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In this Guide, we use the term Company to refer to Air Medical Group Holdings. This Guide is intended to describe the eligibility requirements, 
enrollment procedures and coverage effective dates for the benefits offered by the Company. It is not a legal plan document and does not imply 
a guarantee of employment or a continuation of benefits. While this Guide is a tool to answer most of your questions, full details of the plans 
are contained in the Summary Plan Descriptions (SPDs) which govern each plan’s operation. Whenever an interpretation of a plan benefit is 
necessary, the actual plan documents will be used.

Have a Smartphone?
This Benefit Guide is equipped with  

mobile-friendly barcodes. These barcodes 

are more commonly referred to as “Quick 

Response” codes, or QR codes. Scanning 

these codes will take you to a new place on 

your phone, allowing you to see new content. 

They might show you a website, video or 

article. They can take you anywhere—you 

just have to scan them first.

So how do I scan them?
First, you’ll need one of the many free QR 

Reader Apps available for smartphones 

or tablets. After the download, just open 

your new App and follow the directions to 

scan the QR code. The App will read it and 

immediately take you to that code’s content.
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WELCOME
At Air Medical Group Holdings, we are committed to your health and 

well-being. It’s just one reason we’re proud to provide you and your 

family with valuable and significant benefits. This Guide is an overview 

of the benefits available to you and their impact on your compensation  

as a whole. Please read it carefully in order to make the best choices  

for you and your family in the 2017 Plan Year.

5



ELIGIBILITY & ENROLLMENT 

You and your family have unique needs, which is why Air Medical Group Holdings offers a variety of 

benefit plans from which you may choose . Consider your spouse’s benefits through his or her place of 

employment and your dependents’ eligibility when weighing each option . 

Eligibility
If you are a full-time employee of an Air Medical Group 
Holdings subsidiary – Air Evac Lifeteam, Cal-Ore Life Flight 
LLC, CALSTAR Air Medical Services, LLC, EagleMed, LLC 
Lifeguard Ambulance Services, LLC, Lifeguard Ambulance 
Services of FL, LLC, Lifeguard Ambulance Services of TX, 
LLC, CALSTAR Air Medical Services, LLC, Med-Trans 
Corporation, or REACH Air Medical Services LLC – who is 
regularly scheduled to work at least 30 hours per week, you are 
eligible to participate in the Medical, Dental, Vision, Life and 
Disability Plans, along with the Flexible Spending Accounts 
(FSAs) and additional benefits.

When Does Coverage Begin?
The elections you make are effective on the first of the month 
following date of hire. Due to IRS regulations, once you have 
made your choices for the 2017 Plan Year, you can’t change 
your benefits until the next enrollment period unless you 
experience a Qualifying Life Event.

New hires: You must enroll within 31 days of your hire 
date or you will not be able to enroll in the plan until 
Open Enrollment with an effective date of January 1  
of the next year.

Eligible Dependents
Dependents eligible for coverage in the Air Medical Group 
Holdings benefits plans include:

• Your legal spouse (or common-law spouse in states which 
recognize common-law marriages). Please see spouse 
eligibility requirements for working spouses on page 7.

• Dependent children up to age 26 (includes birth children, 
stepchildren, legally adopted children, children placed for 
adoption, foster children, and children for whom legal 
guardianship has been awarded to you or your spouse).

• Dependent children, regardless of age, provided he or she 
is incapable of self-support due to a mental or physical 
disability, is fully dependent on you for support as 
indicated on your federal tax return, and is approved by 
your Medical Plan to continue coverage past age 26.

Verification of dependent eligibility will be required  
upon enrollment.
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Spouse Eligibility
If your spouse is employed and has access to health care 
coverage through their employer, they are not eligible for Air 
Medical Group Holdings medical coverage. 

If your spouse is not eligible for coverage from an employer, 
is self-employed, works for an AMGH company, or has lost 
coverage as an active employee but has been offered COBRA, 
your spouse is eligible to enroll in the Plan.

If your spouse is covered by Medicare, the eligibility rule does 
not apply. 

If your spouse experiences a Qualifying Life Event (loss of 
job, etc.) during the year, he or she can be added to your Air 
Medical Group Holdings medical coverage within 31 days of 
the Qualifying Life Event. The Company reserves the right 
to verify whether or not your spouse is provided coverage 
elsewhere. We expect this information to be consistent 
with the information you reported during your enrollment. 
Misrepresenting whether your spouse has access to medical 
coverage outside of Air Medical Group Holdings may result 
in disciplinary action.

Things to Consider
Take the following situations into account before you enroll 
to make sure you have the right coverage.

• Does your spouse have benefits coverage available 
through another employer?

• Did you get married, divorced or have a baby recently?  
If so, do you need to add or remove any dependent(s) 
and/or update your beneficiary designation?

• Did any of your covered children reach their 26th 
birthday this year? If so, they are no longer eligible for 
benefits unless they meet specific criteria. Additional 
details can be found in the Eligible Dependents section 
of this Guide. 

