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Medical Insurance – Anthem BCBSGA
IN NETWORK

Calendar Year Deductible (CYD) $0
Coinsurance 0%
Maximum Out of Pocket $7,900 / $15,800
Embedded/Aggregate Deductible Embedded

OFFICE SERVICES
Primary Care Office Visit $35
Specialist Office Visit $70
Virtual Visit (PCP / Spec) $0 / $70

PREVENTIVE SERVICES Covered 100%
HOSPITAL SERVICES

Inpatient Hospital Visit $750 per day / $2,250 max
Outpatient Hospital Visit $600

EMERGENCY SERVICES
Emergency Room Visit $300
Urgent Care Visit $100

OTHER SERVICES
Independent Diagnostic Testing (X-Rays) Freestanding Center: $75

Outpatient Hospital: $35
Office: $0

Independent Diagnostic Testing (Adv Imaging) Freestanding Center: $150
Outpatient Hospital: $750

Office: $100
Independent Clinical Lab $0
Mental Health Facility: $70

PHARMACY SERVICES
Creditable Coverage Yes
Generic Mandatory / Pre-Authorization on Brand Yes
Prescription Plan Deductible $300 per person / $600 family
Prescription Card (generic/brand/non-preferred) T1a: $5 / T1b: $20 / T2: $45 / T3: $90
Specialty Rx T4: 25% up to $450
Mail Order-90 Day Supply T1a: $5 / T1b: $20 / T2: $90 / T3: $270

OUT OF NETWORK
Calendar Year Deductible $2,000 / $4,000
Coinsurance 50%
Maximum Out of Pocket $23,700 / $47,400

NEW 
CARRIER!!



Medical Deductions

Effective 1/1/2025
Employee Cost

Per Pay Period

Employee Only $55.00
Employee and Spouse $360.00
Employee and Child(ren) $300.00
Employee and Family $625.00

To locate a participating provider, simply visit 
www.anthem.com, click on “Find Care”, choose the Medical 
plan network, choose Georgia, select Medical (Employer-
Sponsored) and search under the Blue Open Access POS 

network.  
*You will be searching as a guest until you can register as a member.

http://www.anthem.com/


Medical Insurance – Benefits
Did you know?

The average total cost of 
an ER visit can be up to 
10 times more than an 
urgent care center visit. 



Medical Insurance – Sydney Health app



Medical Insurance – LiveHealth Online



Medical Insurance – Provider Search 



Medical Insurance – Quick chat



Medical Insurance – Wellbeing Solutions



Medical Insurance – Wellbeing Solutions



Flexible Spending Account – iSolved Benefits

Chancy Drugs will utilize iSolved Benefits to administer your 
flexible spending account.

Health Flexible Spending Account
Enroll in up to $2,500 in pre-tax dollars which can be used on 

medical, dental and vision expenses.

           

* You are eligible to participate in the plan only if elections are made during Annual 
Open Enrollment or when first eligible.

* FSA Funds do NOT rollover. It is important to be conservative in making 
elections because any unused funds left in your FSA at the close of the Plan Year 
are not refundable to you. 



Dental Insurance – MetLife

In-Network Out of Network In-Network Out of Network
Calendar Year Deductible $50 / $150 $50 / $150 $50 / $150 $50 / $150
TYPE 1 SERVICES - PREVENTIVE

Deductible Applies? No No No No
Cleaning / Exams 100% 100% 100% 100%

TYPE II SERVICES - BASIC
Deductible Applies? Yes Yes Yes Yes
Fillings 80% 80% 90% 90%
Basic Misc. Services 80% 80% 90% 90%
Simple Extractions 80% 80% 90% 90%
Perio Maintenance 80% 80% 90% 90%

TYPE III SERVICES - MAJOR
Deductible Applies? Yes Yes Yes Yes
Other Perio 50% 50% 60% 60%
Endodontic Services 50% 50% 60% 60%
Surgical Extractions 50% 50% 60% 60%

ANNUAL PLAN MAXIMUM $1,000 $1,000 $2,000 $2,000

TYPE IV SERVICES - ORTHODONTIA 50% 50%
Deductible Applies? No No
Orthodontia Dep Age Limit up to age 19 up to age 19
Lifetime Orthodontia Max $1,000 $1,000

Child / Student age limit Up to age 26 Up to age 26 Up to age 26 Up to age 26
Annual Open Enrollment Yes Yes Yes Yes
Missing Tooth Exclusion Waived No No No No
R & C Out of Network N / A 90th N / A 99th

N / A N / A

Low Option High Option


D Alt 1 (10.27)

				2023 Group Dental Insurance Review

						PAY PERIODS: 		26

												CURRENT										ALTERNATE 1										ALTERNATE 2										EFFECTIVE 1/1/2023

												GPhA Insurance Solutions / BCBS GA										MetLife										MetLife										MetLife

												Low Option				High Option						Low Option				High Option						Low Option				High Option						Low Option				High Option

												In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network

				Calendar Year Deductible								$50 / $150		$50 / $150		$50 / $150		$50 / $150				$50 / $150		$50 / $150		$50 / $150		$50 / $150				$50 / $150		$50 / $150		$50 / $150		$50 / $150				$50 / $150		$50 / $150		$50 / $150		$50 / $150

				TYPE 1 SERVICES - PREVENTIVE

						Deductible Applies?						No		No		No		No				No		No		No		No				No		No		No		No				No		No		No		No

						Cleaning / Exams						100%		100%		100%		100%				100%		100%		100%		100%				100%		100%		100%		100%				100%		100%		100%		100%

				TYPE II SERVICES - BASIC

						Deductible Applies?						Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes

						Fillings						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

						Basic Misc. Services						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

						Simple Extractions						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

						Perio Maintenance						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

				TYPE III SERVICES - MAJOR

						Deductible Applies?						N / A		N / A		Yes		Yes				N / A		N / A		Yes		Yes				N / A		N / A		Yes		Yes				Yes		Yes		Yes		Yes

						Other Perio						N / A		N / A		50%		50%				N / A		N / A		50%		50%				N / A		N / A		60%		60%				50%		50%		60%		60%

						Endodontic Services						N / A		N / A		50%		50%				N / A		N / A		50%		50%				N / A		N / A		60%		60%				50%		50%		60%		60%

						Surgical Extractions						N / A		N / A		50%		50%				N / A		N / A		50%		50%				N / A		N / A		60%		60%				50%		50%		60%		60%

				ANNUAL PLAN MAXIMUM								$750		$750		$1,000		$1,000				$750		$750		$1,000		$1,000				$750		$750		$2,000		$2,000				$1,000		$1,000		$2,000		$2,000



				TYPE IV SERVICES - ORTHODONTIA								N / A		N / A		N / A		N / A				N / A		N / A		N / A		N / A				N / A		N / A		N / A		N / A				N / A		N / A		50%		50%

						Deductible Applies?																																								No		No

						Orthodontia Dep Age Limit																																								up to age 19		up to age 19

						Lifetime Orthodontia Max																																								$1,000		$1,000



				Child / Student age limit																		Up to age 26		Up to age 26		Up to age 26		Up to age 26				Up to age 26		Up to age 26		Up to age 26		Up to age 26				Up to age 26		Up to age 26		Up to age 26		Up to age 26

				Annual Open Enrollment																		Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes

				Missing Tooth Exclusion Waived																		No		No		No		No				No		No		No		No				No		No		No		No

				R & C Out of Network								N / A		90th		N / A		90th				N / A		90th		N / A		90th				N / A		90th		N / A		90th				N / A		90th		N / A		99th

				Termination Rule

				Rate Guarantee								1/1/23										1/1/24										1/1/24										1/1/24



				Monthly Premiums

						Employee Only		5		19		$25.54				$39.25						$21.30				$31.95						$20.38				$40.65						$29.94				$43.44

						Employee + 1 Dependent		1		9		$51.18				$77.08						$40.52				$60.69						$38.77				$77.26						$56.77				$83.28

						Employee + Children		2		1		$102.56				$140.03						$53.36				$67.61						$51.05				$81.22						$63.24				$91.52

						Family		1		2		$102.56				$140.03						$78.54				$102.97						$75.14				$125.35						$96.24				$140.26

				Total Monthly Premium				9		31		$486.56		ERROR:#VALUE!		$1,859.56		0				$332.28		0		$1,426.81		0				$317.91		0		$1,799.61		0				$429.19		0		$1,946.92		0

												$2,346.12										$1,759.09										$2,117.52										$2,376.11

																						-25%										-10%										1%

				Employer Monthly Contributions

						Employee Only		5		19		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + 1 Dependent		1		9		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + Children		2		1		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Family		1		2		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

												$0.00		ERROR:#VALUE!		$0.00		0				$0.00		0		$0.00		0

												$0.00										$0.00

				Employee Monthly Contributions

						Employee Only						$25.54				$39.25						$21.30				$31.95						$20.38				$40.65						$29.94				$43.44

						Employee + 1 Dependent						$51.18				$77.08						$40.52				$60.69						$38.77				$77.26						$56.77				$83.28

						Employee + Children						$102.56				$140.03						$53.36				$67.61						$51.05				$81.22						$63.24				$91.52

						Family						$102.56				$140.03						$78.54				$102.97						$75.14				$125.35						$96.24				$140.26



				Employee Payroll Deductions 

						Employee Only						$11.79				$18.12						$9.83				$14.75						$9.41				$18.76						$13.82				$20.05

						Employee + 1 Dependent						$23.62				$35.58						$18.70				$28.01						$17.89				$35.66						$26.20				$38.44

						Employee + Children						$47.34				$64.63						$24.63				$31.20						$23.56				$37.49						$29.19				$42.24

						Family						$47.34				$64.63						$36.25				$47.52						$34.68				$57.85						$44.42				$64.74













V Rnwl (10.24)

				2023 Group Vision Insurance Review

						PAY PERIODS: 		26

												CURRENT										RENEWAL										ALTERNATE 1										EFFECTIVE 1/1/2023

												GPhA Insurance Solutions / BCBS GA										GPhA Insurance Solutions / BCBS GA										MetLife										MetLife

												{Plan C1}				{Plan C2}						{Plan R1}				{Plan R2}						{Plan A1}				{Plan A2}						{Plan A3}				{Plan A4}

												In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network

				Eye Exams								$10 Copay										$10 Copay		$0		$0		$0				$10 Copay		$45 Allowance		$0		$0				$10 Copay		$45 Allowance		$0		$0

				Contact Lens Exam								Up to $55										Up to $55		$0		$0		$0				$60 Max Copay		Applied to Allowance		$0		$0				$60 Max Copay		Applied to Allowance		$0		$0

				Materials								$25 Copay										$25 Copay		$0		$0		$0				$25 Copay		N / A		$0		$0				$25 Copay		N / A		$0		$0

				Frames								$150 Allowance
20% off Balance										$150 Allowance
20% off Balance		$0		$0		$0				$150 Allowance
$170 Featured Frames		$70 Allowance		$0		$0				$150 Allowance
$170 Featured Frames		$70 Allowance		$0		$0

				Frames @ Walmart, Sams & Costco								---										---										$85 Allowance		$70 Allowance								$85 Allowance		$70 Allowance

				LENSES

						Single						$25 Copay										$25 Copay		$0		$0		$0				100% after $25 Copay		$30 Allowance		$0		$0				100% after $25 Copay		$30 Allowance		$0		$0

						Bifocal						$25 Copay										$25 Copay		$0		$0		$0				100% after $25 Copay		$50 Allowance		$0		$0				100% after $25 Copay		$50 Allowance		$0		$0

						Trifocal						$25 Copay										$25 Copay		$0		$0		$0				100% after $25 Copay		$65 Allowance		$0		$0				100% after $25 Copay		$65 Allowance		$0		$0

						Lenticular																		$0		$0		$0				100% after $25 Copay		$100 Allowance		$0		$0				100% after $25 Copay		$100 Allowance		$0		$0

						Photochromic																		$0		$0		$0				$47 - $82 Copay		Applied to Allowance		$0		$0				$47 - $82 Copay		Applied to Allowance		$0		$0

						Anti-Reflective																		$0		$0		$0				$41 - $85 Copay				$0		$0				$41 - $85 Copay				$0		$0

						UV Coating																		$0		$0		$0				Covered in Full				$0		$0				Covered in Full				$0		$0

						Scratch Resistance																		$0		$0		$0				$17 - $33 Copay				$0		$0				$17 - $33 Copay				$0		$0

				Laser Vision 																				$0		$0		$0				Discount Available		N / A		$0		$0				Discount Available		N / A		$0		$0

				CONTACT LENS

						Medically Necessary																		$0		$0		$0				100% after $25 Copay		$210 Allowance		$0		$0				100% after $25 Copay		$210 Allowance		$0		$0

						Elective						$150 Allowance
15% off Balance										$150 Allowance
15% off Balance		$0		$0		$0				$150 Allowance		$105 Allowance		$0		$0				$150 Allowance		$105 Allowance		$0		$0

				BENEFIT FREQUENCY

						Vision Exams						Once every 12 Months		Once every 12 Months								Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0

						Spectacle Lenses						Once every 12 Months		Once every 12 Months								Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0

						Frames						Once every 24 Months		Once every 24 Months								Once every 24 Months		Once every 24 Months		0		0				Once every 24 Months		Once every 24 Months		0		0				Once every 12 Months		Once every 12 Months		0		0

						Contact Lens Allowance						Once every 12 Months		Once every 12 Months								Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0



				Child / Student Age limit																				0		0		0				Up to Age 26		Up to Age 26		0		0				Up to Age 26		Up to Age 26		0		0

				Annual Open Enrollment																				0		0		0				Yes		Yes		0		0				Yes		Yes		0		0

				Network Used: 								Anthem BCBS		N / A				N / A				Anthem BCBS		N / A		0		N / A				MetLife		N / A		0		N / A				MetLife		N / A		0		N / A

				Termination Rule																						0										0										0

				Rate Guarantee								1/1/23										1/1/24										1/1/25										1/1/25



				Monthly Premiums:																																						**INCLUDES 2 PAIR RIDER

						Employee Only		24		0		$7.80				$0.00						$7.80				$0.00						$6.68				$0.00						$8.51				$0.00

						Employee + 1 Dependent		9		0		$14.83				$0.00						$14.83				$0.00						$13.37				$0.00						$17.05				$0.00

						Employee + Children		3		0		$22.72				$0.00						$22.72				$0.00						$11.32				$0.00						$14.43				$0.00

						Family		3		0		$22.72				$0.00						$22.72				$0.00						$18.67				$0.00						$23.79				$0.00

				Total Monthly Cost				39		0		$456.99		ERROR:#REF!		$0.00		ERROR:#REF!				$456.99		ERROR:#REF!		$0.00		ERROR:#REF!				$370.62		ERROR:#REF!		$0.00		ERROR:#REF!				$472.35		ERROR:#REF!		$0.00		ERROR:#REF!

