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lis presentation is a brief summary and does not constitute a legal document or contract and is subject to change.
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OPEN ENROLLMENT
e

IMPORTANT DATES

* Election Period is from April 1, 2015 through April 30,
20159

*New coverage and rate changes effective July 1, 2015.
*If you do not want to make changes, do nothing.

*Deadline for employees to submit their EC-1/EC-1H form
to their identified open enrollment personnel designee is
April 30, 2015.



OPEN ENROLLMENT

_ e
Changes You Can Make During Open Enrollment

* Add a plan, change to another plan, or drop a plan
* Add dependents or drop dependents

* Change coverage tiers (single, two-party or family)



OPEN ENROLLMENT

The Reference Guide

* Available at eutf.hawaii.gov
* Rates and contribution amounts
* Dependent eligibility criteria

* Health plan options

Hawaii Employer-Union Health Benefits
Trust Fund

REFERENCE GUIDE
(EUTF and HSTA VB)

FOR ACTIVE EMPLOYEE BENEFIT PLANS
Effective July 1, 2015 through June 30, 2016

Diwam'e' This Reference Guide offers general information on your health and other benefits plans. Your health
bcmms e exclusively governad by Hawali Statules and the EUTF Administral tveRues as they ars emndodfrom
e to nmo MNothing in ths Guide is intended to amend, change, or contradict e Hawall Statutes and the EUT
Am\msfm e Rules. Thl Gu uelsm(a e;a.aocummo contract an dmelmofmuom the Guide Is notl!ended

as logal advice or 1o croate any legal or contractual liabi
This gu docmb'mdv ailable to ind dlnd als who ha e special needs otwhomod uxiliary aids for
effective communication (l.e.. large print o Act

by
1930. Please contact the EUTF office uosmmn lllln 11-800295-0089' pnl lal needs
assistance.




OPEN ENROLLMENT

Required Notices Notices

Creditable Coverage Notice (PDF) 1/26/15 |

P Notice of HIPAA Privacy Rules (PDF)
* Available at eutf.hawaii.gov under 121008

”Importa nt Emp|0yee Benefits » HIPAA Use and Disclosure of Protected
- e - ) . Health Information (PDF) 10/21/14
Notices” in the Notices section.

« Important Employee Benefits Notices

2/12/15

Home Forms ¥ Board/Committee Schedule ¥ Meetthe Trustees Links to Carrier Websites  Active Rates  Retiree Rates

* Includes

* Summary of Benefits Coverage S —
o B L e 3 Wi
* HIPAA Privacy Notice

* New Health Insurance Marketplace

Coverage Option and Your Health

Coverage Notice

* And more!
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PREMIUM & CONTRIBUTIONS

e
WHAT IS COLLECTIVE BARGAINING?

* The portion of health coverage costs paid by the
employer are negotiated within the collective
bargaining process.

* Premiums are available in the Reference Guide
following page 64.



PREMIUM & CONTRIBUTIONS
S

The following bargaining units are still in or may be in negotiations.
Employers will continue their July 1, 2014 to June 30, 2015 monthly
employer contributions until an agreement is reached.

PENDING COLLECTIVE BARGAINING AGREEMENT

BU 02, 03, 04, 08, 09

PENDING AGREEMENT ON EMPLOYER CONTRIBUTION
BU 10, 11, 12

PENDING LEGISLATIVE APPROVAL

BU 07
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Plan Changes Effective July 1, 2015