Qualifying Life Events
When one of the following events occurs, you have 31 days 
from the date of the event to log in to Workday and complete 
the applicable benefit change. 

• Change in your legal marital status (marriage, divorce  
or legal separation)

• Change in the number of your dependents (for example, 
through birth or adoption, or if a child is no longer  
an eligible dependent)

• Change in your spouse’s employment status (resulting  
in a loss or gain of coverage)

• Change in your employment status from full time to 
part time, or part time to full time, resulting in a gain  
or loss of coverage

• Entitlement to Medicare or Medicaid

• Change in your address or location that may affect the 
coverage for which you are eligible

Your change in coverage must be consistent with your change 
in status.

YOU CANNOT CHANGE YOUR BENEFIT SELECTIONS  
during the Plan Year unless you have a Qualifying Life Event,  

such as a change in your marital status.

T
IP

N O T E S 

CURIOUS ABOUT QUALIFYING  

Life Events and how they may affect your coverage?
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Preparing to Enroll
Air Medical Group Holdings provides employees the best 
coverage possible. As a committed partner in your health, 
Air Medical Group Holdings will be absorbing a significant 
amount of the costs. Your share of the contributions for 
Medical, Dental, Vision, HSA, and FSA benefits is deducted 
on a pre-tax basis, which lessens your tax liability.

Please note that employee contributions for medical, dental 
and vision coverage vary depending on the level of coverage 
you select. In general, the more coverage you have, the higher 
your employee contribution will be.

Keep in mind that you may select any combination of 
Medical, Dental and/or Vision Plan coverage categories. 
For example, you could select medical coverage for you and 
your entire family, but select dental and vision coverage 
only for yourself. The only requirement is that you, as an 
eligible employee of Air Medical Group Holdings, must 
elect coverage for yourself in order to elect any dependent 
coverage. You have the option to select coverage from the 
following categories:

• Employee Only

• Employee + Spouse

• Employee + Child(ren)

• Employee + Family

Be sure to have the Social Security numbers and birth dates 
for any eligible dependent(s) that you plan to enroll. You 
cannot enroll your dependent(s) without this information.

How to Enroll

1. ENROLLMENT IS MANDATORY. If you 
do not enroll, you will not have coverage 
for Medical, Dental, Vision, Medical FSA, 
Dependent Care FSA or an HSA Account  
in 2017. 

2. Understand Your Choices 
This Guide contains very useful reference material to 
help you prepare for Annual Enrollment. Keep it handy 
so you can refer to it throughout the year.

3. Review Your Options with Your Family 
Make sure you include any other individuals who will be 
affected by your elections in the decision-making process.

4. Log in to Workday with your  
Username and Password

5. Confirm Your Personal  
and Dependent Information

6. Review Your Existing Coverage  
or Select New Coverage

7. Save Your Elections 
You will need to go through each screen to verify or 
change your elections. Click “Submit” when you have 
completed your elections. Print out your confirmation 
and keep it for your records.
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WELLNESS

From time to time, we all need a little extra advice from a health professional or a gentle nudge  

toward wellness . This is why we offer a health management program to all full-time employees  

through AMGH Fit to Serve (Get Fit) . This benefit is provided to you at no cost and is completely confidential .

The AMGH Fit to Serve (Get Fit) program is personalized to help educate you about your health and how you can improve it.  
It serves as a customized guide, much like a road map, to help you on your journey to wellness. 

New hires: You will have 90 days to obtain the AMGH Fit to Serve (Get Fit) Check (biometric screening) to qualify for the 70% 
Short-Term Disability Benefit and to avoid a $100 per month penalty on your  
medical premiums. Please see separate instructions in your hiring packet. The medical premium penalty will not be removed 
until you have completed your biometric screening.

This Program is full of helpful tools such as:

• Informative Webinars, Programs and Challenges

• Helpful Reminders About Upcoming or Needed Preventive Exams

• BMI and Weight Management Tools

• Customized Calculators

You must complete the AMGH Fit to Serve (Get Fit) biometric screening annually to maintain your 70% Short-Term 
Disability benefit and avoid the $100 per month medical premium penalty. Details on where to get a biometric screening 
are available on the AMGH Fit to Serve (Get Fit) website.

eHealth Screenings at https://www.amghfittoserve.com/en/home/  
Once you log into AMGH Fit to Serve website, click on the Biometric box to be taken directly to eHealth Screenings to schedule 
your biometric test.

EATING RIGHT IS JUST ONE WAY TO MAINTAIN A 
HEALTHY LIFESTYLE. FIND TIPS YOU CAN USE HERE.
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Notice Regarding 
Wellness Program
Propel is a voluntary wellness program available to all employees. The program 
is administered according to federal rules permitting employer-sponsored 
wellness programs that seek to improve employee health or prevent disease, 
including the Americans with Disabilities Act of 1990, the Genetic Information 
Nondiscrimination Act of 2008, and the Health Insurance Portability and 
Accountability Act, as applicable, among others. If you choose to participate 
in the wellness program you will be asked to complete a voluntary health 
risk assessment or “HRA” that asks a series of questions about your health-
related activities and behaviors and whether you have or had certain medical 
conditions (e.g., cancer, diabetes, or heart disease). You will also be asked to 
complete a biometric screening, which will include a blood test for which will 
include a blood test for total cholesterol, HDL, LDL, triglycerides and glucose. 
You are not required to complete the HRA or to participate in the blood test or 
other medical examinations.