												$456.99										$456.99										$370.62										$472.35

																		 				0%										-19%										3%

				Employer Monthly Contributions

						Employee Only		24		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + 1 Dependent		9		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + Children		3		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Family		3		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

												$0.00		ERROR:#REF!		$0.00		ERROR:#REF!				$0.00		ERROR:#REF!		$0.00		ERROR:#REF!				$0.00		ERROR:#REF!		$0.00		ERROR:#REF!				$0.00		ERROR:#REF!		$0.00		ERROR:#REF!

												$0.00										$0.00										$0.00										$0.00

				Employee Monthly Contributions

						Employee Only						$7.80				$0.00						$7.80				$0.00						$6.68				$0.00						$8.51				$0.00

						Employee + 1 Dependent						$14.83				$0.00						$14.83				$0.00						$13.37				$0.00						$17.05				$0.00

						Employee + Children						$22.72				$0.00						$22.72				$0.00						$11.32				$0.00						$14.43				$0.00

						Family						$22.72				$0.00						$22.72				$0.00						$18.67				$0.00						$23.79				$0.00



				Employee Payroll Deductions

						Employee Only						$3.60				$0.00						$3.60				$0.00						$3.08				$0.00						$3.93				$0.00

						Employee + 1 Dependent						$6.84				$0.00						$6.84				$0.00						$6.17				$0.00						$7.87				$0.00

						Employee + Children						$10.49				$0.00						$10.49				$0.00						$5.22				$0.00						$6.66				$0.00

						Family						$10.49				$0.00						$10.49				$0.00						$8.62				$0.00						$10.98				$0.00

				2nd Pair Rider:  provides one of the following 1/ two pair of glasses  2/One pair of prescription glasses and an allowance towards contacts or  3/Double your contact lens allowance













RELIANCE CI

				2023 Group Voluntary Critical Illness Review

																						Monthly Rate / Uni-Tobacco

												EFFECTIVE 1/1/2023										Per $1,000		Per $10,000

												Reliance Standard						  Age				Employee		Employee		Per Paycheck				PAY PERIODS:  				26

				BENEFIT AMOUNT														0-29				$0.32		$3.20		$1.48

						Employee Benefit Amount						$10, 000 or $20,000						30-34				$0.50		$5.00		$2.31

						Spouse Benefit Amount						100% EE  Amt  - $10,000 increments up to $20,000						35-39				$0.62		$6.20		$2.86

						Child Benefit Amount						50% Employee Amount						40-44				$0.87		$8.70		$4.02														0-29		$0.32

				RECURRENT BENEFIT														45-49				$1.32		$13.20		$6.09														30-34		$0.50

						Employee Recurrence - 6 months						100% of benefit in same category						50-54				$1.86		$18.60		$8.58														35-39		$0.62

						Spouse Recurrence  - 6 months						100% of benefit in same category						55-59				$2.58		$25.80		$11.91														40-44		$0.87

						Child Recurrence  - 6 months						100% of benefit in same category						60-64				$3.81		$38.10		$17.58														45-49		$1.32

						Subsequent Occurance - 3 months						100% of benefit in different category						65-69				$5.68		$56.80		$26.22														50-54		$1.86

				COVERED ILLNESS														70-74				$9.26		$92.60		$42.74														55-59		$2.58

						Alzheimer's						100% of Benefit Amount						75-79				$15.59		$155.90		$71.95														60-64		$3.81

						Benign Brain Tumor						100% of Benefit Amount						80-84				$21.46		$214.60		$99.05														65-69		$5.68

						Carcinoma in Situ - Partial benefit						50% of Benefit Amount						85+				$35.89		$358.90		$165.65														70-74		$9.26

						Coma						100% of Benefit Amount				 																								75-79		$15.59

						Coronary Disease - Partial Benefit						50% of Benefit Amount										Monthly Rate / Uni-Tobacco																		80-84		$21.46

						Heart Attack						100% of Benefit Amount										Per $1,000		Per $10,000																85+		$35.89

						Life Threatening Cancer						100% of Benefit Amount						  Age				Spouse		Spouse		Per Paycheck

						Loss of Sight						100% of Benefit Amount						0-29				$0.32		$3.20		$1.48

						Major Organ Failure						100% of Benefit Amount						30-34				$0.50		$5.00		$2.31

						Occupational Hepatitis						100% of Benefit Amount						35-39				$0.62		$6.20		$2.86

						Occupational HIV						100% of Benefit Amount						40-44				$0.87		$8.70		$4.02

						Paralysis						100% of Benefit Amount						45-49				$1.32		$13.20		$6.09

						Parkinson's						50% of Benefit Amount						50-54				$1.86		$18.60		$8.58

						Ruptured Cerebral, Carotid or Aortic Aneurysm						100% of Benefit Amount						55-59				$2.58		$25.80		$11.91

						Severe Brain Damage						100% of Benefit Amount						60-64				$3.81		$38.10		$17.58

						Skin Cancer - Partial Benefit						5% of Benefit Amount						65-69				$5.68		$56.80		$26.22

						Stroke						100% of Benefit Amount						70-74				$9.26		$92.60		$42.74

				Annual Election								EOI Required for Late Entrants						75-79				$15.59		$155.90		$71.95

				Pre-existing								None						80-84				$21.46		$214.60		$99.05

				Spouse Cost based on 								Employee Age						85+				$35.89		$358.90		$165.65

				Spouse Enrollment / Termination Rules								Terminates at Spouse age 75, no new enrollment at age 70+

																		Additional Childhood Diagnosis:

				Age basis								Attained Age						     •		Cerebral Palsy				MONTHLY CHILD RATE per $1,000 		$0.01

				Age basis for changes after initial election								Policy Anniversary						     •		Cleft Lip or Palate

				Child / Student age limit								Birth up to age 26						     •		Cystic Fibrosis				MONTHLY CHILD RATE per $5,000 		$0.05

				Pre-tax/Post-tax								Post-tax						     •		Down Syndrome														10000

				Portable								Yes						     •		Muscular Dystrophy				PER PAYCHECK CHILD RATE: 		$0.01								2500

				Rate Guarantee								1/1/25						     •		Spina Bifida

																		     •		Type 1 Diabetes

				Minimum Enrollment Required: 								Lesser of 10% or 10 Lives insured



















																																														Diagnosis		Standard Plan

																																														Alzheimer's		50% of Benefit Amount

																																														Benign Brain Tumor		100% of Benefit Amount

																																														Carcinoma in Situ - Partial benefit		25% of Benefit Amount

																																														Coma		100% of Benefit Amount

																																														Coronary Disease - Partial Benefit		25% of Benefit Amount

																																														Heart Attack		100% of Benefit Amount

																																														Life Threatening Cancer		100% of Benefit Amount

																																														Loss of Sight		100% of Benefit Amount

																																														Major Organ Failure		100% of Benefit Amount

																																														Occupational Hepatitis		100% of Benefit Amount

																																														Occupational HIV		100% of Benefit Amount

																																														Paralysis		100% of Benefit Amount

																																														Parkinson's		50% of Benefit Amount

																																														Ruptured Cerebral, Carotid or Aortic Aneurysm		100% of Benefit Amount

																																														Severe Brain Damage		100% of Benefit Amount

																																														Skin Cancer - Partial Benefit		5% of Benefit Amount

																																														Stroke		50% of Benefit Amount



















RELIANCE ACC

				2023 Group Voluntary Accident Protection Review



										Bronze				EFFECTIVE 1/1/2023

										Bay Bridge / MetLife				Reliance Standard

				COVERAGE						Off Job Only				Off Job Only

						Employee 				100% of Benefit				$50,000

						Spouse				50% of EE Benefit Amount				$25,000

						Child				25% of EE Benefit Amount				$10,000

				ACCIDENTAL DEATH & DISMEMBERMENT

						Loss of Life				$20,000				100% of Benefit Amount

						Catastrophic Loss				$20,000				100% of Benefit Amount

						Single Loss				$20,000				50% of Benefit Amount

						Speech				$20,000				100% of Benefit Amount

						One or more entire toe / finger				$1,000				3% of Benefit Amount

				OTHER BENEFITS

						Portable				Yes				Yes				ADDITIONAL BENEFITS

						Initial Hospital Confinement				$100				$100 per day up to 365 days						Coma		$5,000

						ICU Confinement				$100				$200 per day up to 30 days						Concussion		$100

						Regular Ambulance / Air Ambulance				$100				$150 / $750						Lacerations		$25 up to $400

				FRACTURE OF BONE OR BONES																Lodging		$100 per day up to 30 days

						Skull				$1,900				$1,500 up to $10,000						Medical Appliances		$100

						Hip, Thigh (femur)				$2,000				$1,600 up to $6,400						Paraplegia		$5,000

						Leg / Pelvis				$1,100				$1,600 up to $3,200						Quadriplegia		$10,000

						Hand or Wrist				$700				$600 up to $1,200

						Ribs, Fingers or Toes				$300				$100 up to $600

						Coccyx				$140				$300 up to $600

				COMPLETE DISLOCATION OF

						Hip Joint / Knee Joint				$2,000				$1,500 up to $4,800

						Ankle / Collarbone				$800				$900 up to $1,800

						Wrist or Lower Jaw / Shoulder				$700				$450 up to $900

						Elbow / Finger				$140				$150 up to $900



				Child / Student age limit						Child(ren) covered to their 26 birthday				Birth up to Age 26

				Age Limitations										Must be under age 70 to enroll

				Pre-existing						12 / 12				None

				Pre-tax/Post-tax						Post-tax				Post-tax

				Minimum Participation						5 Lives				Lesser of 10% or 10 lives



				Rate Guarantee						12/1/22				1/1/25



				Monthly Premium						Bronze

						Employee Only				$2.72				$7.44

						Employee + Spouse				$5.21				$10.27

						Employee + Child				$10.91				$13.98

						Family				$14.30				$17.34



				Employee Payroll Deductions 

						Employee Only				ERROR:#REF!				$3.43				26

						Employee + Spouse				ERROR:#REF!				$4.74

						Employee + Child				ERROR:#REF!				$6.45

						Family				ERROR:#REF!				$8.00
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i Highights
No cap on # of recurrences up to the standard lfetime maximum of 1000% of the Amount of Insurance (many carriers are 2x for
per category)

Skin Cancer is a standard is 5% rather than a set dollar amount

No Prex

No Waiting Period

7 childhood Conditions including: Cerebral Palsy, Cleft Lip or Palate, Cystic Fibrosis, Down Syndrome, Muscular Dystrophy, Spina
Bifida, Type 1 Diabetes (some carriers excluded Type 1 Diabetes—it's about 45% of all childhood condition claims we receive)
Employees maintain coverage per terms of policy even if employers cancels group contract

Attained age
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One rate for all eligible Dependent Children in family, regardless of number.
Parti

n Requirements and Rate Guarantee

Participation Requirements
‘You must have a minimum participation the lesser of 10% or 10 Insured employee lives.

Rate Guarantee — 24 months.







image4.png

Dependent Children Insurance Cost
Monthly Rate per $1,000 of Coverage
Standard Plan

o $0.01 — Included in Employee’s Rate
One rate for all eligible Dependent Children in family, regardless of number.

