covered health screening tests performed.

Group Voluntary Critical Illness Insurance
Plan Summary

East Texas Public Schools Employee Benefit Cooperative

Group Voluntary Critical Illness Insurance.

All employees working at least  20 hours each week in active employment
in the U.S. with the employer, and their eligible spouses and children to age

dependent children at 25% of employee benefit.
Children are covered for the same conditions as the employee, plus

Heart Attack, Coronary Artery Bypass Surgery, Stroke, End Stage Renal
or Organ Failure, Permanent Paralysis as the result

of a Covered Accident, Coma as the result of Severe Traumatic Brain
Injury, Blindness, Benign Brain Tumor, Occupational HIV.

Additional Covered Conditions for Dependent Children

Benefit reduces to 50% on the policy anniversary date following the

The employee and all family members covered by a Critical Illness
certificate will automatically receive this benefit.  The Benefit provides an
additional payout for subsequent occurrence of benign brain tumor, coma,

stroke.  The date of diagnosis between occurrences of the
same conditions must be separated by 12 months.  Benefit is payable at

Employee and children covered by a Critical Illness certificate will
omatically be eligible to receive this benefit.  A $75 benefit per calendar

year, per insured, for covered health screening tests performed.

Effective Date 9/1/2010
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automatically be eligible to receive this benefit.  A $75 benefit per calendar 
year, per insured, for covered health screening tests performed.  

Portability Employees may take the coverage with them at the same rate, should they 
terminate employment.  The ported coverage will remain in effect 
regardless of the group status.

Other Important 
Provisions

Pre-existing Condition 
Exclusion 

Benefits will not be paid for disabilities caused by, contributed to by, or 
resulting from a pre-existing condition. You have a pre-existing condition if: 

· you received medical treatment, consultation, care or services 
including diagnostic measures, or took prescribed drugs or 
medicines in the 12 months just prior to your effective date of 
coverage; or 

· the insured had a sickness or injury or symptoms of a sickness or 
injury, whether diagnosed or not, for which an ordinarily prudent 
person would have consulted a health care provider during the 12 
months just prior to the insured’s coverage effective date 

Instances When Benefits 
Would Not Be Paid 

Benefits will not be paid for a claim caused by, contributed to by, or 
resulting from: 

·  participating or attempting to participate in a felony or being 
engaged in an illegal occupation; or 

·  committing or trying to commit suicide or injuring oneself 
intentionally 

·  participating in a war, act of war or committing acts of terrorism 
·  being under the influence of or addicted to intoxicants or narcotics 
· having a diagnosis during the benefit waiting period 

Questions If you should have any questions about your coverage or how to enroll, 
please contact your Plan Administrator. 

�3�D�J�H������
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��
Important:����Change��to��the��Medical��Spending��Account��that��may��affect��you.��
����
On��March��23,��2010,��President��Barack��Obama��signed��into��law��H.R.��3590,��the��Patient��Protection��and��
Affordable��Care��Act��(PPACA).����This��is��the��version��of��PPACA��passed��by��the��Senate��on��December��24,��2009.����
It��was��passed��by��the��House��on��March��21,��2010.����

����
However,��enactment��of��PPACA��was��not��expected��to��be��the��final��word��on��health��care��reform.����The��House��
adopted��PPACA��with��the��understanding��that��the��Senate��would��agree��to��a��second��bill��adopted��by��the��
House��on��March��21��that��made��changes��to��PPACA.����That��bill,��HR��4872,��the��Health��Care��and��Education��Tax��
Credit��Reconciliation��Act��of��2010��(the��“Reconciliation��Bill”),��reflects��last��minute��compromises��important��
to��House��Democrats.����The��Reconciliation��Bill��was��signed��in��to��law��by��the��President��on��March��30,��2010.��
����
Generally��speaking,��health��care��reform��is��not��effective��until��2014;��however,��there��is��a��current��change��to��
the��eligibility��of��over��the��counter��items��we��need��to��make��you��aware��of.��
����
Effective��for��tax��years��beginning��on��January��1,��2011,��over�rthe�rcounter��medicines��or��drugs��(e.g.��Advil,��
Ibuprofen,��cough��syrup)��are��not��eligible��for��reimbursement��under��an��FSA,��HRA,��or��HSA��without��a��
doctor’s��prescription.��Insulin��is��the��only��medicine��that��doesn’t��require��a��prescription.����Also��supplies��that��
you��need��for��medical��care��(e.g.��contact��lens��solutions,��bandages��for��wounds,��thermometers)��will��
continue��to��be��eligible��for��reimbursement.��
����
As��such,��upcoming��enrollment��in��your��employer’s��flexible��spending��account��should��take��into��
consideration��as��of��1/1/2011,��over��the��counter��items��will��no��longer��be��reimbursable��under��the��health��
FSA.��
����
As��often��seen,��updates��to��this��ruling��may��come��at��a��moment’s��notice.����We��will��make��every��effort��to��keep��
our��clients��and��participants��up��to��date��with��all��the��latest��changes��and��subsequent��guidance.����

2121 N. Glenville Drive · Richardson, Texas 75082  ·  Phone: 972.881.2255  ·  Toll-Free: 1.866.881.2255 

www.mgmflex.com

This��is��an��advertising��message��from��MGM��Benefits��Group.����If��you��do��not��wish��to��receive��further��communications��like��this��from��MGM��Benefits��
Group��via��e�rmail��in��the��future,��please��reply��to��this��message��with��unsubscribe��in��the��subject��line.

��
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A Section 125 Plan is a part of the Internal Revenue Code that 
allows employees to convert a taxable cash benefit (salary) 
into non-taxable benefits. You may choose to pay for benefit 
premiums and other qualified expenses before any taxes are
deducted from your paycheck.

How the Plan Works

Under Section 125, your employers Plan may offer the option 
to include the premium cost for your employee benefit plans. 
You may pay the premiums pre-tax for your medical, dental, 
cancer and vision insurances. Your plan may also offer flexible 
spending accounts for your health care and dependent care 
needs.

Flexible Spending Accounts

A Flexible Spending Account (FSA) is a special account for 
healthcare and dependent care expenses. When you enroll in 
an FSA, you decide how much to contribute to each account 
for the entire Plan Year. This annual contribution is then 
deducted in equal amounts from your paycheck, before 
Federal & State income taxes and FICA taxes are deducted.

�d�Z���•���� �^�‰�Œ��-�š���Æ�����_�� �(�µ�v���•�� ���Œ���� ���µ�š�}�uatically deposited in your 
account through payroll deduction. Unless you have a 
qualifying event under Section 125 regulations, your election 
amount will not change during the Plan year. 

Flexible Benefits Guide

MGM Benefits Group
Section 125 Plan 
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Using Your Flexible Spending Account

Your employer may offer one or both Flexible Spending 
Accounts: Health FSA and/or Dependent Care FSA. Although you 
can choose to participate in both accounts, funds may not be 
co-mingled. Expenses for these accounts must be incurred 
���µ�Œ�]�v�P���Ç�}�µ�Œ�����u�‰�o�}�Ç���Œ�[�•���‰�o���v���Ç�����Œ�X

Expenses for the funds in your flex account must be incurredby 
the end of the plan year or they will be subject to the �^�µ�•�����]�š���}�Œ��
�o�}�•���� �]�š�_rules regulated by the Internal Revenue Service. Based 
�}�v�� �Ç�}�µ�Œ�� ���u�‰�o�}�Ç���Œ�[�•�� �(�o���Æ�]���o���� �����v���(�]�š�•�� �‰�o���v�U�� �Ç�}�µ�� �Z���À���� ���� �•�‰�����]�(�]������
date following the end of the plan year to submit your receipts 
for reimbursement. All funds still remaining in your account will 
be forfeited after this claim period ends.

Please check with the Plan Administrator at your employment 
to verify the last date that you may file claims for your
reimbursement expenses.

F �6���$�p�V

MGM Benefits Group
Section 125 Plan 
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Eligible Health Expenses

The Health Care FSA is a tax-free account that allows you to pay for essential health care expenses that are 
not covered, or are partially covered, by your medical, dental and vision insurance plans.

These expenses may be incurred by you or your eligible dependents. Expenses include deductibles, co-
insurance payments, office co-pays, orthodontics, glasses and contacts. The item must not be used for 
general health or cosmetic purposes. �K�v���������v�Œ�}�o�o�������]�v���&�^���[�•���š�Z�����u�}�v���Ç���]�•�����À��ilable to you on the first day of 
the plan. You must spend the funds by the end of the plan year or they will be forfeited from your account.

Orthodontic Expenses

IRS stipulates how orthodontic expenses can be 
reimbursed in a health care FSA. You should carefully 
plan when deciding on your annual election if it 
includes orthodontic expenses.

Special planning should be considered if you are 
planning to take advantage of an up-front discount 
payment. Please remember, services must be 
performed and incurred within the current plan year. 
Reimbursement of a lump sum payment to a dentist 
may not be eligible if any of the services will be 
performed in a subsequent plan year.