Maximum out-of-pocket (MOOP)
» Financial protection
» Insurance carriers keep track of your out-of-pocket cost
» Once MOOP is reached, benefits increase to 100%
» Resets every calendar year

f

PRESCRIPTION DRUG
MAXIMUM OUT-OF-POCKET

» "=< - - )
., e
Sl @
N N

MEDICAL/DRUG PLAN OPTIONS MEDICAL MAXIMLInA

OUT-OF-POCKET

$2,000 for Single

HMSA 90/10 / CVS Caremark $4,000 for Family

$4,100 for Single
$8,200 for Family

$2,500 for Single

HMSA 80/20 / CVS Caremark $5,000 for Family

$4,100 for Single
$8,200 for Family

$5,000 for Single

HMSA 75/25 / CVS Caremark $10,000 for Family

$1,600 for Single
$3,200 for Family

$1,500 for Single

HMSA HMO / CVS Caremark $3,000 for Family

$4,100 for Single
$8,200 for Family

$2,000 for Single

HSTA VB HMSA 90/10 / CVS Caremark $4,000 for Family

$4,100 for Single
$8,200 for Family

$2,500 for Single

HSTA VB HMSA 80/20 / CVS Caremark $5,000 for Family

$4,100 for Single
$8,200 for Family




Plan Changes Effective July 1, 2015

Life Insurance Plan

New carrier: USAble Life

" < RSN will automatically transfer beneficiary information to USAble Life

* Beneficiary forms available on USAble Life website thru “Links to Carrier
Websites”

*Life insurance benefit: $41,116 for Active Employees (previously
$38,361) up through age 64

Participants age 65 through 69 $26,725

Participants age 70 through 74 $18, 502

Participants age 75 through 79 $12,335

Participants age 80 and over $8,223
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HEALTH PLAN OPTIONS

s T
* Medical
o HMSA
o Kaiser Permanente
o Royal State National

* Prescription Drug

o CVS Caremark (HMSA subscribers)
o Kaiser Prescription Drug

e Dental & Vision

o Hawaii Dental Service
o Vision Service Plan

e Life Insurance
o USAble Life



HEALTH PLAN OPTIONS
-

HSTA VB

* Only available to those who are currently
enrolled in the HSTA VB plans (former VEBA

members)

* Employees enrolled in HSTA VB who change to
the EUTF plans may NOT change back to HSTA VB
plans in the future



Hawaii Medical Service Association

EUTF 90/10 Plan
EUTF 80/20 Plan
EUTF 75/25 Plan
EUTF HMO Plan

HSTA VB 90/10 Plan
HSTA VB 80/20 Plan

Health plans include prescription drug coverage through CVS Caremark
and chiropractic coverage through Royal State National.




Kaiser Permanente

Standard Plan
Comprehensive Plan

HSTA VB Comprehensive Plan

Kaiser Health plans include prescription drug coverage through Kaiser
Permanente and chiropractic coverage through Royal State National.




Other Plans

Hawaii Dental Service

Vision Service Plan

Royal State National (Supplemental Medical)
USAble Life

/8N
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‘ENROLLMENT FORM

EC-1/EC-1H Enroliment Form:

EC1 Hawai Employer-Union Health Benefits Trust Fund PLEASE SUBMIT THIS
s . " EC-1 FORM T0 YOUR
ey EC«1: Enrollment Form for Active Employees e Uomd by
- . | b I f h .s DUE DATE: This form must be o your P | Otficer or Dep: F Office
within 30 days (60 days for newborns) of the event date.
Available at eutf.hawaii.gov B —
SECTION 1: EMPLOYEE DATA ol i o b i e e P
Narme [Last Name_ Frst Name, Wicdle In5el] [ New SireNewty Elgile [ During the Plan fasr Qusidying Evert (descive)
Daie of HreNewfy Eigais (MWDDIYYYY)
HamgProne _—— Al f
M{mw‘—‘ EventDele )
F 1t . o3 [ Ozenz (eckie COI20S)  Mavka Stais [JMaied  [] Sogle
Emai Marmsge Dele: (MMDDVYYYY)
orm Revisions: i
Residence Addwss (] Chack biz oox  your sdduss hes changed) Daie of Temminaton (MUDDYYYY) N
Speet ! [ Cvi Union
2 Ciwil Urion Dade: (MMDOIYYYY)
- - e Employees Social Secuiy Number (SIN] ([ Chack s box  siatus changs|
+ Section 1: Complet | informat ———— ,
ecuon 1.0 ete personal iInformation ; —
Meiing Adds (7 dfcrerl from obore) e Demesic Pastner (TP Sishus)
Srest Gender [ Maie [Fersie ] FS Quelfied [ Net Cusited
Sirh Dete: (MMDDVYYYY) Nolary Dete: (MUTDDIYYYY)
Line2
oy =k Zio Code. o, N
= Specs Note: S Corl 3 Siste ceCounty Employee o Risines and = ok being evoed in your ez, plesse prvide hisher SIN
* Section 2: L blank : '
ection eave Dlan
]_CTION 2: COVERAGE AND DEDUCT|ON START SELECTION
Tr everts are fled wihin 39 days o & qualilying svenl date, soma events slow for a selection of [he Covarege and Premium Contibubon StariDates.
If yous event is |isted below, plems selsct ane of the thres ostices, otheralse ship tes section
Guallfying Events for tnis Ssctior Available Ogtions for this Saction
Adcpton, B, Gusianship, New Eigile Studest Mersage Domestic ] Coversge siks duy o e event § premium conbisuions star T éay of S pey period 1 which ihe
Pasteer, Ciil Unin, New Hire, Newly Elgitle, Rensisiement in efiacie dale of coversee cozurs (f o selection is mads, this otion will be used)
- - Covpioyment, Retun hom Aurorized Lesve of Absence [ Coverage and premium contsbutions s 131 dey Ofe N3t pay prod lowing svent
@ S t 3 . P I S I t J— If (d rol cumenty ensled) [] Coversat and premium contrizutions dar 1sf dav of e #8cond pey penod folowng event
ection 5. Flan >election no

SECT|ON 3: PLAN SELECTION U= Y e o A e e

You may o e madoalp S dwgslen ¥ no selection is mede, EUTF will assume no chang

MedicalProsception Drug Plan Yw may enly choota ane medicalprascription drug plan
. . . Tyse Cam«?ahd«w CancslWaive  Self Famil
selection is made, EUTF will L e oo oo
' et o o oo
PPO-T525 HMSA Madica,
assume no changes are being el T
CVS Prescription Dr hro
Hio-Kaiser Standan ] o 0 0
made. v R = oo
Prescription Drug. Chio -
Supplementa- Royal State Natonal Insurance Company ] m] O O

Includes Susplemental Owg Coveragel. Chiro

Supplemsntal = To be aighis for coversge under bhe Ropal Sisie Suppementsl slae, jou
sd your elgive dependent(z) must be covered undes snhes ran- EUTF
seakh plan See Sechon 5 on*lnsbucions for Completing Fom EC-1*

» Submit to identified open enrollment e B B

Vision Vision Servicz Pian st ew Sentet aws 1533 st shetwt wesin 0 0

o -

deSignee on Or before April 30’ 2015 U:‘JISTATEEan&SON‘j?:E;f:nmmEEnan L1 Enroa Dcuwma E]CJMIP’:F LI Do NOT Enral

For COUNTY Emgioyees ONLY: Premium Comersion Pisn - Please coniact your DPO for more ibrmiation on avaisdie optins.
EC1 Rev. 032015 Page1of2
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EC-1 Hawaii Employer-Union Health Benefits Trust Fund T ——
o EC-1: Enroliment Form for Active Employees e
DUE DATE: This form must be submitted to your Personnel Officer or Departmental Personnel Office
within 30 days (60 days for newbomns) of the event date. _ _ _
SECTION 1: EMPLOYEE DATA by il o Sndeleppmiberis s
Name (Last Name, First Name, Middle Inisal) [ New Hina/Newly Eigiie [J Duning the Pian Year Quali%ying Event (describe)
3 K K Date of Hire/Newly Bigibie MMDOYYYY)
o S comom 1