Premium Rates

Note: Premium/benefit is payable in US currency.
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Cl Flan vescription & Cost summary

Prepared For Chancy Drugs Quote Number: VCI0000882661

Proposal Effective Date: 1/1/2023 Proposal Expiration Date: 1/25/2023

PlanDesign ]
Standard Employees: Minimum of $10,000 to a maximum of $20,000 in $10,000
Plan increments.

Guaranteed Issue Amount $20,000

Spouse Minimum of $10,000 to a maximum of $20,000 in $10,000
increments.

Guaranteed Issue Amount $20,000

(not to exceed 100% of employee coverage)

50% of employee coverage

Al child amounts are guaranteed issue.

Note: The states of New Jersey, New Hampshire, Massachusetts, Califonia, and New York require
their residents to be enrolled in an overlying major medical plan to enroll for Critical liiness.









Dental Insurance – Deductions

IMPORTANT NOTE: MetLife doesn’t provide dental ID cards, but 
verifications can be made by supplying your SSN to your provider at 

the date of appointment.

LOW Plan
Per pay Period

HIGH Plan
Per pay Period

Employee Only $15.98 $23.18
Employee and Spouse $30.30 $44.44
Employee and Child(ren) $33.74 $48.84
Employee and Family $51.36 $74.84

Effective 1/1/2025



Dental Insurance – Provider Search

1. Visit www.metlife.com 
2. Click on ’Find a dentist’
3. Choose PDP Plus network
4. Add your location and click search

http://www.metlife.com/


Vision Insurance – MetLife 

Second Pair                                 
Rider includes one of 

the following: 

• Two pair of Glasses

• One pair of 
Prescription Glasses 
and an allowance 
towards contacts

• Double your contact 
lens allowance

In-Network Out of Network
Eye Exams $10 Copay $45 Allowance
Contact Lens Exam $60 Max Copay Applied to Allowance
Materials $25 Copay N / A

Frames $150 Allowance
$170 Featured Frames $70 Allowance

Frames @ Walmart, Sams & Costco $85 Allowance $70 Allowance
LENSES

Single 100% after $25 Copay $30 Allowance
Bifocal 100% after $25 Copay $50 Allowance
Trifocal 100% after $25 Copay $65 Allowance
Lenticular 100% after $25 Copay $100 Allowance
Photochromic $47 - $82 Copay
Anti-Reflective $41 - $85 Copay
UV Coating Covered in Full
Scratch Resistance $17 - $33 Copay

Laser Vision Discount Available N / A
CONTACT LENS

Medically Necessary 100% after $25 Copay $210 Allowance

Elective $150 Allowance $105 Allowance

BENEFIT FREQUENCY
Vision Exams Once every 12 Months Once every 12 Months
Spectacle Lenses Once every 12 Months Once every 12 Months
Frames Once every 12 Months Once every 12 Months
Contact Lens Allowance Once every 12 Months Once every 12 Months

Child / Student Age limit Up to Age 26 Up to Age 26
Annual Open Enrollment Yes Yes
Network Used: MetLife N / A

Applied to Allowance


D Alt 1 (10.27)

		2023 Group Dental Insurance Review

				PAY PERIODS: 		26

										CURRENT										ALTERNATE 1										ALTERNATE 2										EFFECTIVE 1/1/2023

										GPhA Insurance Solutions / BCBS GA										MetLife										MetLife										MetLife

										Low Option				High Option						Low Option				High Option						Low Option				High Option						Low Option				High Option

										In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network

		Calendar Year Deductible								$50 / $150		$50 / $150		$50 / $150		$50 / $150				$50 / $150		$50 / $150		$50 / $150		$50 / $150				$50 / $150		$50 / $150		$50 / $150		$50 / $150				$50 / $150		$50 / $150		$50 / $150		$50 / $150

		TYPE 1 SERVICES - PREVENTIVE

				Deductible Applies?						No		No		No		No				No		No		No		No				No		No		No		No				No		No		No		No

				Cleaning / Exams						100%		100%		100%		100%				100%		100%		100%		100%				100%		100%		100%		100%				100%		100%		100%		100%

		TYPE II SERVICES - BASIC

				Deductible Applies?						Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes

				Fillings						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

				Basic Misc. Services						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

				Simple Extractions						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

				Perio Maintenance						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

		TYPE III SERVICES - MAJOR

				Deductible Applies?						N / A		N / A		Yes		Yes				N / A		N / A		Yes		Yes				N / A		N / A		Yes		Yes				Yes		Yes		Yes		Yes

				Other Perio						N / A		N / A		50%		50%				N / A		N / A		50%		50%				N / A		N / A		60%		60%				50%		50%		60%		60%

				Endodontic Services						N / A		N / A		50%		50%				N / A		N / A		50%		50%				N / A		N / A		60%		60%				50%		50%		60%		60%

				Surgical Extractions						N / A		N / A		50%		50%				N / A		N / A		50%		50%				N / A		N / A		60%		60%				50%		50%		60%		60%

		ANNUAL PLAN MAXIMUM								$750		$750		$1,000		$1,000				$750		$750		$1,000		$1,000				$750		$750		$2,000		$2,000				$1,000		$1,000		$2,000		$2,000



		TYPE IV SERVICES - ORTHODONTIA								N / A		N / A		N / A		N / A				N / A		N / A		N / A		N / A				N / A		N / A		N / A		N / A				N / A		N / A		50%		50%

				Deductible Applies?																																								No		No

				Orthodontia Dep Age Limit																																								up to age 19		up to age 19

				Lifetime Orthodontia Max																																								$1,000		$1,000



		Child / Student age limit																		Up to age 26		Up to age 26		Up to age 26		Up to age 26				Up to age 26		Up to age 26		Up to age 26		Up to age 26				Up to age 26		Up to age 26		Up to age 26		Up to age 26

		Annual Open Enrollment																		Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes

		Missing Tooth Exclusion Waived																		No		No		No		No				No		No		No		No				No		No		No		No

		R & C Out of Network								N / A		90th		N / A		90th				N / A		90th		N / A		90th				N / A		90th		N / A		90th				N / A		90th		N / A		99th

		Termination Rule

		Rate Guarantee								1/1/23										1/1/24										1/1/24										1/1/24



		Monthly Premiums

				Employee Only		5		19		$25.54				$39.25						$21.30				$31.95						$20.38				$40.65						$29.94				$43.44

				Employee + 1 Dependent		1		9		$51.18				$77.08						$40.52				$60.69						$38.77				$77.26						$56.77				$83.28

				Employee + Children		2		1		$102.56				$140.03						$53.36				$67.61						$51.05				$81.22						$63.24				$91.52

				Family		1		2		$102.56				$140.03						$78.54				$102.97						$75.14				$125.35						$96.24				$140.26

		Total Monthly Premium				9		31		$486.56		ERROR:#VALUE!		$1,859.56		0				$332.28		0		$1,426.81		0				$317.91		0		$1,799.61		0				$429.19		0		$1,946.92		0

										$2,346.12										$1,759.09										$2,117.52										$2,376.11

																				-25%										-10%										1%

		Employer Monthly Contributions

				Employee Only		5		19		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

				Employee + 1 Dependent		1		9		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

				Employee + Children		2		1		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

				Family		1		2		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

										$0.00		ERROR:#VALUE!		$0.00		0				$0.00		0		$0.00		0

										$0.00										$0.00

		Employee Monthly Contributions

				Employee Only						$25.54				$39.25						$21.30				$31.95						$20.38				$40.65						$29.94				$43.44

				Employee + 1 Dependent						$51.18				$77.08						$40.52				$60.69						$38.77				$77.26						$56.77				$83.28

				Employee + Children						$102.56				$140.03						$53.36				$67.61						$51.05				$81.22						$63.24				$91.52

				Family						$102.56				$140.03						$78.54				$102.97						$75.14				$125.35						$96.24				$140.26



		Employee Payroll Deductions 

				Employee Only						$11.79				$18.12						$9.83				$14.75						$9.41				$18.76						$13.82				$20.05

				Employee + 1 Dependent						$23.62				$35.58						$18.70				$28.01						$17.89				$35.66						$26.20				$38.44

				Employee + Children						$47.34				$64.63						$24.63				$31.20						$23.56				$37.49						$29.19				$42.24

				Family						$47.34				$64.63						$36.25				$47.52						$34.68				$57.85						$44.42				$64.74













V Rnwl (10.24)

				2023 Group Vision Insurance Review

						PAY PERIODS: 		26

												CURRENT										RENEWAL										ALTERNATE 1										EFFECTIVE 1/1/2023

												GPhA Insurance Solutions / BCBS GA										GPhA Insurance Solutions / BCBS GA										MetLife										MetLife

												{Plan C1}				{Plan C2}						{Plan R1}				{Plan R2}						{Plan A1}				{Plan A2}						{Plan A3}				{Plan A4}

												In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network

				Eye Exams								$10 Copay										$10 Copay		$0		$0		$0				$10 Copay		$45 Allowance		$0		$0				$10 Copay		$45 Allowance		$0		$0

				Contact Lens Exam								Up to $55										Up to $55		$0		$0		$0				$60 Max Copay		Applied to Allowance		$0		$0				$60 Max Copay		Applied to Allowance		$0		$0

				Materials								$25 Copay										$25 Copay		$0		$0		$0				$25 Copay		N / A		$0		$0				$25 Copay		N / A		$0		$0

				Frames								$150 Allowance
20% off Balance										$150 Allowance
20% off Balance		$0		$0		$0				$150 Allowance
$170 Featured Frames		$70 Allowance		$0		$0				$150 Allowance
$170 Featured Frames		$70 Allowance		$0		$0

				Frames @ Walmart, Sams & Costco								---										---										$85 Allowance		$70 Allowance								$85 Allowance		$70 Allowance

				LENSES

						Single						$25 Copay										$25 Copay		$0		$0		$0				100% after $25 Copay		$30 Allowance		$0		$0				100% after $25 Copay		$30 Allowance		$0		$0

						Bifocal						$25 Copay										$25 Copay		$0		$0		$0				100% after $25 Copay		$50 Allowance		$0		$0				100% after $25 Copay		$50 Allowance		$0		$0

						Trifocal						$25 Copay										$25 Copay		$0		$0		$0				100% after $25 Copay		$65 Allowance		$0		$0				100% after $25 Copay		$65 Allowance		$0		$0

						Lenticular																		$0		$0		$0				100% after $25 Copay		$100 Allowance		$0		$0				100% after $25 Copay		$100 Allowance		$0		$0

						Photochromic																		$0		$0		$0				$47 - $82 Copay		Applied to Allowance		$0		$0				$47 - $82 Copay		Applied to Allowance		$0		$0

						Anti-Reflective																		$0		$0		$0				$41 - $85 Copay				$0		$0				$41 - $85 Copay				$0		$0

						UV Coating																		$0		$0		$0				Covered in Full				$0		$0				Covered in Full				$0		$0

						Scratch Resistance																		$0		$0		$0				$17 - $33 Copay				$0		$0				$17 - $33 Copay				$0		$0

				Laser Vision 																				$0		$0		$0				Discount Available		N / A		$0		$0				Discount Available		N / A		$0		$0

				CONTACT LENS

						Medically Necessary																		$0		$0		$0				100% after $25 Copay		$210 Allowance		$0		$0				100% after $25 Copay		$210 Allowance		$0		$0

						Elective						$150 Allowance
15% off Balance										$150 Allowance
15% off Balance		$0		$0		$0				$150 Allowance		$105 Allowance		$0		$0				$150 Allowance		$105 Allowance		$0		$0

				BENEFIT FREQUENCY

						Vision Exams						Once every 12 Months		Once every 12 Months								Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0

						Spectacle Lenses						Once every 12 Months		Once every 12 Months								Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0

						Frames						Once every 24 Months		Once every 24 Months								Once every 24 Months		Once every 24 Months		0		0				Once every 24 Months		Once every 24 Months		0		0				Once every 12 Months		Once every 12 Months		0		0

						Contact Lens Allowance						Once every 12 Months		Once every 12 Months								Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0



				Child / Student Age limit																				0		0		0				Up to Age 26		Up to Age 26		0		0				Up to Age 26		Up to Age 26		0		0

				Annual Open Enrollment																				0		0		0				Yes		Yes		0		0				Yes		Yes		0		0

				Network Used: 								Anthem BCBS		N / A				N / A				Anthem BCBS		N / A		0		N / A				MetLife		N / A		0		N / A				MetLife		N / A		0		N / A

				Termination Rule																						0										0										0

				Rate Guarantee								1/1/23										1/1/24										1/1/25										1/1/25



				Monthly Premiums:																																						**INCLUDES 2 PAIR RIDER

						Employee Only		24		0		$7.80				$0.00						$7.80				$0.00						$6.68				$0.00						$8.51				$0.00

						Employee + 1 Dependent		9		0		$14.83				$0.00						$14.83				$0.00						$13.37				$0.00						$17.05				$0.00

						Employee + Children		3		0		$22.72				$0.00						$22.72				$0.00						$11.32				$0.00						$14.43				$0.00

						Family		3		0		$22.72				$0.00						$22.72				$0.00						$18.67				$0.00						$23.79				$0.00

				Total Monthly Cost				39		0		$456.99		ERROR:#REF!		$0.00		ERROR:#REF!				$456.99		ERROR:#REF!		$0.00		ERROR:#REF!				$370.62		ERROR:#REF!		$0.00		ERROR:#REF!				$472.35		ERROR:#REF!		$0.00		ERROR:#REF!

