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OPEN
ENROLLMENT
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O p e n Enrollment G u i d e
C O B R A Beneficiaries

IMPORTANT NOTICE: READ CAREFULLY
This Benefits Guide briefly describes your benefit choices, where you can obtain information and how to enroll
or make changes. All benefits, and your eligibility for benefits, are subject to the terms and conditions of the
benefit plans, including group insurance contracts. The Guide is not intended to be a complete description of
the District’s benefit plans and it is not a summary plan description or plan document. In the event of any
conflict or discrepancy between this Guide and the plan documents, the plan documents will govern. You are
responsible for knowing and understanding the contents of this Guide. If after review you have any questions,
you should contact BASIC pacific immediately.

Understanding Your Rights: Read All Notices
COBRA beneficiaries eligible for the District’s benefits may have rights under applicable federal or state laws.
This Guide does not describe all provisions or rights. If eligible, you will receive separate information and
notices explaining those rights, such as:
Privacy Rule: The Health Insurance Portability and Accountability Act (HIPAA) includes provisions to protect the
privacy of health information for group health plan participants. Provisions are explained in the District’s
Privacy Notice.
Health Plan Protections: Health plan benefits must meet the requirements of the Women’s Health and Cancer
Rights Act and the Mothers’ and Newborns’ Health Protection Act. These provisions are explained in the
carrier EOCs and this Guide.
If you do not receive the above information or notices, or if you have any questions about this information,
please contact the Benefits Department
(510) 644-6666 (press 1)
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Important Notice
Berkeley Unified School District has made every attempt to ensure the accuracy of the information described in this
enrollment guide. Any discrepancy between this guide and the insurance contracts or other legal documents that govern
the plans of benefits described in this enrollment guide will be resolved according to the insurance contracts and legal
documents. Berkeley Unified School District reserves the right to amend or discontinue the benefits described in this
enrollment guide in the future, as well as change how eligible retirees and Berkeley Unified School District share plan
costs at any time. This enrollment guide does not create an employment agreement of any kind with Berkeley Unified
School District.
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WELCOME

OPEN ENROLLMENT is from September 21 to October 16, 2020
Open Enrollment is generally your one time of the year to make changes to your benefits. You must
participate in Open Enrollment if you wish to do any or all of the following:
• Make a change to your dental coverage for the upcoming plan year
• Add eligible dependents
• Add dental, vision or EAP coverage if you are not already enrolled
If you don’t make any changes to your benefits, you will default into the same coverage that you currently
have.

Where to Obtain Information and Enrollment/Change Forms
•

Dental, Vision and EAP Benefits
This Guide provides a brief overview of the benefits available to you. Detailed information including
benefit summaries and enrollment/change forms can be obtained by accessing either of the following
websites:
The District’s MyBenefits website
https://pcms.plansource.com
Username: BUSDEmployee
Password: benefits
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ELIGIBILITY
You can enroll/change dental benefit plans or enroll in the vision or EAP plans during open enrollment.
Coverage stays in effect for the entire plan year (January 1, 2021 – December 31, 2021). You cannot change
your coverage, start coverage or add any family members to your coverage during the plan year unless you
have a HIPAA special enrollment event.
If you are enrolling dependents, they must satisfy the eligibility requirements listed below:
Eligible dependents include:
• Your spouse (includes same and opposite sex spouses)
• Your state-registered domestic partner (CalPERS Medical)
• Your non-state registered domestic partner for dental who meets certain criteria (listed below)
• Child(ren) up to age 26
• Child(ren) of any age with a physical or mental disability as defined by the Social Security Administration
(provided they were on the plan prior to turning age 26)
You children include:
• You or your domestic partner’s natural or adopted children
• Your stepchildren whom you support and who live with you in a parent-child relationship
• Children placed in your home for adoption
• Any other children you support, you are the legal guardian or you are required to provide coverage as the
result of a qualified medical child support order

Proof of Dependent Eligibility
You are required to provide certification of dependent status. Your dependents cannot be enrolled without
providing such proof.