However, employees who choose to participate in the wellness program will 
receive an incentive of an incentive of a 70% Short-term Disability Benefit and 
will avoid $100 per month penalty. Although you are not required to complete 
the HRA or participate in the biometric screening, only employees who do so 
will receive [the incentive].

Additional incentives may be available for employees who participate in 
certain health-related activities or achieve certain health outcomes. If you 
are unable to participate in any of the health-related activities or achieve any 
of the health outcomes required to earn an incentive, you may be entitled to 
a reasonable accommodation or an alternative standard. You may request a 
reasonable accommodation or an alternative standard by contacting Mairead 
Callahan RD, CPT at mchallahan@propelwellness.com.

The information from your HRA and the results from your biometric screening 
will be used to provide you with information to help you understand your 
current health and potential risks, and may also be used to offer you services 
through the wellness program, such as such as wellness programming and 
content. You also are encouraged to share your results or concerns with your 
own doctor.

Protections from Disclosure of Medical Information
We are required by law to maintain the privacy and security of your personally 
identifiable health information. Although the wellness program and Air 
Medical Group Holdings, Inc. may use aggregate information it collects to 
design a program based on identified health risks in the workplace, Propel 
will never disclose any of your personal information either publicly or to 
the employer, except as necessary to respond to a request from you for a 
reasonable accommodation needed to participate in the wellness program, or 
as expressly permitted by law. Medical information that personally identifies 
you that is provided in connection with the wellness program will not be 
provided to your supervisors or managers and may never be used to make 
decisions regarding your employment.

Your health information will not be sold, exchanged, transferred, or otherwise 
disclosed except to the extent permitted by law to carry out specific activities 
related to the wellness program, and you will not be asked or required to waive 
the confidentiality of your health information as a condition of participating 
in the wellness program or receiving an incentive. Anyone who receives your 
information for purposes of providing you services as part of the wellness 
program will abide by the same confidentiality requirements. Your Personally 

identifiable health information may be shared with Lockton Companies, in 
order to provide you with services under the wellness program.

In addition, all medical information obtained through the wellness program 
will be maintained separate from your personnel records, information stored 
electronically will be encrypted, and no information you provide as part 
of the wellness program will be used in making any employment decision. 
Appropriate precautions will be taken to avoid any data breach, and in the 
event a data breach occurs involving information you provide in connection 
with the wellness program, we will notify you immediately.

You may not be discriminated against in employment because of the medical 
information you provide as part of participating in the wellness program, nor 
may you be subjected to retaliation if you choose not to participate.

If you have questions or concerns regarding this notice, or about protections 
against discrimination and retaliation, please contact Human Resources at 
972-829-8350.
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MEDICAL BENEFITS

Our medical coverage helps you maintain your well-being through preventive care and access to an  

extensive network of providers, as well as affordable prescription medication . Medical benefits are  

offered through Blue Cross and Blue Shield of Texas . It is up to you to choose the Plan that best  

matches your needs . Please keep in mind that the option you elect will be in place for all of the  

2017 Plan Year, unless you have a Qualifying Life Event .

Medical Premiums
Premium contributions for Medical will be deducted from your paycheck on a pre-tax basis. Your level of coverage will 
determine your biweekly premiums. Air Medical Group Holdings will still offer the Non-Tobacco Credit, which is $11.54 
biweekly. You may also be subject to a wellness premium penalty if you do not participate in the Fit to Serve wellness program. 
This penalty is $46.15 per paycheck and is reflected in the chart below. Please see page 9 for additional details. Non-Tobacco 
Credit and Wellness Penalty only apply to medical premiums. BELOW RATES INCLUDE WELLNESS PENALTY.

PPO 750 PPO 2500 HSA KAISER*

BIWEEKLY CONTRIBUTIONS

Employee Only $98.00 $83.75 $65.59 $63.12

Employee + Spouse $248.88 $159.98 $97.99 $211.89

Employee + Child(ren) $238.94 $155.02 $85.02 $169.73

Employee + Family $274.09 $174.83 $110.95 $295.73

*PLEASE NOTE: The Kaiser HMO plan is only a medical benefit offering to certain REACH locations in California.

How to Find a Provider
To see a current list of Blue Cross and Blue Shield of Texas network providers online, go to www.bcbstx.com. If you do not have 
internet access, please call Blue Cross and Blue Shield of Texas Customer Care at 800-521-2227 for assistance. 
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SAVE MONEY BY SEEING IN-NETWORK
physicians and taking advantage of preventive care  

services offered by your Plan.

T
IP

Medical Plan Summary
The chart below gives a summary of the 2017 medical coverage provided by Blue Cross and Blue Shield of Texas and Kaiser. All 
covered services are subject to medical necessity as determined by the Plan. Please be aware that all out-of-network services are 
subject to Reasonable and Customary (R&C) limitations.