												$456.99										$456.99										$370.62										$472.35

																		 				0%										-19%										3%

				Employer Monthly Contributions

						Employee Only		24		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + 1 Dependent		9		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + Children		3		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Family		3		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

												$0.00		ERROR:#REF!		$0.00		ERROR:#REF!				$0.00		ERROR:#REF!		$0.00		ERROR:#REF!				$0.00		ERROR:#REF!		$0.00		ERROR:#REF!				$0.00		ERROR:#REF!		$0.00		ERROR:#REF!

												$0.00										$0.00										$0.00										$0.00

				Employee Monthly Contributions

						Employee Only						$7.80				$0.00						$7.80				$0.00						$6.68				$0.00						$8.51				$0.00

						Employee + 1 Dependent						$14.83				$0.00						$14.83				$0.00						$13.37				$0.00						$17.05				$0.00

						Employee + Children						$22.72				$0.00						$22.72				$0.00						$11.32				$0.00						$14.43				$0.00

						Family						$22.72				$0.00						$22.72				$0.00						$18.67				$0.00						$23.79				$0.00



				Employee Payroll Deductions

						Employee Only						$3.60				$0.00						$3.60				$0.00						$3.08				$0.00						$3.93				$0.00

						Employee + 1 Dependent						$6.84				$0.00						$6.84				$0.00						$6.17				$0.00						$7.87				$0.00

						Employee + Children						$10.49				$0.00						$10.49				$0.00						$5.22				$0.00						$6.66				$0.00

						Family						$10.49				$0.00						$10.49				$0.00						$8.62				$0.00						$10.98				$0.00

				2nd Pair Rider:  provides one of the following 1/ two pair of glasses  2/One pair of prescription glasses and an allowance towards contacts or  3/Double your contact lens allowance













RELIANCE CI

		2023 Group Voluntary Critical Illness Review

																				Monthly Rate / Uni-Tobacco

										EFFECTIVE 1/1/2023										Per $1,000		Per $10,000

										Reliance Standard						  Age				Employee		Employee		Per Paycheck				PAY PERIODS:  				26

		BENEFIT AMOUNT														0-29				$0.32		$3.20		$1.48

				Employee Benefit Amount						$10,000 increments up to $20,000						30-34				$0.50		$5.00		$2.31

				Spouse Benefit Amount						100% EE  Amt  - $10,000 increments up to $20,000						35-39				$0.62		$6.20		$2.86

				Child Benefit Amount						50% Employee Amount						40-44				$0.87		$8.70		$4.02														0-29		$0.32

		RECURRENT BENEFIT														45-49				$1.32		$13.20		$6.09														30-34		$0.50

				Employee Recurrence - 6 months						100% of benefit in same category						50-54				$1.86		$18.60		$8.58														35-39		$0.62

				Spouse Recurrence  - 6 months						100% of benefit in same category						55-59				$2.58		$25.80		$11.91														40-44		$0.87

				Child Recurrence  - 6 months						100% of benefit in same category						60-64				$3.81		$38.10		$17.58														45-49		$1.32

				Subsequent Occurance - 3 months						100% of benefit in different category						65-69				$5.68		$56.80		$26.22														50-54		$1.86

		COVERED ILLNESS														70-74				$9.26		$92.60		$42.74														55-59		$2.58

				Alzheimer's						100% of Benefit Amount						75-79				$15.59		$155.90		$71.95														60-64		$3.81

				Benign Brain Tumor						100% of Benefit Amount						80-84				$21.46		$214.60		$99.05														65-69		$5.68

				Carcinoma in Situ - Partial benefit						50% of Benefit Amount						85+				$35.89		$358.90		$165.65														70-74		$9.26

				Coma						100% of Benefit Amount				 																								75-79		$15.59

				Coronary Disease - Partial Benefit						50% of Benefit Amount										Monthly Rate / Uni-Tobacco																		80-84		$21.46

				Heart Attack						100% of Benefit Amount										Per $1,000		Per $10,000																85+		$35.89

				Life Threatening Cancer						100% of Benefit Amount						  Age				Spouse		Spouse		Per Paycheck

				Loss of Sight						100% of Benefit Amount						0-29				$0.32		$3.20		$1.48

				Major Organ Failure						100% of Benefit Amount						30-34				$0.50		$5.00		$2.31

				Occupational Hepatitis						100% of Benefit Amount						35-39				$0.62		$6.20		$2.86

				Occupational HIV						100% of Benefit Amount						40-44				$0.87		$8.70		$4.02

				Paralysis						100% of Benefit Amount						45-49				$1.32		$13.20		$6.09

				Parkinson's						50% of Benefit Amount						50-54				$1.86		$18.60		$8.58

				Ruptured Cerebral, Carotid or Aortic Aneurysm						100% of Benefit Amount						55-59				$2.58		$25.80		$11.91

				Severe Brain Damage						100% of Benefit Amount						60-64				$3.81		$38.10		$17.58

				Skin Cancer - Partial Benefit						5% of Benefit Amount						65-69				$5.68		$56.80		$26.22

				Stroke						100% of Benefit Amount						70-74				$9.26		$92.60		$42.74

		Annual Election								EOI Required for Late Entrants						75-79				$15.59		$155.90		$71.95

		Pre-existing								None						80-84				$21.46		$214.60		$99.05

		Spouse Cost based on 								Employee Age						85+				$35.89		$358.90		$165.65

		Spouse Enrollment / Termination Rules								Terminates at Spouse age 75, no new enrollment at age 70+

																Additional Childhood Diagnosis:

		Age basis								Attained Age						     •		Cerebral Palsy				MONTHLY CHILD RATE per $1,000 		$0.01

		Age basis for changes after initial election								Policy Anniversary						     •		Cleft Lip or Palate

		Child / Student age limit								Birth up to age 26						     •		Cystic Fibrosis				MONTHLY CHILD RATE per $5,000 		$0.05

		Pre-tax/Post-tax								Post-tax						     •		Down Syndrome														10000

		Portable								Yes						     •		Muscular Dystrophy				PER PAYCHECK CHILD RATE: 		$0.01								2500

		Rate Guarantee								1/1/25						     •		Spina Bifida

																     •		Type 1 Diabetes

		Minimum Enrollment Required: 								Lesser of 10% or 10 Lives insured



















																																												Diagnosis		Standard Plan

																																												Alzheimer's		50% of Benefit Amount

																																												Benign Brain Tumor		100% of Benefit Amount

																																												Carcinoma in Situ - Partial benefit		25% of Benefit Amount

																																												Coma		100% of Benefit Amount

																																												Coronary Disease - Partial Benefit		25% of Benefit Amount

																																												Heart Attack		100% of Benefit Amount

																																												Life Threatening Cancer		100% of Benefit Amount

																																												Loss of Sight		100% of Benefit Amount

																																												Major Organ Failure		100% of Benefit Amount

																																												Occupational Hepatitis		100% of Benefit Amount

																																												Occupational HIV		100% of Benefit Amount

																																												Paralysis		100% of Benefit Amount

																																												Parkinson's		50% of Benefit Amount

																																												Ruptured Cerebral, Carotid or Aortic Aneurysm		100% of Benefit Amount

																																												Severe Brain Damage		100% of Benefit Amount

																																												Skin Cancer - Partial Benefit		5% of Benefit Amount

																																												Stroke		50% of Benefit Amount



















RELIANCE ACC

		2023 Group Voluntary Accident Protection Review



								Bronze				EFFECTIVE 1/1/2023

								Bay Bridge / MetLife				Reliance Standard

		COVERAGE						Off Job Only				Off Job Only

				Employee 				100% of Benefit				$50,000

				Spouse				50% of EE Benefit Amount				$25,000

				Child				25% of EE Benefit Amount				$10,000

		ACCIDENTAL DEATH & DISMEMBERMENT

				Loss of Life				$20,000				100% of Benefit Amount

				Catastrophic Loss				$20,000				100% of Benefit Amount

				Single Loss				$20,000				50% of Benefit Amount

				Speech				$20,000				100% of Benefit Amount

				One or more entire toe / finger				$1,000				3% of Benefit Amount

		OTHER BENEFITS

				Portable				Yes				Yes				ADDITIONAL BENEFITS

				Initial Hospital Confinement				$100				$100 per day up to 365 days						Coma		$5,000

				ICU Confinement				$100				$200 per day up to 30 days						Concussion		$100

				Regular Ambulance / Air Ambulance				$100				$150 / $750						Lacerations		$25 up to $400

		FRACTURE OF BONE OR BONES																Lodging		$100 per day up to 30 days

				Skull				$1,900				$1,500 up to $10,000						Medical Appliances		$100

				Hip, Thigh (femur)				$2,000				$1,600 up to $6,400						Paraplegia		$5,000

				Leg / Pelvis				$1,100				$1,600 up to $3,200						Quadriplegia		$10,000

				Hand or Wrist				$700				$600 up to $1,200

				Ribs, Fingers or Toes				$300				$100 up to $600

				Coccyx				$140				$300 up to $600

		COMPLETE DISLOCATION OF

				Hip Joint / Knee Joint				$2,000				$1,500 up to $4,800

				Ankle / Collarbone				$800				$900 up to $1,800

				Wrist or Lower Jaw / Shoulder				$700				$450 up to $900

				Elbow / Finger				$140				$150 up to $900



		Child / Student age limit						Child(ren) covered to their 26 birthday				Birth up to Age 26

		Age Limitations										Must be under age 70 to enroll

		Pre-existing						12 / 12				None

		Pre-tax/Post-tax						Post-tax				Post-tax

		Minimum Participation						5 Lives				Lesser of 10% or 10 lives



		Rate Guarantee						12/1/22				1/1/25



		Monthly Premium						Bronze

				Employee Only				$2.72				$7.44

				Employee + Spouse				$5.21				$10.27

				Employee + Child				$10.91				$13.98

				Family				$14.30				$17.34



		Employee Payroll Deductions 

				Employee Only				ERROR:#REF!				$3.43				26

				Employee + Spouse				ERROR:#REF!				$4.74

				Employee + Child				ERROR:#REF!				$6.45

				Family				ERROR:#REF!				$8.00
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i Highights
No cap on # of recurrences up to the standard lfetime maximum of 1000% of the Amount of Insurance (many carriers are 2x for
per category)

Skin Cancer is a standard is 5% rather than a set dollar amount

No Prex

No Waiting Period

7 childhood Conditions including: Cerebral Palsy, Cleft Lip or Palate, Cystic Fibrosis, Down Syndrome, Muscular Dystrophy, Spina
Bifida, Type 1 Diabetes (some carriers excluded Type 1 Diabetes—it's about 45% of all childhood condition claims we receive)
Employees maintain coverage per terms of policy even if employers cancels group contract

Attained age
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One rate for all eligible Dependent Children in family, regardless of number.
Parti

n Requirements and Rate Guarantee

Participation Requirements
‘You must have a minimum participation the lesser of 10% or 10 Insured employee lives.

Rate Guarantee — 24 months.
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Dependent Children Insurance Cost
Monthly Rate per $1,000 of Coverage
Standard Plan

o $0.01 — Included in Employee’s Rate
One rate for all eligible Dependent Children in family, regardless of number.

Premium Rates

Note: Premium/benefit is payable in US currency.
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Cl Flan vescription & Cost summary

Prepared For Chancy Drugs Quote Number: VCI0000882661

Proposal Effective Date: 1/1/2023 Proposal Expiration Date: 1/25/2023

PlanDesign ]
Standard Employees: Minimum of $10,000 to a maximum of $20,000 in $10,000
Plan increments.

Guaranteed Issue Amount $20,000

Spouse Minimum of $10,000 to a maximum of $20,000 in $10,000
increments.

Guaranteed Issue Amount $20,000

(not to exceed 100% of employee coverage)

50% of employee coverage

Al child amounts are guaranteed issue.

Note: The states of New Jersey, New Hampshire, Massachusetts, Califonia, and New York require
their residents to be enrolled in an overlying major medical plan to enroll for Critical liiness.









Vision Insurance – Deductions

IMPORTANT NOTE: MetLife doesn’t provide vision ID cards, but 
verifications can be made by supplying your SSN to your provider at 

the date of appointment.

PPO Plan
Per Pay Period

Employee Only $3.93
Employee + Spouse $7.87
Employee + Child(ren) $6.66
Family $10.98

Effective 1/1/2025

NO CHANGES TO EE 
DEDUCTIONS!!



Vision Insurance – Provider Search

1. Visit www.metlife.com 
2. Click on ’Find a Vision Provider’
3. Choose MetLife Vision PPO network
4. Add your location and click search

http://www.metlife.com/


Group Term Life & AD&D Insurance – The Standard 

The above information is for illustrative purposes only. Actual benefits and coverage will be governed by the insurance company and policy. 