Domestic Partner Eligibility Criteria
If you are enrolling a non-registered domestic partner, you are required to have met all eligibility requirements
listed below for the previous 6 months and complete a Domestic Partnership application/affidavit.
A Domestic Partnership shall exist between two persons regardless of gender and each of them shall be the
domestic partner of the other if both complete and sign the affidavit and attest to the following:
1. The two parties reside together and share the common necessities of life;
2. The two parties are not married to anyone, not related by blood closer than would bar marriage in the
State of California, and are mentally competent to consent to contract;
3. The two parties declare that they are each other’s sole domestic partner and they are responsible for their
common welfare;
4. The two parties agree to notify the Berkeley Unified School District’s Office of Risk Management/Benefits
Department if there is a change of circumstances attested to in the affidavit;
5. All dependents under Domestic Partnership coverage shall have permanent residency in the Domestic
Partnership household and shall meet all other dependent coverage criteria;
6. It has been at least six months since either of the two parties has filed a statement of termination of a
previous Domestic Partnership affidavit with the Benefits Department.
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ELIGIBILITY
HIPAA Special Enrollment Rights
Under the health Insurance Portability and Accountability Act of 1996 (HIPAA), a retiree has the right to enroll
family members if:
•

You get married

•

Your spouse loses other group coverage

•

You have a child born to or placed for adoption

For any HIPAA special enrollment event, you must request enrollment within 30 days after you get married, your
spouse’s other group coverage ends or you acquire the new dependent.
For more information or to request special enrollment contact BASIC pacific.
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Enrolling or Making a Change
How to Submit Your Completed Open Enrollment/Change Forms
Mail: You may submit your completed form(s) through Postal Mail to:
BASIC pacific
P.O. Box 2170
Rocklin, CA 95677
Forms must be postmarked no later than 5:30pm on October 16, 2020. Postmarked submittals received after
this date will not be accepted.

You Want to Know What Happens After Enrollment
ID Cards
You will not receive an ID card for dental coverage only if enrolling in the DeltaCare DHMO Dental plan.
Coverage is effective January 1, 2021 even if you do not receive a new ID card by this date.
When you receive your ID card, confirm that all information is accurate. If not, contact BASIC pacific right away.

Selecting Primary Care Dentists
If you enroll in the DeltaCare DHMO dental plan, you and your covered dependents are required to select a
primary care dentist (PCD) and dental office. If you do not, a PCD and dental office will be selected for you by
DeltaCare. To choose a different PCD, call your plan carrier after you receive your ID card and request that your
PCD be changed. PCD changes are not effective immediately. Generally, the change will occur the first of the
following month.
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Open Enrollment Checklist - IMPORTANT

Review the checklist below to ensure that you considered all of your options during this Open Enrollment
period and that you have completed all paperwork as your next opportunity to enroll or change coverage will
not occur until next year’s Open Enrollment, unless you experience a qualifying event during the year.
All forms are due to the BASIC pacific no later than
5:00 pm on Friday, October 16, 2020
 Dental Plan – adding coverage, changing plans, adding eligible dependents, complete a Delta Dental Dual
Choice enrollment/change form
- Note: Delta Dental PPO (Fee-For-Service) and DeltaCare USA (DHMO)
 Vision Plan – adding coverage or adding eligible dependents, complete a VSP enrollment/change form
 EAP – request enrollment directly with BASIC pacific
If you are not making a change, you do not need to complete any paperwork.
Dependent Certification is REQUIRED!
If you are enrolling dependents, the following applicable certification must be provided. It is the COBRA
beneficiary’s responsibility to obtain certification(s) and to submit such certifications to the BASIC pacific in a
timely manner. Failure to submit supporting documentation copies will result in dependents being denied
coverage.
DO NOT SUBMIT ORIGNAL DOCUMENTS AS THEY WILL NOT BE RETURNED.
 Spouse – Marriage Certificate
 Domestic Partner – Declaration of Domestic Partnership from the California Secretary of State Offices, or
Affidavit of Marriage/Domestic Partnership. If your domestic partnership is non-registered, you will need
to complete District Domestic Partnership Application/Affidavit.
 Children – Birth Certificate, adoption paperwork, legal guardianship papers when applicable. Birth
certificates must show the names of the parents.
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DENTAL BENEFITS

BUSD offers dental coverage through Delta Dental and DeltaCare. You have the opportunity to choose from the
DHMO or PPO dental plan options. Each type of plan has unique advantages. Understanding the differences
between them will help you choose the coverage that best meets the needs of you and your family.
Plan
DHMO

PPO

Plan Features
•
•
•
•
•

Provides benefits only if you see an in-network dentist
Requires you to choose a primary care dentist to coordinate all your care
Provides benefits based on a copay schedule
Allows you to receive care from a dentist in the network or outside the network
Pays a portion of your expenses after you meet your annual deductible, except for preventive
care which is covered at 100%
• In-network coverage provides a higher calendar year maximum and a benefit from discounted
rates