Work Phone (808) 777-7777 @ " . . !
A p Open Enmiiment [efieciive 07012015)  Marital Status [B] Mariee [ Single
emai | kealohalhawoiigov- O Mamiage Date: (MMDDYYYY)
Termination of Empioyment
Resience Aadress (] Check this box ¥ your address has changed) Date of Temination (MMODIYYYY) 02 ;14,1980
skt 295 Kealoha Street g 2
I f [ civit union
: Apt 1000 Civil Union Date: (MMDDYYYY)
B2 Empioyes’s Social Security Number (SSN) (] Chack this bax i status change)
ciy_ Honolwlw sme_ Hl spcoge 96800  OEUTF ID Number ' ,
555-55-5555 : '
Mailing Address (i aiferent fom above) Domestc Partner (DP Stats)
Stes Genger [X] Male [Jremale [ RS Cuaiified  [] Not Qualifed
Birm Date: (MMDOYYYY) Notary Date: (MMODDIYYYY)
Lme2
[0]7) llQI1Q60 [ /
City Stae Zip Code

Special Not=: If your Spouse or Cvdl Union Pariner or Domesic Parner is & State or County Employes or Retiree, piease provide the following:
NAME: S5N: DOB:

| SECTION 2: COVERAGE AND DEDUCTION START SELECTION
ane

30 days of a qualifying event date, 30me events allow for a selection of the Coverage and Premium Conmbubion Start Dates.
If your event is listed balow, plaase sslact one of the three options, otherwise siap this section.
Qualifying Events for thia Saction Availabls Options for tis Section

Adoption, Sirth, Guandianship, New Eligble Student Marmage, Domestic [:Im:agemmdmem&'mummsmmuayom”aypemmmm

Partner, Civil Union, New Hire, Newty Eligble, Reinstatement in effectve date of coverags ocours (if no g6 0 :
Empioyment, Rietum from Authonzad Laave of Absence Dmeragemwmmnmuummnmaayomaiﬂpaypmmmmngm
(i not cumenty enrolisd) [] Coverage ang premum contributions start 15t day of the second pay penod following event

= Wk =alachon by checlo 1 ihe bonm= of e jate paneft below. Salect Sef 2-Parly, Fami Cancel W=y
SECTIONT PLANSHECTION o i o e e i e e B e e e

MedicallPraacription Drug Plan You may only choose one medicallprescription drug plan
Type Carrier Salection Cancel/Waive 3elf 2-Party Family




- CITENOYRE"S DOGEI DSUNTY NUMDEeT [S0N) |LJ ECK TS DOX If SIJIUS CNange)

; ; of EUTF ID Number
Qt;' Stae ZpCode ] {
Maiing Adaress (if diferent fom above) Domestc Partner (DF Status)
Srest Ganger [ Make [Jremak [ IRS Quatified  [[] Not Qualised
Birm Date: (MMDOVYYYY) Notary Date: (MMDDIYYYY)
Line2
i i I {
City Stme Zip Code

Special Note: If your Spouse or Civil Union Pariner or Demesiic Pariner is a Stale cr County Employes cr Retieee, pleasze provide the following:

BT J B Il

NAME: SSN: DOE:
; Wiske your selecbon by checking al the bases of e ke benefl plans below Select SeF, 0-Party, Family or Cancel Maive
SECTION Y P AN S TN e o e ios s e i sl el EUIT sl pe g e b e

MeadicalPrescription Drug Plan ‘fou may only choose one medicalfprescription drug plan

Type Cammier 3alaction Cancel/Waive Self 2-Party Family
PPO-80/10 HMSA Medical,

PPO CVS Prescription Drug, Chiro O O O 0
PPO-8020 HMSA Madical, n 0
CVS Prescription Drug, Chiro
PPO-T525 HMSA Medical,
CVS Prescription Drug, Chiro O O O 0
HMO-HMSA
CVS Prescription Drug, Chiro O O = O
HMO-Kaiser Standard
HMO Pl Do Clie O M 0O 0O
HMO-Kaiser Compeshansive
Prescription Drug_ Chiro O O El: E
Supplemental- Royal State Nabonal Insurance Company ] ] ] 0
{Includes Supplemerial Drug Coverage), Chiro
Supplemental 1 Tp be eligible for coverage under the Royal State Supplemental pian, you

and your eligivie dependent|s) must be covensd under anather non- EUTF
heaith plan. See Section 5 on ‘Instruciions for Complefng Form EC-1°