It will be a requirement to enter your primary and contingent beneficiaries 
into Abentras Access. 

Chancy Drugs will provide each full-time 
active employee with Life and Accidental 

Death and Dismemberment coverage 
through the Standard. 



Group Voluntary Life Insurance – The Standard

The above information is for illustrative purposes only. Actual benefits and coverage will be governed by the insurance company and policy. 

Employee:
$10,000 increments up to $500,000; not to exceed 8x BAE

$100,000 Guaranteed Issue (GI)

 Spouse: 
$5,000 increments up to 100% of EE amount up to $250,000

$25,000 Guaranteed Issue (GI)
*Spouse cost based on Employee’s Age

Children:
$5,000 or $10,000

$10,000 Guaranteed Issue
*Children thru Age 25

*For all Supplemental Life insurance amounts over the Guaranteed Issue (GI), an 
Evidence of Insurability (EOI) form is required by the Standard.  If you waive out of the 

coverage today and enroll next OE, you will have to complete an EOI form regardless of 
benefit election amount.



Voluntary Disability Insurance – The Standard

The above information is for illustrative purposes only. Actual benefits and coverage will be governed by the insurance company and policy. 

Voluntary Short-Term Disability
Employee Paid Benefits Begin 15th Day for injury/illness

Benefit Percentage 60% of Weekly Earnings

Weekly Benefit Maximum $1,000
Benefit Duration 11 weeks

If you waive out of the disability benefits during last year’s OE or as a new hire, you will be 
required to fill out an Evidence of Insurability (EOI) form and go through health 

underwriting. 

Employee Paid Benefits Begin 91st Day

Benefit Percentage 60% of Monthly Earnings

Monthly Benefit Maximum $5,000
Benefit Duration SSNRA 

Voluntary Long-Term Disability



Voluntary Accident Insurance – Reliance Standard 

The above information is for illustrative purposes only. Actual benefits and coverage will be governed by the insurance company and policy. 

• Voluntary benefit

• Event/Accident must occur after the effective date of the 

coverage

• Post-tax benefit

• This benefit is independent from your health insurance

• Children are covered up to their age of 26

• This benefit is portable – meaning should you leave the 

company you can continue with the benefit on your own



Voluntary Accident Insurance – Reliance Standard 

Please 
visit the 

enrollment 
platform 

for
 all 

deductions!!

COVERAGE Off Job Only
Employee $50,000
Spouse $25,000
Child $10,000

ACCIDENTAL DEATH & DISMEMBERMENT
Loss of Life 100% of Benefit Amount
Catastrophic Loss 100% of Benefit Amount
Single Loss 50% of Benefit Amount
Speech 100% of Benefit Amount
One or more entire toe / finger 3% of Benefit Amount

OTHER BENEFITS
Portable Yes
Initial Hospital Confinement $100 per day up to 365 days
ICU Confinement $200 per day up to 30 days
Regular Ambulance / Air Ambulance $150 / $750

FRACTURE OF BONE OR BONES
Skull $1,500 up to $10,000
Hip, Thigh (femur) $1,600 up to $6,400
Leg / Pelvis $1,600 up to $3,200
Hand or Wrist $600 up to $1,200
Ribs, Fingers or Toes $100 up to $600
Coccyx $300 up to $600

COMPLETE DISLOCATION OF
Hip Joint / Knee Joint $1,500 up to $4,800
Ankle / Collarbone $900 up to $1,800
Wrist or Lower Jaw / Shoulder $450 up to $900
Elbow / Finger $150 up to $900

Child / Student age limit Birth up to Age 26
Age Limitations Must be under age 70 to enroll
Pre-existing None


D Alt 1 (10.27)

				2023 Group Dental Insurance Review

						PAY PERIODS: 		26

												CURRENT										ALTERNATE 1										ALTERNATE 2										EFFECTIVE 1/1/2023

												GPhA Insurance Solutions / BCBS GA										MetLife										MetLife										MetLife

												Low Option				High Option						Low Option				High Option						Low Option				High Option						Low Option				High Option

												In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network

				Calendar Year Deductible								$50 / $150		$50 / $150		$50 / $150		$50 / $150				$50 / $150		$50 / $150		$50 / $150		$50 / $150				$50 / $150		$50 / $150		$50 / $150		$50 / $150				$50 / $150		$50 / $150		$50 / $150		$50 / $150

				TYPE 1 SERVICES - PREVENTIVE

						Deductible Applies?						No		No		No		No				No		No		No		No				No		No		No		No				No		No		No		No

						Cleaning / Exams						100%		100%		100%		100%				100%		100%		100%		100%				100%		100%		100%		100%				100%		100%		100%		100%

				TYPE II SERVICES - BASIC

						Deductible Applies?						Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes

						Fillings						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

						Basic Misc. Services						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

						Simple Extractions						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

						Perio Maintenance						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

				TYPE III SERVICES - MAJOR

						Deductible Applies?						N / A		N / A		Yes		Yes				N / A		N / A		Yes		Yes				N / A		N / A		Yes		Yes				Yes		Yes		Yes		Yes

						Other Perio						N / A		N / A		50%		50%				N / A		N / A		50%		50%				N / A		N / A		60%		60%				50%		50%		60%		60%

						Endodontic Services						N / A		N / A		50%		50%				N / A		N / A		50%		50%				N / A		N / A		60%		60%				50%		50%		60%		60%

						Surgical Extractions						N / A		N / A		50%		50%				N / A		N / A		50%		50%				N / A		N / A		60%		60%				50%		50%		60%		60%

				ANNUAL PLAN MAXIMUM								$750		$750		$1,000		$1,000				$750		$750		$1,000		$1,000				$750		$750		$2,000		$2,000				$1,000		$1,000		$2,000		$2,000



				TYPE IV SERVICES - ORTHODONTIA								N / A		N / A		N / A		N / A				N / A		N / A		N / A		N / A				N / A		N / A		N / A		N / A				N / A		N / A		50%		50%

						Deductible Applies?																																								No		No

						Orthodontia Dep Age Limit																																								up to age 19		up to age 19

						Lifetime Orthodontia Max																																								$1,000		$1,000



				Child / Student age limit																		Up to age 26		Up to age 26		Up to age 26		Up to age 26				Up to age 26		Up to age 26		Up to age 26		Up to age 26				Up to age 26		Up to age 26		Up to age 26		Up to age 26

				Annual Open Enrollment																		Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes

				Missing Tooth Exclusion Waived																		No		No		No		No				No		No		No		No				No		No		No		No

				R & C Out of Network								N / A		90th		N / A		90th				N / A		90th		N / A		90th				N / A		90th		N / A		90th				N / A		90th		N / A		99th

				Termination Rule

				Rate Guarantee								1/1/23										1/1/24										1/1/24										1/1/24



				Monthly Premiums

						Employee Only		5		19		$25.54				$39.25						$21.30				$31.95						$20.38				$40.65						$29.94				$43.44

						Employee + 1 Dependent		1		9		$51.18				$77.08						$40.52				$60.69						$38.77				$77.26						$56.77				$83.28

						Employee + Children		2		1		$102.56				$140.03						$53.36				$67.61						$51.05				$81.22						$63.24				$91.52

						Family		1		2		$102.56				$140.03						$78.54				$102.97						$75.14				$125.35						$96.24				$140.26

				Total Monthly Premium				9		31		$486.56		ERROR:#VALUE!		$1,859.56		0				$332.28		0		$1,426.81		0				$317.91		0		$1,799.61		0				$429.19		0		$1,946.92		0

												$2,346.12										$1,759.09										$2,117.52										$2,376.11

																						-25%										-10%										1%

				Employer Monthly Contributions

						Employee Only		5		19		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + 1 Dependent		1		9		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + Children		2		1		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Family		1		2		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

												$0.00		ERROR:#VALUE!		$0.00		0				$0.00		0		$0.00		0

												$0.00										$0.00

				Employee Monthly Contributions

						Employee Only						$25.54				$39.25						$21.30				$31.95						$20.38				$40.65						$29.94				$43.44

						Employee + 1 Dependent						$51.18				$77.08						$40.52				$60.69						$38.77				$77.26						$56.77				$83.28

						Employee + Children						$102.56				$140.03						$53.36				$67.61						$51.05				$81.22						$63.24				$91.52

						Family						$102.56				$140.03						$78.54				$102.97						$75.14				$125.35						$96.24				$140.26



				Employee Payroll Deductions 

						Employee Only						$11.79				$18.12						$9.83				$14.75						$9.41				$18.76						$13.82				$20.05

						Employee + 1 Dependent						$23.62				$35.58						$18.70				$28.01						$17.89				$35.66						$26.20				$38.44

						Employee + Children						$47.34				$64.63						$24.63				$31.20						$23.56				$37.49						$29.19				$42.24

						Family						$47.34				$64.63						$36.25				$47.52						$34.68				$57.85						$44.42				$64.74













V Rnwl (10.24)

				2023 Group Vision Insurance Review

						PAY PERIODS: 		26

												CURRENT										RENEWAL										ALTERNATE 1										EFFECTIVE 1/1/2023

												GPhA Insurance Solutions / BCBS GA										GPhA Insurance Solutions / BCBS GA										MetLife										MetLife

												{Plan C1}				{Plan C2}						{Plan R1}				{Plan R2}						{Plan A1}				{Plan A2}						{Plan A3}				{Plan A4}

												In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network

				Eye Exams								$10 Copay										$10 Copay		$0		$0		$0				$10 Copay		$45 Allowance		$0		$0				$10 Copay		$45 Allowance		$0		$0

				Contact Lens Exam								Up to $55										Up to $55		$0		$0		$0				$60 Max Copay		Applied to Allowance		$0		$0				$60 Max Copay		Applied to Allowance		$0		$0

				Materials								$25 Copay										$25 Copay		$0		$0		$0				$25 Copay		N / A		$0		$0				$25 Copay		N / A		$0		$0

				Frames								$150 Allowance
20% off Balance										$150 Allowance
20% off Balance		$0		$0		$0				$150 Allowance
$170 Featured Frames		$70 Allowance		$0		$0				$150 Allowance
$170 Featured Frames		$70 Allowance		$0		$0

				Frames @ Walmart, Sams & Costco								---										---										$85 Allowance		$70 Allowance								$85 Allowance		$70 Allowance

				LENSES

						Single						$25 Copay										$25 Copay		$0		$0		$0				100% after $25 Copay		$30 Allowance		$0		$0				100% after $25 Copay		$30 Allowance		$0		$0

						Bifocal						$25 Copay										$25 Copay		$0		$0		$0				100% after $25 Copay		$50 Allowance		$0		$0				100% after $25 Copay		$50 Allowance		$0		$0

						Trifocal						$25 Copay										$25 Copay		$0		$0		$0				100% after $25 Copay		$65 Allowance		$0		$0				100% after $25 Copay		$65 Allowance		$0		$0

						Lenticular																		$0		$0		$0				100% after $25 Copay		$100 Allowance		$0		$0				100% after $25 Copay		$100 Allowance		$0		$0

						Photochromic																		$0		$0		$0				$47 - $82 Copay		Applied to Allowance		$0		$0				$47 - $82 Copay		Applied to Allowance		$0		$0

						Anti-Reflective																		$0		$0		$0				$41 - $85 Copay				$0		$0				$41 - $85 Copay				$0		$0

						UV Coating																		$0		$0		$0				Covered in Full				$0		$0				Covered in Full				$0		$0

						Scratch Resistance																		$0		$0		$0				$17 - $33 Copay				$0		$0				$17 - $33 Copay				$0		$0

				Laser Vision 																				$0		$0		$0				Discount Available		N / A		$0		$0				Discount Available		N / A		$0		$0

				CONTACT LENS

						Medically Necessary																		$0		$0		$0				100% after $25 Copay		$210 Allowance		$0		$0				100% after $25 Copay		$210 Allowance		$0		$0

						Elective						$150 Allowance
15% off Balance										$150 Allowance
15% off Balance		$0		$0		$0				$150 Allowance		$105 Allowance		$0		$0				$150 Allowance		$105 Allowance		$0		$0

				BENEFIT FREQUENCY

						Vision Exams						Once every 12 Months		Once every 12 Months								Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0

						Spectacle Lenses						Once every 12 Months		Once every 12 Months								Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0

						Frames						Once every 24 Months		Once every 24 Months								Once every 24 Months		Once every 24 Months		0		0				Once every 24 Months		Once every 24 Months		0		0				Once every 12 Months		Once every 12 Months		0		0

						Contact Lens Allowance						Once every 12 Months		Once every 12 Months								Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0



				Child / Student Age limit																				0		0		0				Up to Age 26		Up to Age 26		0		0				Up to Age 26		Up to Age 26		0		0

				Annual Open Enrollment																				0		0		0				Yes		Yes		0		0				Yes		Yes		0		0

				Network Used: 								Anthem BCBS		N / A				N / A				Anthem BCBS		N / A		0		N / A				MetLife		N / A		0		N / A				MetLife		N / A		0		N / A

				Termination Rule																						0										0										0

				Rate Guarantee								1/1/23										1/1/24										1/1/25										1/1/25



				Monthly Premiums:																																						**INCLUDES 2 PAIR RIDER

						Employee Only		24		0		$7.80				$0.00						$7.80				$0.00						$6.68				$0.00						$8.51				$0.00

						Employee + 1 Dependent		9		0		$14.83				$0.00						$14.83				$0.00						$13.37				$0.00						$17.05				$0.00

						Employee + Children		3		0		$22.72				$0.00						$22.72				$0.00						$11.32				$0.00						$14.43				$0.00

						Family		3		0		$22.72				$0.00						$22.72				$0.00						$18.67				$0.00						$23.79				$0.00

				Total Monthly Cost				39		0		$456.99		ERROR:#REF!		$0.00		ERROR:#REF!				$456.99		ERROR:#REF!		$0.00		ERROR:#REF!				$370.62		ERROR:#REF!		$0.00		ERROR:#REF!				$472.35		ERROR:#REF!		$0.00		ERROR:#REF!