Health Care Cost Transparency
Consumer driven health care and tools such as Flexible Spending Accounts have helped put the power of health care 
spending in consumers’ hands. This means you have control over how your health care dollars are spent. Through BCBSTX 
you have access to a variety of tools, including the Benefit Value Advisor, Blue Distinction Centers ($250 credit if you use 
one of these facilities), and the Diabetic Program. But with the cost of services varying widely even within the same network 
and geographic area, how can you be sure you’re getting the most bang for your health care buck? Enter Health Care 
Cost Transparency tools. These online tools, which are available through BCBSTX, allow consumers to compare costs for 
everything from prescription drugs to major surgeries. To access these tools, visit www.bcbstx.com; once you log in, click on 
the Blue Access link. In this link you are able to view coverage details, claims information, balances and more.

PPO 750 PPO 2500 HSA KAISER**

IN-NETWORK OUT-OF-
NETWORK IN-NETWORK OUT-OF-

NETWORK IN-NETWORK OUT-OF-
NETWORK IN-NETWORK

CALENDAR YEAR DEDUCTIBLE

Individual $750 $5,000 $2,500 $5,000 $4,000 $5,000 None

Family $1,500 $10,000 $5,000 $10,000 $8,000 $10,000 None

Coinsurance (Plan 
Pays) 80%* 50%* 70%* 50%* 100%* 50%* None

CALENDAR YEAR OUT-OF-POCKET MAXIMUM (MAXIMUM INCLUDES DEDUCTIBLE)

Individual $5,000 $10,000 $5,000 $10,000 $4,000 $10,000 $1,500

Family $10,000 $20,000 $10,000 $20,000 $8,000 $20,000 $3,000

Lifetime Maximum Unlimited Unlimited Unlimited Unlimited

COPAYS/COINSURANCE

Outpatient Services 20%* 50%* 30%* 50%* 0%* 50%* $20 copay

Specialist Services 20%* 50%* 30%* 50%* 0%* 50%* $20 copay

Preventive Care
No deductible/

copay/
coinsurance

No deductible/
copay/

coinsurance

No deductible/
copay/

coinsurance

No deductible/
copay/

coinsurance

No deductible/
copay/

coinsurance

No deductible/
copay/

coinsurance

No deductible/
copay/

coinsurance

Urgent Care 20%* 50%* 30%* 50%* 0%* 50%* $20 copay

Emergency Room 20%* 20%* 30%* 30%* 0%* 0%* $50 copay

*After Deductible 
**PLEASE NOTE: The Kaiser HMO plan is only a medical benefit offering to certain REACH locations in California.

VISIT YOUR MEDICAL CARRIER 
FOR ADDITIONAL PLAN DETAILS.
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PHARMACY

Prescription Drug Coverage for Medical Plans
Our Prescription Drug Program is coordinated through Blue Cross and Blue Shield of Texas. You can find information on 
your benefits coverage and search for network pharmacies by logging on to www.bcbstx.com or calling the Customer Care 
number on your ID Card.

Your cost is determined by the tier assigned to the prescription drug product. All products on the list are assigned as  
Tier 1, Tier 2 or Tier 3.

Beginning January 1, 2017, all prescription drug copays will apply to the out-of-pocket maximum.

PPO 750 PPO 2500 HSA KAISER
IN-NETWORK OUT-OF-NETWORK IN-NETWORK OUT-OF-NETWORK IN-NETWORK OUT-OF-NETWORK IN-NETWORK

Rx Deductible
$150 Per Individual;  

$450 per family. Deductible does not 
apply to Tier 1 prescriptions.

$150 Per Individual;  
$450 per family. Deductible does not 

apply to Tier 1 prescriptions.
Medical deductible applies None

RETAIL RX (30-DAY SUPPLY)
Tier 1 $15 Not covered $15 Not Covered

Maintenance medications  
are covered at 100%*

$15

Tier 2 $35 Not covered $35 Not Covered $35

Tier 3 $70 Not covered $70 Not Covered Not Covered

Specialty 
Medications $150 N/A $150 N/A Not Covered

MAIL ORDER RX (90-DAY SUPPLY)
Tier 1 $30 N/A $30 N/A

Maintenance medications  
are covered at 100%*

$30

Tier 2 $70 N/A $70 N/A $70

Tier 3 $140 N/A $140 N/A Not Covered

*All other prescription costs will be applied to the HSA medical deductible.
Note: You may find it more cost effective to utilize the $4/$10 generic program available at many pharmacies. 

You may also obtain a 90-day supply at retail. You will need to pay the 30-day supply copay times three.

Specialty medications must be obtained through PrimeRx. They will no longer be available through a retail pharmacy. The 
copay will be $150 per prescription. To order or transfer a specialty Medication or for more information, 
please call 877-627-MEDS (6337).

If your doctor indicates you may be dispensed a generic medication but you prefer a brand medication, you will have to pay 
the difference between the cost of the brand and the generic along with the applicable brand copay.