Dental Plan Summary
Key Features

DeltaCare USA (DHMO)
In-Network Only

Calendar Year Deductible (Individual / Family)

None

Calendar Year Maximum Benefit

Unlimited

Delta Dental PPO (Fee-For-Service)
In-Network

Out-of-Network

$25 single / $50 Family
$1,600

$1,500
100%

Diagnostic/Preventive

Various Copays Apply

Basic Services

Various Copays Apply

100%

100%

Major Services

Various Copays Apply

70%

70%

Orthodontics (children up to age 19)

Various Copays Apply

50%

50%

Orthodontics Lifetime Maximum

(Not subject to deductible or calendar year max)

None

Implants

Not Covered

TMJ Treatment

Not Covered

Waiting Period

None

$1,000
70%

70%
Not Covered

None

None

This information presented in the chart is a summary only. The information does not include all of the detailed explanation of benefits, exclusions and limitations.
Plan participants should refer to the Evidence of Coverage (EOC) document for coverage details. In the event information in this summary differs from the EOC, the
EOC will prevail.

Monthly Premium - Dental
Composite Rate (Single/Family)
Includes 2% COBRA Admin Fee

Delta Dental PPO

DeltaCare DHMO

$103.79

$32.85
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VISION BENEFITS

BUSD offers vision coverage for you and your dependents through Vision Service Plan (VSP). The plan pays
benefits for both in-network and out-of-network services. However, you will receive maximum value from your
vision benefits when you choose in-network providers. If you receive care outside the network, you will
receive a reduced level of benefits.

Vision Plan Summary
Key Features

In-Network

Copay
Exam/Materials

Out-of-Network

Frequency

$10 copay
$20 copay

Not Covered

Exam

Covered In Full

Up to $50.00

Single Lenses

Covered in Full

Up to $50.00

Bi-Focal Lenses

Covered in Full

Up to $75.00

Tri-Focal Lenses

Covered in Full

Up to $100.00

Lenticular Lenses

Covered in Full

Up to $125.00

Frames

Up to $140.00

Up to $70.00

Once every 24 months

Elective: Up to $140.00 allowance
Medically Necessary: Covered 100%

Up to $105.00
UP to $210.00

Once every 12 months

Primary Eye Care*

Contact Lenses
(in lieu of glasses)

Once every 12 months

Once every 12 months

This information presented in the chart is a summary only. The information does not include all of the detailed explanation of benefits, exclusions and limitations.
Plan participants should refer to the Evidence of Coverage (EOC) document for coverage details. In the event information in this summary differs from the EOC, the
EOC will prevail.

*Primary Eye Care is designed for the detection, treatment and management of ocular conditions and/or
systemic conditions which produce ocular or visual symptoms. A member can seek care from their vision
provider versus their medical primary care physician for:
Symptoms – including but not limited to:
Ocular discomfort
Transient loss of vision
Flashes or floaters
Red eyes

Conditions – including but not limited to:
Ocular hypertension
Glaucoma
Cataracts
Pink Eye

Coverage

Premium
Rates include 2% COBRA Admin Fee

Single Beneficiary

$8.24

Beneficiary + One Dependent

$16.48

Beneficiary + Two or more Dependents

$26.56
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Employee Assistance Program (EAP)
EMPLOYEE ASSISTANCE PROGRAM (EAP) –Claremont EAP
The Claremont EAP is a counseling and referral service available to you and your eligible family members at
no cost. The EAP offers 24/7 telephone access to licensed professionals who can help with concerns
regarding marriage and relationships, depression, anxiety, stress, grief, substance abuse, work-related issues,
and much more. The EAP may refer you to a local counselor who can address your concerns in person. The
EAP provides 8 sessions per member per incident per year.
The program also gives you access to:
•Child care and elder care resources
•Financial and legal consultations and information
•Identity theft prevention and recovery
EAP services are confidential. No information will be shared with anyone. To take advantage of the services
and resources available through the EAP, call 800-834-3773. You can also access valuable information online
at www.claremonteap.com.