												$456.99										$456.99										$370.62										$472.35

																		 				0%										-19%										3%

				Employer Monthly Contributions

						Employee Only		24		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + 1 Dependent		9		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + Children		3		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Family		3		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

												$0.00		ERROR:#REF!		$0.00		ERROR:#REF!				$0.00		ERROR:#REF!		$0.00		ERROR:#REF!				$0.00		ERROR:#REF!		$0.00		ERROR:#REF!				$0.00		ERROR:#REF!		$0.00		ERROR:#REF!

												$0.00										$0.00										$0.00										$0.00

				Employee Monthly Contributions

						Employee Only						$7.80				$0.00						$7.80				$0.00						$6.68				$0.00						$8.51				$0.00

						Employee + 1 Dependent						$14.83				$0.00						$14.83				$0.00						$13.37				$0.00						$17.05				$0.00

						Employee + Children						$22.72				$0.00						$22.72				$0.00						$11.32				$0.00						$14.43				$0.00

						Family						$22.72				$0.00						$22.72				$0.00						$18.67				$0.00						$23.79				$0.00



				Employee Payroll Deductions

						Employee Only						$3.60				$0.00						$3.60				$0.00						$3.08				$0.00						$3.93				$0.00

						Employee + 1 Dependent						$6.84				$0.00						$6.84				$0.00						$6.17				$0.00						$7.87				$0.00

						Employee + Children						$10.49				$0.00						$10.49				$0.00						$5.22				$0.00						$6.66				$0.00

						Family						$10.49				$0.00						$10.49				$0.00						$8.62				$0.00						$10.98				$0.00

				2nd Pair Rider:  provides one of the following 1/ two pair of glasses  2/One pair of prescription glasses and an allowance towards contacts or  3/Double your contact lens allowance













RELIANCE CI

		2023 Group Voluntary Critical Illness Review

																				Monthly Rate / Uni-Tobacco

										EFFECTIVE 1/1/2023										Per $1,000		Per $10,000

										Reliance Standard						  Age				Employee		Employee		Per Paycheck				PAY PERIODS:  				26

		BENEFIT AMOUNT														0-29				$0.32		$3.20		$1.48

				Employee Benefit Amount						$10,000 increments up to $20,000						30-34				$0.50		$5.00		$2.31

				Spouse Benefit Amount						100% EE  Amt  - $10,000 increments up to $20,000						35-39				$0.62		$6.20		$2.86

				Child Benefit Amount						50% Employee Amount						40-44				$0.87		$8.70		$4.02														0-29		$0.32

		RECURRENT BENEFIT														45-49				$1.32		$13.20		$6.09														30-34		$0.50

				Employee Recurrence - 6 months						100% of benefit in same category						50-54				$1.86		$18.60		$8.58														35-39		$0.62

				Spouse Recurrence  - 6 months						100% of benefit in same category						55-59				$2.58		$25.80		$11.91														40-44		$0.87

				Child Recurrence  - 6 months						100% of benefit in same category						60-64				$3.81		$38.10		$17.58														45-49		$1.32

				Subsequent Occurance - 3 months						100% of benefit in different category						65-69				$5.68		$56.80		$26.22														50-54		$1.86

		COVERED ILLNESS														70-74				$9.26		$92.60		$42.74														55-59		$2.58

				Alzheimer's						100% of Benefit Amount						75-79				$15.59		$155.90		$71.95														60-64		$3.81

				Benign Brain Tumor						100% of Benefit Amount						80-84				$21.46		$214.60		$99.05														65-69		$5.68

				Carcinoma in Situ - Partial benefit						50% of Benefit Amount						85+				$35.89		$358.90		$165.65														70-74		$9.26

				Coma						100% of Benefit Amount				 																								75-79		$15.59

				Coronary Disease - Partial Benefit						50% of Benefit Amount										Monthly Rate / Uni-Tobacco																		80-84		$21.46

				Heart Attack						100% of Benefit Amount										Per $1,000		Per $10,000																85+		$35.89

				Life Threatening Cancer						100% of Benefit Amount						  Age				Spouse		Spouse		Per Paycheck

				Loss of Sight						100% of Benefit Amount						0-29				$0.32		$3.20		$1.48

				Major Organ Failure						100% of Benefit Amount						30-34				$0.50		$5.00		$2.31

				Occupational Hepatitis						100% of Benefit Amount						35-39				$0.62		$6.20		$2.86

				Occupational HIV						100% of Benefit Amount						40-44				$0.87		$8.70		$4.02

				Paralysis						100% of Benefit Amount						45-49				$1.32		$13.20		$6.09

				Parkinson's						50% of Benefit Amount						50-54				$1.86		$18.60		$8.58

				Ruptured Cerebral, Carotid or Aortic Aneurysm						100% of Benefit Amount						55-59				$2.58		$25.80		$11.91

				Severe Brain Damage						100% of Benefit Amount						60-64				$3.81		$38.10		$17.58

				Skin Cancer - Partial Benefit						5% of Benefit Amount						65-69				$5.68		$56.80		$26.22

				Stroke						100% of Benefit Amount						70-74				$9.26		$92.60		$42.74

		Annual Election								EOI Required for Late Entrants						75-79				$15.59		$155.90		$71.95

		Pre-existing								None						80-84				$21.46		$214.60		$99.05

		Spouse Cost based on 								Employee Age						85+				$35.89		$358.90		$165.65

		Spouse Enrollment / Termination Rules								Terminates at Spouse age 75, no new enrollment at age 70+

																Additional Childhood Diagnosis:

		Age basis								Attained Age						     •		Cerebral Palsy				MONTHLY CHILD RATE per $1,000 		$0.01

		Age basis for changes after initial election								Policy Anniversary						     •		Cleft Lip or Palate

		Child / Student age limit								Birth up to age 26						     •		Cystic Fibrosis				MONTHLY CHILD RATE per $5,000 		$0.05

		Pre-tax/Post-tax								Post-tax						     •		Down Syndrome														10000

		Portable								Yes						     •		Muscular Dystrophy				PER PAYCHECK CHILD RATE: 		$0.01								2500

		Rate Guarantee								1/1/25						     •		Spina Bifida

																     •		Type 1 Diabetes

		Minimum Enrollment Required: 								Lesser of 10% or 10 Lives insured



















																																												Diagnosis		Standard Plan

																																												Alzheimer's		50% of Benefit Amount

																																												Benign Brain Tumor		100% of Benefit Amount

																																												Carcinoma in Situ - Partial benefit		25% of Benefit Amount

																																												Coma		100% of Benefit Amount

																																												Coronary Disease - Partial Benefit		25% of Benefit Amount

																																												Heart Attack		100% of Benefit Amount

																																												Life Threatening Cancer		100% of Benefit Amount

																																												Loss of Sight		100% of Benefit Amount

																																												Major Organ Failure		100% of Benefit Amount

																																												Occupational Hepatitis		100% of Benefit Amount

																																												Occupational HIV		100% of Benefit Amount

																																												Paralysis		100% of Benefit Amount

																																												Parkinson's		50% of Benefit Amount

																																												Ruptured Cerebral, Carotid or Aortic Aneurysm		100% of Benefit Amount

																																												Severe Brain Damage		100% of Benefit Amount

																																												Skin Cancer - Partial Benefit		5% of Benefit Amount

																																												Stroke		50% of Benefit Amount



















RELIANCE ACC

				2023 Group Voluntary Accident Protection Review



										Bronze				EFFECTIVE 1/1/2023

										Bay Bridge / MetLife				Reliance Standard

				COVERAGE						Off Job Only				Off Job Only

						Employee 				100% of Benefit				$50,000

						Spouse				50% of EE Benefit Amount				$25,000

						Child				25% of EE Benefit Amount				$10,000

				ACCIDENTAL DEATH & DISMEMBERMENT

						Loss of Life				$20,000				100% of Benefit Amount

						Catastrophic Loss				$20,000				100% of Benefit Amount

						Single Loss				$20,000				50% of Benefit Amount

						Speech				$20,000				100% of Benefit Amount

						One or more entire toe / finger				$1,000				3% of Benefit Amount

				OTHER BENEFITS

						Portable				Yes				Yes				ADDITIONAL BENEFITS

						Initial Hospital Confinement				$100				$100 per day up to 365 days						Coma		$5,000

						ICU Confinement				$100				$200 per day up to 30 days						Concussion		$100

						Regular Ambulance / Air Ambulance				$100				$150 / $750						Lacerations		$25 up to $400

				FRACTURE OF BONE OR BONES																Lodging		$100 per day up to 30 days

						Skull				$1,900				$1,500 up to $10,000						Medical Appliances		$100

						Hip, Thigh (femur)				$2,000				$1,600 up to $6,400						Paraplegia		$5,000

						Leg / Pelvis				$1,100				$1,600 up to $3,200						Quadriplegia		$10,000

						Hand or Wrist				$700				$600 up to $1,200

						Ribs, Fingers or Toes				$300				$100 up to $600

						Coccyx				$140				$300 up to $600

				COMPLETE DISLOCATION OF

						Hip Joint / Knee Joint				$2,000				$1,500 up to $4,800

						Ankle / Collarbone				$800				$900 up to $1,800

						Wrist or Lower Jaw / Shoulder				$700				$450 up to $900

						Elbow / Finger				$140				$150 up to $900



				Child / Student age limit						Child(ren) covered to their 26 birthday				Birth up to Age 26

				Age Limitations										Must be under age 70 to enroll

				Pre-existing						12 / 12				None

				Pre-tax/Post-tax						Post-tax				Post-tax

				Minimum Participation						5 Lives				Lesser of 10% or 10 lives



				Rate Guarantee						12/1/22				1/1/25



				Monthly Premium						Bronze

						Employee Only				$2.72				$7.44

						Employee + Spouse				$5.21				$10.27

						Employee + Child				$10.91				$13.98

						Family				$14.30				$17.34



				Employee Payroll Deductions 

						Employee Only				ERROR:#REF!				$3.43				26

						Employee + Spouse				ERROR:#REF!				$4.74

						Employee + Child				ERROR:#REF!				$6.45

						Family				ERROR:#REF!				$8.00
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i Highights
No cap on # of recurrences up to the standard lfetime maximum of 1000% of the Amount of Insurance (many carriers are 2x for
per category)

Skin Cancer is a standard is 5% rather than a set dollar amount

No Prex

No Waiting Period

7 childhood Conditions including: Cerebral Palsy, Cleft Lip or Palate, Cystic Fibrosis, Down Syndrome, Muscular Dystrophy, Spina
Bifida, Type 1 Diabetes (some carriers excluded Type 1 Diabetes—it's about 45% of all childhood condition claims we receive)
Employees maintain coverage per terms of policy even if employers cancels group contract

Attained age
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One rate for all eligible Dependent Children in family, regardless of number.
Parti

n Requirements and Rate Guarantee

Participation Requirements
‘You must have a minimum participation the lesser of 10% or 10 Insured employee lives.

Rate Guarantee — 24 months.
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Dependent Children Insurance Cost
Monthly Rate per $1,000 of Coverage
Standard Plan

o $0.01 — Included in Employee’s Rate
One rate for all eligible Dependent Children in family, regardless of number.

Premium Rates

Note: Premium/benefit is payable in US currency.
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Cl Flan vescription & Cost summary

Prepared For Chancy Drugs Quote Number: VCI0000882661

Proposal Effective Date: 1/1/2023 Proposal Expiration Date: 1/25/2023

PlanDesign ]
Standard Employees: Minimum of $10,000 to a maximum of $20,000 in $10,000
Plan increments.

Guaranteed Issue Amount $20,000

Spouse Minimum of $10,000 to a maximum of $20,000 in $10,000
increments.

Guaranteed Issue Amount $20,000

(not to exceed 100% of employee coverage)

50% of employee coverage

Al child amounts are guaranteed issue.

Note: The states of New Jersey, New Hampshire, Massachusetts, Califonia, and New York require
their residents to be enrolled in an overlying major medical plan to enroll for Critical liiness.









Voluntary Critical Illness Insurance– Reliance Standard 

The above information is for illustrative purposes only. Actual benefits and coverage will be governed by the insurance company and policy. 