Please review the REQUIRED NOTICES at the back of your enrollment booklet for important information regarding the 
HSA Plan; this coverage is considered Non-Creditable Coverage. This is important to you because it could mean that you 
may pay a higher premium (penalty) if you do not join a Medicare drug plan when you first become eligible.
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Q & A
G E N E R I C  D R U G S : 
Questions & Answers
WHAT IS A GENERIC DRUG?

When a new, FDA-approved drug goes on the market, it may have patent or exclusivity protection 
that enables the manufacturer to sell the drug exclusively for a period of time. When those expire  
or no longer serve as a barrier to approval, other companies can make it in generic form.

ARE GENERIC DRUGS AS EFFECTIVE AS BRAND-NAME DRUGS?

Yes. A generic drug is the same as a brand-name drug in dosage, safety, strength, quality,  
the way it works, the way it is taken and the way it should be used. The FDA requires generic  
drugs have the same high quality, strength, purity and stability as brand-name drugs.

ARE GENERIC DRUGS AS SAFE AS BRAND-NAME DRUGS?

Yes. The FDA must approve the generic drug before it can be marketed.

ARE GENERIC DRUGS THAT MUCH CHEAPER THAN BRAND-NAME MEDICATIONS?

Yes. On average, the cost of a generic drug is 80 to 85% lower than the brand-name equivalent.

IS THERE A GENERIC EQUIVALENT FOR MY BRAND-NAME DRUG?

To find out if there is a generic equivalent for your brand-name drug, visit www.fda.gov  
to view a catalog of FDA-approved drug products, as well as drug labeling information.

HOW DOES PRIME THERAPEUTICS TREAT SINGLE-SOURCE GENERICS (ONLY ONE 
MANUFACTURER)? 

Prime Therapeutics treats single-source generics as a Tier 2 medication, not a generic, so you will 
have a higher copay.

Source: www.fda.gov

NEED ADDITIONAL 
GENERIC DRUG FACTS?
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MEET OUR DOCTORS

Teladoc is simply a new way to access 
qualified doctors. All Teladoc doctors:

•  Are practicing PCPs, pediatricians, 
and family medicine physicians

•  Average 15 years experience
•  Are U.S. board-certified and  

licensed in your state
•  Are credentialed every three years, 

meeting NCQA standards

GET THE CARE YOU NEED

Teladoc doctors can treat many 
medical conditions, including:

•  Cold & flu symptoms
•  Allergies
•  Bronchitis
•  Urinary tract infection
•  Respiratory infection
•  Sinus problems
•  And more!

WHEN CAN I USE TELADOC?

Teladoc does not replace your primary 
care physician. It is a convenient and 
affordable option for quality care.

•  When you need care now
•  If you’re considering the ER or 

urgent care center for a non-
emergency issue

•  On vacation, on a business trip, or 
away from home

•  For short-term prescription refills

10E-100A

With your consent, Teladoc is happy to provide information about your Teladoc consult to your primary care physician.

Facebook.com/Teladoc Teladoc.com/mobile

Teladoc® gives you 24/7/365 access to U.S. board-certified doctors through 
the convenience of phone or video consults. It's an affordable alternative to 
costly urgent care and ER visits when you need care now.  

Talk to a 

Talk to a doctor anytime for $45 

© 2015 Teladoc, Inc. All rights reserved. Teladoc and the Teladoc logo are trademarks of Teladoc, Inc. and may not be used without written permission. Teladoc does not replace the primary care 
physician. Teladoc does not guarantee that a prescription will be written. Teladoc operates subject to state regulation and may not be available in certain states. Teladoc does not prescribe DEA 
controlled substances, non therapeutic drugs and certain other drugs which may be harmful because of their potential for abuse. Teladoc physicians reserve the right to deny care for potential misuse 
of services. Teladoc phone consultations are available 24 hours, 7 days a week while video consultations are available during the hours of 7am to 9pm, 7 days a week. 

Teladoc.com 1-800-Teladoc (835-2362) 

anytime 



Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,  
an Independent Licensee of the Blue Cross and Blue Shield Association

Choosing the  
Right Care for You  
and Your Family
Tiered Benefit Product for Members

Blue Distinction Centers (BDCs) have demonstrated 
expertise in delivering clinically proven specialty 
health care. The goal is to help you find consistent 
specialty care, while encouraging health care 
professionals to improve the overall quality and 

delivery of care nationwide.

When you choose to receive health care services at a 
BDC, you will receive a $250 credit toward your share 
of the cost. BDCs for the following specialty health 
care services are available:

•  Blue Distinction® Centers for Cardiac Care –  
Provide inpatient cardiac care, cardiac rehabilitation, 
cardiac catheterization and cardiac surgery.

•  Blue Distinction® Centers for Transplants –  
Provide transplant services that may include 
global pricing, financial savings analysis and global 
claims administration and support services.