Health Careflexible spending account
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Eligible Health Care Expenses

Dental Services Oxygen equipment

Crowns & Bridges Prosthesis

Dentures Wheelchair

Exams/Teeth cleaning Medical Services & Providers

Extractions Acupuncture

Fillings Anesthetist

Implants Chiropractic care

Oral surgery Hospital services

Orthodontia/Braces Immunizations & Vaccinations

Insurance Injections and vaccinations

Co-pays Nursing Services

Deductibles Physical therapy

Medications Operating room fees

Contraceptives Optometrist/Ophthalmologist fees

Drugs (prescriptions) Organ transplant

Insulin treatment Specialty physicians & surgeons

Over-the-Counter items Sterilization

Smoking cessation products Surgery

Laboratory Fees &  Tests Transportation to medical care

Blood tests & transfusions Transplants

Diagnostic tests/health screenings Obstetric Services

Lab fees OB/GYN Exams & treatment

X-rays OB/GYN Prepaid Maternity fees

Medical Equipment & Supplies Vision Services

Ambulance service Contact lenses (corrective)& supplies

Crutches Eye exams

Guide dog Eyeglasses & Sunglasses (corrective)

Hearing aids and batteries Laser eye surgery

Health Careflexible spending account

Non-eligible items
Cosmetic surgery/Procedures
Dietary supplements (vitamins)
Electrolysis
Exercise or health club memberships
Insurance premiums
Personal care items
Physical therapy for general well being
Smoking cessation programs
Teeth whitening/Bleaching
Weight reduction (fees, programs & food)

�^�}�u�����]�š���u�•���u���Ç���Œ���‹�µ�]�Œ�����š�Z�����•�µ���u�]�•�•�]�}�v���}�(���������}���š�}�Œ�[�•��certification 
stating the nature of medical condition and required treatment

Partial List of Medically Necessary Items
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Eligible DCAP Expenses

The Dependent Care Assistance account 
allows you to pay for �^���u�‰�o�}�Ç�u���v�š�� �Œ���o���š��������
expenses�_that enable you and your spouse 
to be gainfully employed, seek employment,
and/or be a fulltime student. In general, 
expenses must b���� �(�}�Œ�� �š�Z���� �^�����Œ���_�� �}�(�� ����
qualifying individual. Reimbursement may 
also include eligible expenses for children or 
elder dependents that rely on you for their 
care.

Some examples of eligible expenses include:

�` care in and outside the home

�` child-care/dependent care centers

�` before and after school care

�` nursery school and preschool expenses

�` preschool tuition

�` day care camps and facilities (only �(�}�Œ���^�����Œ���_�����v����not primarily for educational purposes)

Expenses for services provided outside the 
���u�‰�o�}�Ç�����[�•�� �Z�}�u���� ���Ça dependent care centers 
must comply with state and local laws. Your care 
provider must report day care income on their 
taxes to be considered as eligible.

Dependent Care FSA must be for children under 
13 years of age, unless they meet the 
qualifications of physically or mentally incapable 
of self-care.

Dependent Careflexible spending account
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Ineligible Expenses

The following items are examples of expenses that are generally considered as ineligible 
for reimbursement under a Dependent Care FSA:

�` Educational expenses, except where an eligible child is in preschool or 
nursery school

�` Field trips, clothing
�` Late payment or finance charges
�` Payments for lessons
�` Tuition expenses
�` Overnight camps
�` Kindergarten expenses

DCAP Reimbursements

The total amount you choose to contribute should be based on your expected child 
and/or dependent care expenses during the plan year. A single parent, or employee that 
is married but filing separately is limited to $2,500 for the Plan year. If your spouse has a 
dependent care account through their employment, the two accounts cannot exceed 
$5,000 during a given plan year.

IRS guidelines require that the amount reimbursed to a participant must first be on 
deposit in their account. When your employer submits payroll funds to MGM Benefits 
Group, they are credited to your dependent care account. When a claim is filed for 
reimbursement, we first verify that there are adequate funds in the account to pay the 
entire claim. When sufficient funds are not available, participants are issued the 
maximum amount available in their account. The remainder of the reimbursement 
request is paid when additional funds are received through payroll deposits.