• Voluntary benefit

• Guarantee Issue at Open Enrollment

• Event must occur after the effective date of the coverage

• This benefit is independent from your health insurance

• Post-tax benefit

• Spouse rates are based on the employee’s age

• Children are covered up to their age of 26

• This benefit is portable – meaning should you leave the 

company you can continue with the benefit on your own



Voluntary Critical Illness Insurance– Reliance Standard

The above information is for illustrative purposes only. Actual benefits and coverage will be governed by the insurance company and policy. 

Please visit Abentras Access for all deductions!!

BENEFIT AMOUNT
Employee Benefit Amount
Spouse Benefit Amount
Child Benefit Amount

RECURRENT BENEFIT
Employee Recurrence - 6 months
Spouse Recurrence  - 6 months
Child Recurrence  - 6 months
Subsequent Occurance - 3 months

COVERED ILLNESS
Alzheimer's
Benign Brain Tumor
Carcinoma in Situ - Partial benefit
Coma
Coronary Disease - Partial Benefit
Heart Attack
Life Threatening Cancer
Loss of Sight
Major Organ Failure
Occupational Hepatitis
Occupational HIV
Paralysis
Parkinson's
Ruptured Cerebral, Carotid or Aortic Aneurysm
Severe Brain Damage
Skin Cancer - Partial Benefit
Stroke

Annual Election
Pre-existing

100% of Benefit Amount
100% of Benefit Amount
5% of Benefit Amount

100% of Benefit Amount
EOI Required for Late Entrants

None

100% of Benefit Amount
100% of Benefit Amount
100% of Benefit Amount
100% of Benefit Amount
100% of Benefit Amount
50% of Benefit Amount

100% of Benefit Amount
50% of Benefit Amount
100% of Benefit Amount
50% of Benefit Amount
100% of Benefit Amount
100% of Benefit Amount

100% of benefit in same category
100% of benefit in same category
100% of benefit in same category

100% of benefit in different category

100% of Benefit Amount

$10, 000 or $20,000
100% EE  Amt  - $10,000 increments up to $20,000

50% Employee Amount


D Alt 1 (10.27)

				2023 Group Dental Insurance Review

						PAY PERIODS: 		26

												CURRENT										ALTERNATE 1										ALTERNATE 2										EFFECTIVE 1/1/2023

												GPhA Insurance Solutions / BCBS GA										MetLife										MetLife										MetLife

												Low Option				High Option						Low Option				High Option						Low Option				High Option						Low Option				High Option

												In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network

				Calendar Year Deductible								$50 / $150		$50 / $150		$50 / $150		$50 / $150				$50 / $150		$50 / $150		$50 / $150		$50 / $150				$50 / $150		$50 / $150		$50 / $150		$50 / $150				$50 / $150		$50 / $150		$50 / $150		$50 / $150

				TYPE 1 SERVICES - PREVENTIVE

						Deductible Applies?						No		No		No		No				No		No		No		No				No		No		No		No				No		No		No		No

						Cleaning / Exams						100%		100%		100%		100%				100%		100%		100%		100%				100%		100%		100%		100%				100%		100%		100%		100%

				TYPE II SERVICES - BASIC

						Deductible Applies?						Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes

						Fillings						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

						Basic Misc. Services						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

						Simple Extractions						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

						Perio Maintenance						80%		80%		80%		80%				80%		80%		80%		80%				80%		80%		90%		90%				80%		80%		90%		90%

				TYPE III SERVICES - MAJOR

						Deductible Applies?						N / A		N / A		Yes		Yes				N / A		N / A		Yes		Yes				N / A		N / A		Yes		Yes				Yes		Yes		Yes		Yes

						Other Perio						N / A		N / A		50%		50%				N / A		N / A		50%		50%				N / A		N / A		60%		60%				50%		50%		60%		60%

						Endodontic Services						N / A		N / A		50%		50%				N / A		N / A		50%		50%				N / A		N / A		60%		60%				50%		50%		60%		60%

						Surgical Extractions						N / A		N / A		50%		50%				N / A		N / A		50%		50%				N / A		N / A		60%		60%				50%		50%		60%		60%

				ANNUAL PLAN MAXIMUM								$750		$750		$1,000		$1,000				$750		$750		$1,000		$1,000				$750		$750		$2,000		$2,000				$1,000		$1,000		$2,000		$2,000



				TYPE IV SERVICES - ORTHODONTIA								N / A		N / A		N / A		N / A				N / A		N / A		N / A		N / A				N / A		N / A		N / A		N / A				N / A		N / A		50%		50%

						Deductible Applies?																																								No		No

						Orthodontia Dep Age Limit																																								up to age 19		up to age 19

						Lifetime Orthodontia Max																																								$1,000		$1,000



				Child / Student age limit																		Up to age 26		Up to age 26		Up to age 26		Up to age 26				Up to age 26		Up to age 26		Up to age 26		Up to age 26				Up to age 26		Up to age 26		Up to age 26		Up to age 26

				Annual Open Enrollment																		Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes				Yes		Yes		Yes		Yes

				Missing Tooth Exclusion Waived																		No		No		No		No				No		No		No		No				No		No		No		No

				R & C Out of Network								N / A		90th		N / A		90th				N / A		90th		N / A		90th				N / A		90th		N / A		90th				N / A		90th		N / A		99th

				Termination Rule

				Rate Guarantee								1/1/23										1/1/24										1/1/24										1/1/24



				Monthly Premiums

						Employee Only		5		19		$25.54				$39.25						$21.30				$31.95						$20.38				$40.65						$29.94				$43.44

						Employee + 1 Dependent		1		9		$51.18				$77.08						$40.52				$60.69						$38.77				$77.26						$56.77				$83.28

						Employee + Children		2		1		$102.56				$140.03						$53.36				$67.61						$51.05				$81.22						$63.24				$91.52

						Family		1		2		$102.56				$140.03						$78.54				$102.97						$75.14				$125.35						$96.24				$140.26

				Total Monthly Premium				9		31		$486.56		ERROR:#VALUE!		$1,859.56		0				$332.28		0		$1,426.81		0				$317.91		0		$1,799.61		0				$429.19		0		$1,946.92		0

												$2,346.12										$1,759.09										$2,117.52										$2,376.11

																						-25%										-10%										1%

				Employer Monthly Contributions

						Employee Only		5		19		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + 1 Dependent		1		9		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + Children		2		1		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Family		1		2		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

												$0.00		ERROR:#VALUE!		$0.00		0				$0.00		0		$0.00		0

												$0.00										$0.00

				Employee Monthly Contributions

						Employee Only						$25.54				$39.25						$21.30				$31.95						$20.38				$40.65						$29.94				$43.44

						Employee + 1 Dependent						$51.18				$77.08						$40.52				$60.69						$38.77				$77.26						$56.77				$83.28

						Employee + Children						$102.56				$140.03						$53.36				$67.61						$51.05				$81.22						$63.24				$91.52

						Family						$102.56				$140.03						$78.54				$102.97						$75.14				$125.35						$96.24				$140.26



				Employee Payroll Deductions 

						Employee Only						$11.79				$18.12						$9.83				$14.75						$9.41				$18.76						$13.82				$20.05

						Employee + 1 Dependent						$23.62				$35.58						$18.70				$28.01						$17.89				$35.66						$26.20				$38.44

						Employee + Children						$47.34				$64.63						$24.63				$31.20						$23.56				$37.49						$29.19				$42.24

						Family						$47.34				$64.63						$36.25				$47.52						$34.68				$57.85						$44.42				$64.74













V Rnwl (10.24)

				2023 Group Vision Insurance Review

						PAY PERIODS: 		26

												CURRENT										RENEWAL										ALTERNATE 1										EFFECTIVE 1/1/2023

												GPhA Insurance Solutions / BCBS GA										GPhA Insurance Solutions / BCBS GA										MetLife										MetLife

												{Plan C1}				{Plan C2}						{Plan R1}				{Plan R2}						{Plan A1}				{Plan A2}						{Plan A3}				{Plan A4}

												In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network				In-Network		Out of Network		In-Network		Out of Network

				Eye Exams								$10 Copay										$10 Copay		$0		$0		$0				$10 Copay		$45 Allowance		$0		$0				$10 Copay		$45 Allowance		$0		$0

				Contact Lens Exam								Up to $55										Up to $55		$0		$0		$0				$60 Max Copay		Applied to Allowance		$0		$0				$60 Max Copay		Applied to Allowance		$0		$0

				Materials								$25 Copay										$25 Copay		$0		$0		$0				$25 Copay		N / A		$0		$0				$25 Copay		N / A		$0		$0

				Frames								$150 Allowance
20% off Balance										$150 Allowance
20% off Balance		$0		$0		$0				$150 Allowance
$170 Featured Frames		$70 Allowance		$0		$0				$150 Allowance
$170 Featured Frames		$70 Allowance		$0		$0

				Frames @ Walmart, Sams & Costco								---										---										$85 Allowance		$70 Allowance								$85 Allowance		$70 Allowance

				LENSES

						Single						$25 Copay										$25 Copay		$0		$0		$0				100% after $25 Copay		$30 Allowance		$0		$0				100% after $25 Copay		$30 Allowance		$0		$0

						Bifocal						$25 Copay										$25 Copay		$0		$0		$0				100% after $25 Copay		$50 Allowance		$0		$0				100% after $25 Copay		$50 Allowance		$0		$0

						Trifocal						$25 Copay										$25 Copay		$0		$0		$0				100% after $25 Copay		$65 Allowance		$0		$0				100% after $25 Copay		$65 Allowance		$0		$0

						Lenticular																		$0		$0		$0				100% after $25 Copay		$100 Allowance		$0		$0				100% after $25 Copay		$100 Allowance		$0		$0

						Photochromic																		$0		$0		$0				$47 - $82 Copay		Applied to Allowance		$0		$0				$47 - $82 Copay		Applied to Allowance		$0		$0

						Anti-Reflective																		$0		$0		$0				$41 - $85 Copay				$0		$0				$41 - $85 Copay				$0		$0

						UV Coating																		$0		$0		$0				Covered in Full				$0		$0				Covered in Full				$0		$0

						Scratch Resistance																		$0		$0		$0				$17 - $33 Copay				$0		$0				$17 - $33 Copay				$0		$0

				Laser Vision 																				$0		$0		$0				Discount Available		N / A		$0		$0				Discount Available		N / A		$0		$0

				CONTACT LENS

						Medically Necessary																		$0		$0		$0				100% after $25 Copay		$210 Allowance		$0		$0				100% after $25 Copay		$210 Allowance		$0		$0

						Elective						$150 Allowance
15% off Balance										$150 Allowance
15% off Balance		$0		$0		$0				$150 Allowance		$105 Allowance		$0		$0				$150 Allowance		$105 Allowance		$0		$0

				BENEFIT FREQUENCY

						Vision Exams						Once every 12 Months		Once every 12 Months								Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0

						Spectacle Lenses						Once every 12 Months		Once every 12 Months								Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0

						Frames						Once every 24 Months		Once every 24 Months								Once every 24 Months		Once every 24 Months		0		0				Once every 24 Months		Once every 24 Months		0		0				Once every 12 Months		Once every 12 Months		0		0

						Contact Lens Allowance						Once every 12 Months		Once every 12 Months								Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0				Once every 12 Months		Once every 12 Months		0		0



				Child / Student Age limit																				0		0		0				Up to Age 26		Up to Age 26		0		0				Up to Age 26		Up to Age 26		0		0

				Annual Open Enrollment																				0		0		0				Yes		Yes		0		0				Yes		Yes		0		0

				Network Used: 								Anthem BCBS		N / A				N / A				Anthem BCBS		N / A		0		N / A				MetLife		N / A		0		N / A				MetLife		N / A		0		N / A

				Termination Rule																						0										0										0

				Rate Guarantee								1/1/23										1/1/24										1/1/25										1/1/25



				Monthly Premiums:																																						**INCLUDES 2 PAIR RIDER

						Employee Only		24		0		$7.80				$0.00						$7.80				$0.00						$6.68				$0.00						$8.51				$0.00

						Employee + 1 Dependent		9		0		$14.83				$0.00						$14.83				$0.00						$13.37				$0.00						$17.05				$0.00

						Employee + Children		3		0		$22.72				$0.00						$22.72				$0.00						$11.32				$0.00						$14.43				$0.00

						Family		3		0		$22.72				$0.00						$22.72				$0.00						$18.67				$0.00						$23.79				$0.00

				Total Monthly Cost				39		0		$456.99		ERROR:#REF!		$0.00		ERROR:#REF!				$456.99		ERROR:#REF!		$0.00		ERROR:#REF!				$370.62		ERROR:#REF!		$0.00		ERROR:#REF!				$472.35		ERROR:#REF!		$0.00		ERROR:#REF!