•  Blue Distinction® Centers for Complex and 
Rare Cancers – Provide inpatient cancer care 
programs for adults, including treating complex 
and rare subtypes of cancer. Care is delivered by 
multidisciplinary teams with subspecialty training 
and distinguished clinical expertise, focused on 
treatment planning and complex, major surgical 
treatments.

•  Blue Distinction® Centers for Knee and Hip 
Replacement – Provide inpatient knee and hip 
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procedures.

Blue Distinction® Center +
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Blue Distinction® Center
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Calling a Benefits Value Advisor before you schedule your next  
procedure may result in big savings for you.1

Your Benefits Value Advisor can:

•	 Help	compare	costs	at	different	providers

•	 Help	schedule	your	appointment

•	 Help	with	pre-certification

•	 Tell	you	about	online	educational	tools

Cost comparison for a knee MRI

Provider A: $375* Provider B: $2,780*

Which provider will you choose?	The	same	procedure	performed	in	the	
same	area	by	different	providers	can	vary	in	cost	by	$2,400.

*Allowable in-network cost data from Tarrant County. Costs are examples and may not be the same for every member’s situation.

1. Benefits Value Advisors offer cost estimates for various providers, facilities and procedures. Lower pricing and cost savings are 
dependent on the provider or facility of your choosing.

Member communications and information from Benefits Value Advisors are not meant to replace the advice of health care 
professionals. Members are encouraged to seek the advice of their doctors to discuss their health care needs. Decisions regarding 
course and place of treatment remain with the member and his or her health care providers. Cost estimates are just an estimate. 
In addition to your usual deductibles, copayments and/or coinsurance, the actual cost of the services may vary based on a number 
of factors including the date of service, the actual procedure performed and what services were billed by the provider and your 
particular benefit plan. Coverage is subject to the limitations, exclusions and terms of your plan.

	Ready		
			for	your		
close	up?

Call	a	Benefits Value Advisor	
to	get	the	big	picture	on	your	next	imaging	
(MRI,	CAT	or	CT	scan)	procedure.

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,  
an Independent Licensee of the Blue Cross and Blue Shield Association 727251.0814

bcbstx.com One call may result in big savings! Call the number on the back
of your member ID card before your next procedure.



Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,  
an Independent Licensee of the Blue Cross and Blue Shield Association
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Hospitals with expertise  
in specialty care

To learn more about Blue Distinction, visit  
bcbs.com/why-bcbs/blue-distinction/ or call the 

Customer Service number on the back of your 

member ID card.

High Quality, Lower Cost

Choosing a BDC or a BDC+ facility may help you 

achieve a better outcome and, depending on your 

specific plan, lower out-of-pocket costs*.  When you 

use a BDC for your specialty care, you will receive 

the highest level of benefits and reassurance 

that the facility has a record of providing proven, 

effective care. When travel is required to receive 

care at a BDC facility, the plan will pay for travel 

and lodging for family members according to plan 

benefits. There is $10,000 lifetime maximum 

benefit per family member for travel and lodging.

The Blue Distinction Center Tiered Benefit product 

offers the highest level of benefits when you visit a 

Blue Distinction Center for the following conditions: 

Specialty Program BDC BDC+

Cardiac Care • •
Complex and Rare Cancers • •
Knee and Hip Replacement • •
Spine Surgery • •
Transplants • •

 • Now Available     • Coming Soon

Although your plan may require you to receive 

treatment at a BDC or BDC+ to get the highest level 

of benefits, you may still be covered at a non-BDC, 

but your out-of-pocket costs will usually be higher. 

Additional benefits of using a BDC include:

Nationwide Access

Because BDCs provide quality care in a variety of 

specialties, you can choose the facility that best fits 

your needs. There are approximately 1,900 BDCs 

available nationally. To find a BDC near you, visit 

the Blue Cross and Blue Shield of Texas (BCBSTX) 

Provider Finder® tool.

• Go to bcbstx.com

• Click on Find A Doctor

• Select Search by Provider Type

• Select State

• Select Health Plan

• Select Provider Type

No Claims to File

When you receive care at a Blue Distinction Center, 

you usually won’t have to file claims. Be sure to 

show your member ID card to your Blue Distinction 

provider. This card provides information about 

copayments and billing.

*Costs vary. Please refer to your benefit booklet for details.

Note: Designation as Blue Distinction Centers means these facilities’ overall experience and aggregate data met objective criteria established in collaboration with expert clinicians’ and leading professional 
organizations’ recommendations. Individual outcomes may vary. To find out which services are covered under your policy at any facilities, please call your local Blue Cross and Blue Shield Plan; and call your 
provider before making an appointment, to verify the most current info rmation on their Network participation status. Neither Blue Cross and Blue Shield Association nor any of its licensees are responsible for any 
damages, losses, or non-covered charges that may result from receiving care from a provider designated as a Blue Distinction Center. 

732626.1016

bcbstx.com



Call 888-421-7781, 
8 a.m. – 6:30 p.m., CT, 
to enroll or ask questions 
about the program.