Coverage

Premium
Rates include 2% COBRA Admin Fee

One Rate

$3.13
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KEY CONTACTS

For General Questions
BUSD Benefits Department
510-644-6666 (press 1)
External: www.berkeleyschools.net/departments/benefits/

For Medical Questions
CalPERS
888-225-7337
www.calpers.ca.gov
Review the CalPERS 2021 Health Benefit Summary for specific carrier contact information
For Questions About
Dental PPO
Dental DHMO
Vision
COBRA Administration
EAP

Carrier

Phone Number

Website/Email

Plan/Group ID

Delta Dental

866-499-3001

www.deltadentalins.com

7069

DeltaCare

800-422-4234

VSP

800-877-7195

www.vsp.com

BASICpacific

800-574-5448

www.BASICpacific.com

Claremont

800-834-3773

www.claremonteap.com
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ANNUAL NOTICES
Newborns’ and Mothers’ Health Protection Act Group health plans and health insurance issuers generally may not, under federal law,
restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours
following a vaginal delivery, or less than 96 hours following a cesarean section. However, federal law generally does not prohibit the
mother’s or newborn’s attending provider, after consulting with the mother, from discharging the mother or her newborn earlier than
48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under Federal law, require that a provider obtain
authorization from the plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours). If you would
like more information on maternity benefits, contact your health plan.
Patient Protection Act The CalPERS HMO Plans generally require the designation of a primary care provider. You have the right to
designate any primary care provider who participates in the network and who is available to accept you or your family members. Until
you make this designation, the plan will designate one for you. For information on how to select a primary care provider, and for a list
of the participating primary care providers, contact the plan at the phone number on the back of your ID card. For children, you may
designate a pediatrician as the primary care provider. You do not need prior authorization from the plan or from any other person
(including a primary care provider) in order to obtain access to obstetrical or gynecological care from a health care professional in the
network who specializes in obstetrics or gynecology. The health care professional, however, may be required to comply with certain
procedures, including obtaining prior authorization for certain services, following a pre-approved treatment plan, or procedures for
making referrals. For a list of participating health care professionals who specialize in obstetrics or gynecology, contact the plan at the
phone number on the back of your ID card.
Special Enrollment
If an eligible employee declines enrollment in this group health plan for the employee or the employee’s spouse or dependents
because of other health insurance or group health plan coverage, the eligible employee may be able to enroll him/herself and eligible
dependents in this plan if eligibility is lost for the other coverage (or because the employer stops contributing toward this other
coverage). However, the eligible employee must request enrollment within 30 days after the other coverage ends (or after the
employer ceases contributions for the coverage).
In addition, if an eligible employee acquires a new dependent as a result of marriage, birth, adoption or placement for adoption, the
eligible employee may be able to enroll him/herself and any eligible dependents, provided that the eligible employee requests
enrollment within 30 days after the marriage, birth, adoption, or placement for adoption. If the eligible employee otherwise declines
to enroll, he/she may be required to wait until the group’s next open enrollment to do so.
Furthermore, eligible employees and their eligible dependents who are eligible for coverage but not enrolled, shall be eligible to enroll
for coverage within 60 days after (a) becoming ineligible for coverage under a Medicaid or Children’s Health Insurance Plan (CHIP) plan
or (b) being determined to be eligible for financial assistance under a Medicaid, CHIP, or state plan with respect to coverage under the
plan.
Women’s Health and Cancer Rights Act
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and Cancer
Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage will be provided in a manner determined
in consultation with the attending physician and the patient, for:
• All stages of reconstruction of the breast on which the mastectomy was performed;
• Surgery and reconstruction of the other breast to produce a symmetrical appearance;
• Prostheses; and
• Treatment of physical complications of the mastectomy, including lymphedema.
These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and surgical benefits
provided under this plan. If you would like more information on WHCRA benefits, call the plan at the phone number on the back of
your ID card.
Summary of Benefits and Coverage (SBC)
As required by the Affordable Care Act (ACA), health plans and employer groups must provide the Summary of Benefits and Coverage
(SBC) to eligible employees and family members, who are: Currently enrolled in one of the group health plans or eligible to enroll in
one of the plans, but not yet enrolled . As such, an SBC for the health plan you are currently enrolled in is available to you and your
dependents, if applicable. The SBC provides important information about the Plan’s benefits and your rights as a Plan participant. The
Affordable Care Act (ACA) also provides a Uniform Glossary of Insurance and Medical Terms. A paper copy of this Glossary is available
upon request. All SBCs and the Glossary can be found on the CalPERS website. Refer to page 4 or page 14 for login information.
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