												$456.99										$456.99										$370.62										$472.35

																		 				0%										-19%										3%

				Employer Monthly Contributions

						Employee Only		24		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + 1 Dependent		9		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Employee + Children		3		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

						Family		3		0		$0.00				$0.00						$0.00				$0.00						$0.00				$0.00						$0.00				$0.00

												$0.00		ERROR:#REF!		$0.00		ERROR:#REF!				$0.00		ERROR:#REF!		$0.00		ERROR:#REF!				$0.00		ERROR:#REF!		$0.00		ERROR:#REF!				$0.00		ERROR:#REF!		$0.00		ERROR:#REF!

												$0.00										$0.00										$0.00										$0.00

				Employee Monthly Contributions

						Employee Only						$7.80				$0.00						$7.80				$0.00						$6.68				$0.00						$8.51				$0.00

						Employee + 1 Dependent						$14.83				$0.00						$14.83				$0.00						$13.37				$0.00						$17.05				$0.00

						Employee + Children						$22.72				$0.00						$22.72				$0.00						$11.32				$0.00						$14.43				$0.00

						Family						$22.72				$0.00						$22.72				$0.00						$18.67				$0.00						$23.79				$0.00



				Employee Payroll Deductions

						Employee Only						$3.60				$0.00						$3.60				$0.00						$3.08				$0.00						$3.93				$0.00

						Employee + 1 Dependent						$6.84				$0.00						$6.84				$0.00						$6.17				$0.00						$7.87				$0.00

						Employee + Children						$10.49				$0.00						$10.49				$0.00						$5.22				$0.00						$6.66				$0.00

						Family						$10.49				$0.00						$10.49				$0.00						$8.62				$0.00						$10.98				$0.00

				2nd Pair Rider:  provides one of the following 1/ two pair of glasses  2/One pair of prescription glasses and an allowance towards contacts or  3/Double your contact lens allowance













RELIANCE CI

				2023 Group Voluntary Critical Illness Review

																						Monthly Rate / Uni-Tobacco

												EFFECTIVE 1/1/2023										Per $1,000		Per $10,000

												Reliance Standard						  Age				Employee		Employee		Per Paycheck				PAY PERIODS:  				26

				BENEFIT AMOUNT														0-29				$0.32		$3.20		$1.48

						Employee Benefit Amount						$10, 000 or $20,000						30-34				$0.50		$5.00		$2.31

						Spouse Benefit Amount						100% EE  Amt  - $10,000 increments up to $20,000						35-39				$0.62		$6.20		$2.86

						Child Benefit Amount						50% Employee Amount						40-44				$0.87		$8.70		$4.02														0-29		$0.32

				RECURRENT BENEFIT														45-49				$1.32		$13.20		$6.09														30-34		$0.50

						Employee Recurrence - 6 months						100% of benefit in same category						50-54				$1.86		$18.60		$8.58														35-39		$0.62

						Spouse Recurrence  - 6 months						100% of benefit in same category						55-59				$2.58		$25.80		$11.91														40-44		$0.87

						Child Recurrence  - 6 months						100% of benefit in same category						60-64				$3.81		$38.10		$17.58														45-49		$1.32

						Subsequent Occurance - 3 months						100% of benefit in different category						65-69				$5.68		$56.80		$26.22														50-54		$1.86

				COVERED ILLNESS														70-74				$9.26		$92.60		$42.74														55-59		$2.58

						Alzheimer's						100% of Benefit Amount						75-79				$15.59		$155.90		$71.95														60-64		$3.81

						Benign Brain Tumor						100% of Benefit Amount						80-84				$21.46		$214.60		$99.05														65-69		$5.68

						Carcinoma in Situ - Partial benefit						50% of Benefit Amount						85+				$35.89		$358.90		$165.65														70-74		$9.26

						Coma						100% of Benefit Amount				 																								75-79		$15.59

						Coronary Disease - Partial Benefit						50% of Benefit Amount										Monthly Rate / Uni-Tobacco																		80-84		$21.46

						Heart Attack						100% of Benefit Amount										Per $1,000		Per $10,000																85+		$35.89

						Life Threatening Cancer						100% of Benefit Amount						  Age				Spouse		Spouse		Per Paycheck

						Loss of Sight						100% of Benefit Amount						0-29				$0.32		$3.20		$1.48

						Major Organ Failure						100% of Benefit Amount						30-34				$0.50		$5.00		$2.31

						Occupational Hepatitis						100% of Benefit Amount						35-39				$0.62		$6.20		$2.86

						Occupational HIV						100% of Benefit Amount						40-44				$0.87		$8.70		$4.02

						Paralysis						100% of Benefit Amount						45-49				$1.32		$13.20		$6.09

						Parkinson's						50% of Benefit Amount						50-54				$1.86		$18.60		$8.58

						Ruptured Cerebral, Carotid or Aortic Aneurysm						100% of Benefit Amount						55-59				$2.58		$25.80		$11.91

						Severe Brain Damage						100% of Benefit Amount						60-64				$3.81		$38.10		$17.58

						Skin Cancer - Partial Benefit						5% of Benefit Amount						65-69				$5.68		$56.80		$26.22

						Stroke						100% of Benefit Amount						70-74				$9.26		$92.60		$42.74

				Annual Election								EOI Required for Late Entrants						75-79				$15.59		$155.90		$71.95

				Pre-existing								None						80-84				$21.46		$214.60		$99.05

				Spouse Cost based on 								Employee Age						85+				$35.89		$358.90		$165.65

				Spouse Enrollment / Termination Rules								Terminates at Spouse age 75, no new enrollment at age 70+

																		Additional Childhood Diagnosis:

				Age basis								Attained Age						     •		Cerebral Palsy				MONTHLY CHILD RATE per $1,000 		$0.01

				Age basis for changes after initial election								Policy Anniversary						     •		Cleft Lip or Palate

				Child / Student age limit								Birth up to age 26						     •		Cystic Fibrosis				MONTHLY CHILD RATE per $5,000 		$0.05

				Pre-tax/Post-tax								Post-tax						     •		Down Syndrome														10000

				Portable								Yes						     •		Muscular Dystrophy				PER PAYCHECK CHILD RATE: 		$0.01								2500

				Rate Guarantee								1/1/25						     •		Spina Bifida

																		     •		Type 1 Diabetes

				Minimum Enrollment Required: 								Lesser of 10% or 10 Lives insured



















																																														Diagnosis		Standard Plan

																																														Alzheimer's		50% of Benefit Amount

																																														Benign Brain Tumor		100% of Benefit Amount

																																														Carcinoma in Situ - Partial benefit		25% of Benefit Amount

																																														Coma		100% of Benefit Amount

																																														Coronary Disease - Partial Benefit		25% of Benefit Amount

																																														Heart Attack		100% of Benefit Amount

																																														Life Threatening Cancer		100% of Benefit Amount

																																														Loss of Sight		100% of Benefit Amount

																																														Major Organ Failure		100% of Benefit Amount

																																														Occupational Hepatitis		100% of Benefit Amount

																																														Occupational HIV		100% of Benefit Amount

																																														Paralysis		100% of Benefit Amount

																																														Parkinson's		50% of Benefit Amount

																																														Ruptured Cerebral, Carotid or Aortic Aneurysm		100% of Benefit Amount

																																														Severe Brain Damage		100% of Benefit Amount

																																														Skin Cancer - Partial Benefit		5% of Benefit Amount

																																														Stroke		50% of Benefit Amount



















RELIANCE ACC

				2023 Group Voluntary Accident Protection Review



										Bronze				EFFECTIVE 1/1/2023

										Bay Bridge / MetLife				Reliance Standard

				COVERAGE						Off Job Only				Off Job Only

						Employee 				100% of Benefit				$50,000

						Spouse				50% of EE Benefit Amount				$25,000

						Child				25% of EE Benefit Amount				$10,000

				ACCIDENTAL DEATH & DISMEMBERMENT

						Loss of Life				$20,000				100% of Benefit Amount

						Catastrophic Loss				$20,000				100% of Benefit Amount

						Single Loss				$20,000				50% of Benefit Amount

						Speech				$20,000				100% of Benefit Amount

						One or more entire toe / finger				$1,000				3% of Benefit Amount

				OTHER BENEFITS

						Portable				Yes				Yes				ADDITIONAL BENEFITS

						Initial Hospital Confinement				$100				$100 per day up to 365 days						Coma		$5,000

						ICU Confinement				$100				$200 per day up to 30 days						Concussion		$100

						Regular Ambulance / Air Ambulance				$100				$150 / $750						Lacerations		$25 up to $400

				FRACTURE OF BONE OR BONES																Lodging		$100 per day up to 30 days

						Skull				$1,900				$1,500 up to $10,000						Medical Appliances		$100

						Hip, Thigh (femur)				$2,000				$1,600 up to $6,400						Paraplegia		$5,000

						Leg / Pelvis				$1,100				$1,600 up to $3,200						Quadriplegia		$10,000

						Hand or Wrist				$700				$600 up to $1,200

						Ribs, Fingers or Toes				$300				$100 up to $600

						Coccyx				$140				$300 up to $600

				COMPLETE DISLOCATION OF

						Hip Joint / Knee Joint				$2,000				$1,500 up to $4,800

						Ankle / Collarbone				$800				$900 up to $1,800

						Wrist or Lower Jaw / Shoulder				$700				$450 up to $900

						Elbow / Finger				$140				$150 up to $900



				Child / Student age limit						Child(ren) covered to their 26 birthday				Birth up to Age 26

				Age Limitations										Must be under age 70 to enroll

				Pre-existing						12 / 12				None

				Pre-tax/Post-tax						Post-tax				Post-tax

				Minimum Participation						5 Lives				Lesser of 10% or 10 lives



				Rate Guarantee						12/1/22				1/1/25



				Monthly Premium						Bronze

						Employee Only				$2.72				$7.44

						Employee + Spouse				$5.21				$10.27

						Employee + Child				$10.91				$13.98

						Family				$14.30				$17.34



				Employee Payroll Deductions 

						Employee Only				ERROR:#REF!				$3.43				26

						Employee + Spouse				ERROR:#REF!				$4.74

						Employee + Child				ERROR:#REF!				$6.45

						Family				ERROR:#REF!				$8.00

















image1.jpeg

Abentras

llllllllllllllllllll






image2.png

i Highights
No cap on # of recurrences up to the standard lfetime maximum of 1000% of the Amount of Insurance (many carriers are 2x for
per category)

Skin Cancer is a standard is 5% rather than a set dollar amount

No Prex

No Waiting Period

7 childhood Conditions including: Cerebral Palsy, Cleft Lip or Palate, Cystic Fibrosis, Down Syndrome, Muscular Dystrophy, Spina
Bifida, Type 1 Diabetes (some carriers excluded Type 1 Diabetes—it's about 45% of all childhood condition claims we receive)
Employees maintain coverage per terms of policy even if employers cancels group contract

Attained age
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One rate for all eligible Dependent Children in family, regardless of number.
Parti

n Requirements and Rate Guarantee

Participation Requirements
‘You must have a minimum participation the lesser of 10% or 10 Insured employee lives.

Rate Guarantee — 24 months.
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Dependent Children Insurance Cost
Monthly Rate per $1,000 of Coverage
Standard Plan

o $0.01 — Included in Employee’s Rate
One rate for all eligible Dependent Children in family, regardless of number.

Premium Rates

Note: Premium/benefit is payable in US currency.
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Cl Flan vescription & Cost summary

Prepared For Chancy Drugs Quote Number: VCI0000882661

Proposal Effective Date: 1/1/2023 Proposal Expiration Date: 1/25/2023

PlanDesign ]
Standard Employees: Minimum of $10,000 to a maximum of $20,000 in $10,000
Plan increments.

Guaranteed Issue Amount $20,000

Spouse Minimum of $10,000 to a maximum of $20,000 in $10,000
increments.

Guaranteed Issue Amount $20,000

(not to exceed 100% of employee coverage)

50% of employee coverage

Al child amounts are guaranteed issue.

Note: The states of New Jersey, New Hampshire, Massachusetts, Califonia, and New York require
their residents to be enrolled in an overlying major medical plan to enroll for Critical liiness.









Online Enrollment Portal Instructions 
• Go to https://www.employeenavigator.com/benefits/Account/Login  

• Once on the login screen, click ‘Register as a new user’.  You will need to 
provide your First name, Last name, Company Identifier (Chancy-Drugs), 
PIN (last 4 digits of your SSN) and Birthday.

• Create your username and password (minimum length of 6, number and 
symbol required) and click the ‘I agree with the terms of use’ box.

• If you forget your password, click on the ‘Reset a forgotten password’ link, 
choose the employee option, input username, click Next and an email will be 
sent to you.  If you don’t remember your username, click the ‘Don’t know your 
username?’ link, input requested information, click ‘Request a Reset’ and an 
email will be sent to you.

Open Enrollment will be held from 
December 3rd through December 10th    

https://www.employeenavigator.com/benefits/Account/Login


2025 Open Enrollment Timeline  

Open Enrollment Meetings              12/3 – 12/4

Employee Navigator Enrollment Portal Opens 12/03/2024

Employee Navigator Enrollment Portal Closes 12/10/2024
    
EOI (Evidence of Insurability) Forms Due 12/30/2024

Effective Date of Coverage     1/1/2025
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