The Special Beginnings maternity program 
supports you from early pregnancy until six 
weeks after delivery.  An experienced Blue 
Cross and Blue Shield of Texas staff member 
will contact you and:

•  Ask you questions to determine what 
support you will need

•  Send you information, including a book about 
having a healthy pregnancy and baby

•  Answer any questions you have and help you 
plan your care with your doctor

•  Assist you with managing high-risk 
conditions such as gestational diabetes and 
preeclampsia

Visit the Special Beginnings website to view 
a video library and week-by-week pregnancy 
information. To access the site log into Blue 
Access for MembersSM (BAM) by visiting 
bcbstx.com and click on the “My Health” tab. 

Take good care of yourself and your baby – join 
Special Beginnings today!

It’s free, easy and confidential. 

Special Beginnings is not a substitute for professional 
medical guidance. Regular visits are important for your 
care. With your consent, the information we receive from 
you is shared with your physician to better coordinate your 
care. Be sure to discuss any health concerns with your 
physician.

A Division of Health Care Service Corporation, a Mutual Legal 
Reserve Company, an Independent Licensee of the Blue Cross and 
Blue Shield Association

727802.0615

Give your baby 
a healthy start.

It is never too early to start taking care of your baby. That’s why you 
should join the Special Beginnings program as soon as you know you 
are pregnant.

Special Beginnings®

Hospitals with expertise  
in specialty care

To learn more about Blue Distinction, visit  
bcbs.com/why-bcbs/blue-distinction/ or call the 

Customer Service number on the back of your 

member ID card.

High Quality, Lower Cost

Choosing a BDC or a BDC+ facility may help you 

achieve a better outcome and, depending on your 

specific plan, lower out-of-pocket costs*.  When you 

use a BDC for your specialty care, you will receive 

the highest level of benefits and reassurance 

that the facility has a record of providing proven, 

effective care. When travel is required to receive 

care at a BDC facility, the plan will pay for travel 

and lodging for family members according to plan 

benefits. There is $10,000 lifetime maximum 

benefit per family member for travel and lodging.

The Blue Distinction Center Tiered Benefit product 

offers the highest level of benefits when you visit a 

Blue Distinction Center for the following conditions: 

Specialty Program BDC BDC+

Cardiac Care • •
Complex and Rare Cancers • •
Knee and Hip Replacement • •
Spine Surgery • •
Transplants • •

 • Now Available     • Coming Soon

Although your plan may require you to receive 

treatment at a BDC or BDC+ to get the highest level 

of benefits, you may still be covered at a non-BDC, 

but your out-of-pocket costs will usually be higher. 

Additional benefits of using a BDC include:

Nationwide Access

Because BDCs provide quality care in a variety of 

specialties, you can choose the facility that best fits 

your needs. There are approximately 1,900 BDCs 

available nationally. To find a BDC near you, visit 

the Blue Cross and Blue Shield of Texas (BCBSTX) 

Provider Finder® tool.

• Go to bcbstx.com

• Click on Find A Doctor

• Select Search by Provider Type

• Select State

• Select Health Plan

• Select Provider Type

No Claims to File

When you receive care at a Blue Distinction Center, 

you usually won’t have to file claims. Be sure to 

show your member ID card to your Blue Distinction 

provider. This card provides information about 

copayments and billing.

*Costs vary. Please refer to your benefit booklet for details.

Note: Designation as Blue Distinction Centers means these facilities’ overall experience and aggregate data met objective criteria established in collaboration with expert clinicians’ and leading professional 
organizations’ recommendations. Individual outcomes may vary. To find out which services are covered under your policy at any facilities, please call your local Blue Cross and Blue Shield Plan; and call your 
provider before making an appointment, to verify the most current info rmation on their Network participation status. Neither Blue Cross and Blue Shield Association nor any of its licensees are responsible for any 
damages, losses, or non-covered charges that may result from receiving care from a provider designated as a Blue Distinction Center. 

732626.1016

bcbstx.com



Did you know that prices for the same quality medical services can differ by thousands of dollars within the 

same region and health plan network? Blue Cross and Blue Shield of Texas (BCBSTX) is excited to introduce 

Member Rewards—a new program, administered by Vitals1, that offers cash rewards when a lower-cost, 

quality provider is selected from several possibilities.  

•  Compare it to where you park your car—the $30 lot or the $15 one just a few blocks away.

•  Member Rewards allows you to shop for your health care services in a similar way, and as the following 

examples show, the differences can be significant.

•  Best of all—shopping with Member Rewards could minimize your out-of-pocket costs and help give you a  

cash reward.

Most of us look for value when we’re shopping—why not apply this practice to shopping for health care 

services? Member Rewards uses Provider Finder® to help you reduce costs and take more control of your 

health care financial decisions.

Same Procedure, Different Cost and Potential Cash in Your Pocket!  

$$$$$$

Medical Procedure2 Cost Variance Provider A Cost Provider B Cost Provider C Cost

MRI of the Brain $682 to $3,849 $682 $2,723 $3,849

Knee Replacement $17,003 to $61,980 $17,003 $47,617 $61,980

2 Examples shown are for specific locations and time periods and are not intended to represent costs for procedures in your area.