Other Flans CancellWaive Self  J-Farty Family

Dental Hawaii Dental Service 1 ening new dependent ages 19-73 stach student vestzation 0 A B 0

Vizion Vision Service Plan 1 ereoiing new dependent ages *9-03 sSach stugent yseficaton 0 | 0

LT . I ALF. 1 Xl




Employee’s Name J OWV K WM

- | SECTION 4: DEPENDENT INFORMATION AND PLAN SELECTIONS Siemse (2t ol dapardants oy want evroled
List 3l elginée dependents you wish 1o cover and check Te plan seledions desred. Reiationship® Key. SP=Spouse, DP=Domestic Pariner, CU=Civil Union Parines, CH=your Child or
your Spouse’s Child, DPCH= Domestic Partner's Crikd, CUCH=Civil Union Partner's Child, SC=5t2p Child, GC=Guardianship/Foser ohild, DC=Disabied Crild if your chikd is age 19 or
OvEr and s 3iso disabled. Social Security Number = Social Secunty Number is Dot 3 required fiskd when submitting an iniial EC-1 for new birth. Please be sure to submit an EC-1to
updais Cur TECONTS f07 yOUr NEwhom once the information receivedissued by the SSA.

Commne | Am D Deapangsnt: Zen D Zocs SeoptyNambe ™ | Fescrongt | Gender | Uedow | D | Voo
Ong
st haroe it N, Watie Inttal MADDYYYY) uiE

Jane Kealolrar 12 fo14965 | 777-77-7777

Proof Documents
* Marriage/ Civil Union/ Domestic Partnership Documentation

* Birth Certificate
* Student Certification

| cortify that my spouss, civil union or domestic partner andior dependent children mest sligibility requirements for enrol Iment in the ﬁ?‘TF
I (initiz)s)

| SECTION 6: EMPLOYEE AUTHORIZATION AND SIGNATURE I

Iameqmemwemmgereweslecmdeammm ndiiduals listad on this wolmemtmama!soegwle | understand that the benefit elections mads on this

application are in effect for as long as | continue % meet EUTF's elgibilty requirements, or umtil | Sect % change Tem subject 1 the peovisions of EUTF's plan nules. | have
read the Denefit matenals, understand the limitations and quali#cations of e EUTF benefits orogram and agree 10 abide v Tie terms and conditions of the denedt pians

I

plans, I

| cortify that my depandent child is a fulkfime student and have attached al| documentation as required in Section 4 regarding depandent and student I
certification in the “instructions for Completing Farm EC-1", (initials) |

< I

SECTION 5: OTHER INSURANCE INFORMATION b pecir s Lmmmdpmr oot o e |
If you or 3y of your dependants are covensd under anoter non-EUTF health planis), please provide T type of pian, name of the plan, subscriber's name, effecive dais of the plan, and I
the heaith plan coverage (Sel, 2-party. Family). |
Type of Plan Name of the Plan (Carrier’s Name) Subscriber's Name Effective Date I

Self 2Party I

K D D |

i L L |

I

I

|

|

|



| cartify that my depandent child is a fulktime student and have attached al| documaentation as required in Section 4 regarding depandent and student
cartification in the “instructions for Completing Form EC-1", {initia|s)

SECTION 5: OTHER INSURANCE INFORMATION b pecir e lpmr et < e
If you or 3y of your dependants ane covensd under another non-EUTF health planis), please provide T type of pian, name of the plan, subscriber's name, effecive dais of the plan, and
the heaith plan coverage (Sel 2-party, Family).