Dependent Careflexible spending account
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Website Access

Our new MGM Flex system offers participants the ability to manage their own account information. 
On our new site, you can:

�` Create your own password
�` Access your account information by provider name, date and amount
�` File your claims online
�` Create your own direct deposit accounts

Once your enrollment in the Section 125 has been processed, you will receive an enrollment 
confirmation, along with an attached���}���µ�u���v�š�����v�š�]�š�o�������^�E���Æ�š���^�š���‰�•�_�X�����}�Á�v�o�}�������š�Z�]�•�����}���µ�u���v�š���(�Œ�}�u��
your email for instructions on setting up your participant portal and to access account options.

Follow these steps to create your Participant Portal:

1. Open your web browser (e.g. MS Explorer) and go to the following website:

http://mgmflex.com

2. Click on the participants Login. Both the username and password were sent to you via email 
with your enrollment confirmation.

3. The login for your username is:
�� The first initial of your first name
�� Your last name
�� The last 4 digits of your social security number

Example username:  jdoe9999
(Be sure and not use spaces or commas)

4. The password is your last name and the last four digits of your social security number
Example password: doe9999

You will be prompted to create your own password (6 to 20 upper and lower characters with at least 
one number). If you forget or lose your password, you will need to reset it through the system. Please
be sure to record your password as MGM does not have access. If your password is lost or forgotten, 
you will need to re-set it on your participant portal.

Participant Portal website account
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You Have Options!

You may file your claims by one of the following methods:

1. If your employer offers the MGM Flex Visa Card: you may use your Card at the point of 
purchase towards qualified expenses.Be sure to keep your receipts!You may be required to 
submit them as proof of plan eligibility!

2. Online Claim Filing: File your claims online via our participant portal website. Instructions were 
attached to your enrollment confirmation �}�v�� �š�Z���� �^�E���Æ�š�� �^�š���‰�•�_�� ���}���µ�u���v�š�XBe sure to submit 
receipts when filing claims online by fax or mail.If you do not submit your claims and receipts 
after filing online, you will be sent a reminder to submit the information. Claims will be denied 
after a period of 14 consecutive days. 

3. Paper Claim Filing: You may also file claims using the paper form(s) available on the website 
�µ�v�����Œ���š�Z�����^�&�}�Œ�u�•�_���š�����U�����v�������š�š�����Z���Œ���‹�µ�]�Œ�������Œ�������]�‰�š�•���������}�Œ���]�v�P���š�}���/�Z�^���Œ�µ�o���•�X

Reminders:

Health Care Flexible Spending Claims:

�� Your account balance is available for use on the first day of the plan year
�� Funds remaining in your account that have not been spent, will be subject to the �^�µ�•�����]�š���}�Œ���o�}�•�����]�š���Œ�µ�o���•�_
�� �����•�������}�v���Ç�}�µ�Œ�����u�‰�o�}�Ç���Œ�[�•���W�o���v���Œ�µ�o���•�U���Ç�}�µ���Á�]�o�o���Z���À���������•�‰�����]�(�]�������š�]�u�����‰���Œ�]�}�����(�}�o�o�}�Á�]�v�P���š�Z�����o���•�š�������Ç���}�(���Ç�}�µ�Œ��

plan year to request reimbursement for expenses incurred, but not claimed, during the plan year
�� Some health care items may be eligible only if you are diagnosed by a medical professional for a 

specified medical condition. For these expenses, you will be asked to provide a copy of diagnosis and 
treatment from your physician.

No matter which option that you may choose for claim reimbursement,always be sure to keep your 
receipts.

Dependent Care Flexible Spending Claims:

�� The MGM Flex Card does not accept charges for dependent care related expenses
�� Claims may be filed by �W���‰���Œ���}�Œ���^�D���v�µ���o�_�����o���]�us or online through the Participant Portal website
�� Funds must be available in dependent care accounts prior to reimbursement. IRS regulations do not 

allow pre-funding of DCAP accounts.

How to File Claims
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The MGM Flex Card
The MGM Flex Card makes using your Health FSA quick and easy. Just 
swipe it as payment for your eligible expenses and the funds are
automatically deducted from your account

If your Employer offers the MGM Flex Card, it is an 
automatic way to pay for qualified health care expenses. 
It is not a credit card, but can be used to pay for your 
eligible health flexible spending account (FSA) purchases. 
The card is similar to a Visa Card, and the value of the 
�‰���Œ�š�]���]�‰���v�š�[�•��annual contribution is loaded on it. The 
amount of the qualified purchases will be automatically 
deducted from the account.