Type of Plan Name of the Plan (Carrier’s Name) Subscribar's Name Effective Date

Self 2-Party
O
L
| SECTION 6: EMPLOYEE AUTHORIZATION AND SIGNATURE |

| am elgible for the coverage requesiad and declane that the indiiduals listad on this envoliment form are also igible. | understand that the benefit elections mads on this
application are in effect for as long as | continue 10 meet EUTF's elgibilty requirements, or until | ect 0 change Mem suject %0 the perovisions of EUTF'S plan nules. | have
read the benefit matenals, understand the limitaions and qualications of e EUTF bensfits program and agree 0 abide by Te terms and conditions of the denedt pans
saleciad. | authonze my employer or nance officar to make the pre-tax or afer tax deductions, adjustments or cancailations from my salary, wages, of other compensation for
the monthly empicyee contribusion in accoedance with apolicable laws, rukes and reguiations.

F

A person who knowingly makes a false stalement in connection with an applcation sor amy benefit may be subject to imgrisonment and fines. Additionaly, knowingly making a
falss statement may subject 3 person 10 termination of enrolment, denial of future enroliment, or chil damages. This Srm supersedss al forms and submissions | previously
made for EUTF coverage. | hereby declare that the above statements are Yue 9 the best of my knowledge and belief, and | understand that | am subject 1 penalty for perjury.

Joun Kealoirao 04/15/2015

Employee Signature: Date Signed:

DEADLINE FOR EMPLOYEES TO SUBMIT EC-

1/EC-1H IS APRIL 30, 2015
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HEALTH PLAN SELECTION

Things to Consider
EMPLOYEE CONTRIBUTION

DEDUCTIBLES

IN-NETWORK/OUT-OF-NETWORK

CO-INSURANCE/COPAYMENT

MAXIMUM OUT-OF-POCKET




Kalani is a state employee under BU 13 and covers a familyof =
three and all of his doctors are in-network with the HMSA
PPO Plans.

So Kalani is considering enrolling in the HMSA 90/10 or
80/20 plan.

HMSA PPO Plans HMSA 90/10 HM!
Annual Employee Premium Contribution m

Kalani’s family estimates 12 doctor visits
during the calendar. Their doctors charge
$100 per visit. Total $1,200

Maximum Out-Of-Pocket (MOOP) 54,000 UL :
Not met Not met
Total Estimated Annual Cost: $10,476 $7,476

Co-Insurance 10%

$120

Total estimated annual savings under the HMSA 80/20 plan: $3,000




expenses from January 2016 — April 2016.

80/20 plan.

Kimo is a state employee under BU 13 and covers a family of
four and all of his doctors are in-network with the HMSA
PPO Plans. Kimo’s family anticipates $30,000 in medical

So Kimo is considering enrolling in the HMSA 90/10 or

HMSA PPO Plans

Annual Employee Premium Contribution

Kimo’s family anticipates $30,000 in
medical expenses from January 2016 -
April 2016

Maximum Out-Of-Pocket (MOOP)

Total Estimated Annual Cost:

HMSA 90/10 |

Co-Insurance 10% Co-Insurance 20%
$3,000 *$5 000

MOOP $4,000 MOOP $5,000
Not met Met
$13,356 $12,308

Total annual estimated savings under the HMSA 80/20 plan: $1048

100% family coverage for remainder of the calendar year

* The Out-Of-Pocket Expense has been adjusted because it exceeded the MOOP




HEALTH PLAN SELECTION
-

Questions to ask yourself

Are all my doctors In-Network?

How much are my employee contributions?

What are the plans’ maximum out-of-pocket?




REMINDERS
-

* If you do not want to make any changes, do
nothing.

* Ensure all necessary proof documents are
submitted.

* Deadline to submit EC-1/EC-1H to your identified
open enrollment personnel designee is APRIL 30,
2015



EUTF Contact Information

Location:

Oahu: City Financial Tower

201 Merchant Street, Suite 1520
Honolulu, HI 96813

(No Validated Parking)

Hours:
Monday — Friday (except holidays)
7:45am - 4:30pm

Phone:
Oahu: 808-586-7390
Toll-Free: 1-800-295-0089

E-mail:
eutf@hawaii.gov

Mailing Address:

P.O. Box 2121
Honolulu, HI 96805-2121

Website:
http://eutf.hawaii.gov
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