The Card may be used for eligible flexible spending account (FSA) expenses as determined by Section 213(d) of 
the Internal Revenue code. You may use the Card for co-pays at hospitals, physician offices, dental offices, vision 
service locations and pharmacies, wherever they accept MasterCard® or Visa® debit cards for purchases. Only 
eligible expenses that have been incurred during the current plan year and/or grace period can be claimed as 
eligible expenses.

O�À���Œ���š�Z�������}�µ�v�š���Œ���‰�Œ�}���µ���š�•���~�K�d���[�•�•�����Œ�������o�]�P�]���o�����š�}���‰�µ�Œ���Z���•�����Á�]�š�Z���š�Z���������Œ��, but the items must be used for treating 
symptoms of injury and illness. 
�Ž Personal care items are not eligible for Card use. 

�,���Œ���[�•���Z�}�Á���]�š���Á�}�Œ�l�•�W

�xTake your purchases to the register

�x�W�Œ���•���v�š���Ç�}�µ�Œ���D�'�D���&�o���Æ�������Œ�����(�}�Œ���‰���Ç�u���v�š�����v�����•���o�����š���š�Z�����}�‰�š�]�}�v���(�}�Œ���^���Œ�����]�š�_

�xThe system will identify eligible �����Œ�����‰�µ�Œ���Z���•�����~�‰�Œ���•���Œ�]�‰�š�]�}�v�•�����v�����K�d���[�•�•
�xPay for your non-eligible items separately with another form of payment

�xIf the purchase is approved, the amount will be deducted from your card account balance.

You can also fill in your Card number on health related bills received from providers to pay on your account 
balance. The card cannot be used to pay expenses that were incurred prior to your current Section 125 Plan 
year.

Be sure and save all receipts for purchases made with the MGM Flex Card

Introducing . . . the MGM Visa Card
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Claim forms for Health flexible spending accounts and Dependent Care flexible 
spending accounts may be downloaded from the participant portal. Click the Forms 
tab and choose the applicable form for your expense.

�x Complete the correct reimbursement claim form

�x Submit an Explanation of Benefits (EOB) or your eligible receipts

�x Make copies of your receipts and EOB

�x Do not send your original receipts, but retain originals for your records

�x An eligible receipt will have the following:

o Provider name
o Date of service
o Description of service
o Payment amount
o �^���o���•���Œ�������]�‰�š�•���Á�]�š�Z���š�}�š���o�•���^�}�v�o�Ç�_�����Œ�����v�}�š��

acceptable based on IRS guidelines

�x Submit your claim form and receipts by fax or mail to the address on the form

�x Paper claims are processed and checks issued within 72 hours (on business days) after receipt of 

claims

Dependent Care Claims:

�����‰���v�����v�š�������Œ�������o���]�u�•���Á�]�o�o���}�v�o�Ç���������Œ���]�u���µ�Œ�•�����������•�������}�v���š�Z�����(�µ�v���•�����À���]�o�����o�����]�v���š�Z�����‰���Œ�š�]���]�‰���v�š�[�•��

account. Claims will not be pre-funded. For claims submitted that exceed the account balance, 

funds will be reimbursed as they are deposited to the account.

Manual Claim Fil ing
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��
��
Claim forms for Health flexible spending accounts and Dependent Care flexible 
spending accounts may be downloaded from the participant portal. Click the Forms 
tab and choose the applicable form for your expense.
��
��

�x�� Complete the correct reimbursement claim form

�x�� Submit an Explanation of Benefits (EOB) or your eligible receipts

�x�� Make copies of your receipts and EOB

�x�� Do not send your original receipts, but retain originals for your records

�x�� An eligible receipt will have the following:

o�� Provider name
o�� Date of service
o�� Description of service
o�� Payment amount
o�� �^���o���•���Œ�������]�‰�š�•���Á�]�š�Z���š�}�š���o�•���^�}�v�o�Ç�_�����Œ�����v�}�š��

acceptable based on IRS guidelines

�x�� Submit your claim form and receipts by fax or mail to the address on the form

�x�� Paper claims are processed and checks issued within 72 hours (on business days) after receipt of 

claims

Dependent Care Claims:

�����‰���v�����v�š�������Œ�������o���]�u�•���Á�]�o�o���}�v�o�Ç���������Œ���]�u���µ�Œ�•�����������•�������}�v���š�Z�����(�µ�v���•�����À���]�o�����o�����]�v���š�Z�����‰���Œ�š�]���]�‰���v�š�[�•��

account. Claims will not be pre-funded. For claims submitted that exceed the account balance, 

funds will be reimbursed as they are deposited to the account.

Manual Claim Fil ing
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