Key Features

What Is the Member Rewards Program?
Member Rewards—combined with Provider Finder, our nationwide database of independently contracted 

health care providers—can help you:

•  Compare costs and quality for numerous procedures.

•  Estimate out-of-pocket costs.

•  Earn cash while shopping for care.

•  Save money and make the most efficient use of your health care benefits.

•  Consider treatment decisions with your doctors. 

How Does It Work?
1.  A network doctor recommends a medical service or procedure.

2.  Search online through Provider Finder at bcbstx.com, choose  

from your options and you may earn a cash reward.

3.  Complete the procedure.

4.     Program administrator, Vitals, will verify the provider/location.

5.      If you selected an eligible facility, you will receive a check  

within 4 - 6 weeks.

3   To report miscellaneous income, you’ll receive an annual tax statement from Vitals. If a member receives a cash reward of $600 or greater in one calendar year, 
the appropriate tax document will be sent to the member to file with the Internal Revenue Service.

Cash Rewards
• It’s easy to understand how much you could save with a reward option, based on location.

• After verification, Vitals will send you any earned reward check.3

Ease of Shopping
•  You can quickly find the information you need to help you choose a facility or service.

•  Member Rewards is available via computer, smartphone and other mobile devices.

Member Outreach
•  Email alerts notify you of savings opportunities.

•  You receive communication about your claims and demographics to help inform  
your decisions.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

1Vitals is an independent company that administers the Member Rewards program for Blue Cross and Blue Shield of Texas (BCBSTX).

BCBSTX makes no endorsement, representation or warranty regarding Vitals’ administration of the Member Rewards program. Information received through the Member Rewards program is not 
meant to replace advice of a health care professional, and decisions regarding course and place of treatment remain with the member and his or her health care provider. Eligibility for rewards is 
subject to terms and conditions of the Member Rewards program.        

              731765.0516
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The Naturally Slim® program has the secret 
to lasting weight loss and it doesn’t include 
starving, counting calories or eating diet food. 
This simple, online program helps you change 
how you eat instead of what you eat. Plus, it 
will help you reduce your chances of getting a 
serious disease, like diabetes or heart disease, 
and increase your chance at living a longer, 
healthier life. 

Eat what you love AND improve your health! 
FINALLY! And, Naturally Slim is being offered at 
no cost to you.

Thousands of people have completed the 
Naturally Slim program and achieved their goals, 
and most importantly, kept the weight off. You 
can, too!

some people can eat  
whatever they want and  
not gain weight?
Finally… You don’t have to give up 
the foods you love! 

Ever wonder why

Coming in 2017!  
Be on the lookout for  
information on how to 
enroll in the new year. 



FIX PAIN FAST! NEW HEALTH PLAN BENEFIT

For all employees and dependents on the health plan offered by Air Medical

Airrosti providers are
experts at diagnosing
and rapidly resolving the
source of your injury.

Each patient receives one full
hour of assessment, diagnosis,
treatment, and education designed
to eliminate the pain associated
with many common conditions,
allowing you to quickly and safely
return to activity - usually within
3 visits (based on patient-reported
outcomes).

(800) 404-6050 | AIRROSTI.COM

Schedule Your Appointment Today!

3.2
visits average to
complete injury

resolution*

*Based on patient reported outcomes

40%
THE AVERAGE COST

OF

OTHER CARE*

MKT0293 8-8-16

Airrosti is an in-network benefit for members on the BCBS plan!

*

*Airrosti is OON in Virginia for any BCBS plan

Airrosti serves multiple
major markets in

FIVE
STATES



 
 
 
 
 
Current locations 
http://www .airrosti .com/locations/



DENTAL BENEFITS

Routine preventive care such as regular dental checkups can help lower your risk of stroke and heart disease . 

Air Medical Group Holdings’s dental coverage will provide you and your family affordable options for overall 

health . Coverage is available from Delta Dental .

Network Dentists
Your Plan’s in-network dentists have agreed to charge lower fees, which helps keep money in your pocket. If you choose to use a 
dentist who doesn’t participate in your Plan’s network, your out-of-pocket costs will be higher, and you are subject to any charges 
beyond the Reasonable and Customary (R&C). To find a network dentist, visit Delta Dental at www.deltadentalins.com.

Dental Plan Summary
Dental Plan benefits are available to you on a voluntary basis. The chart below gives a summary of the 2017 dental coverage provided 
by Delta Dental. All out-of-network services are subject to Reasonable and Customary (R&C) limitations.

DELTA DENTAL PPO

BIWEEKLY CONTRIBUTIONS

Employee Only $13.61

Employee + Spouse $28.57

Employee + Child(ren) $25.16

Employee + Family $49.66
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Dental Plan Summary
Dental Plan benefits are available to you on a voluntary basis. The chart below gives a summary of the 2017 dental coverage 
provided by Delta Dental. All out-of-network services are subject to Reasonable and Customary (R&C) limitations.

DELTA DENTAL PPO
IN-NETWORK & OUT-OF-NETWORK

CALENDAR YEAR DEDUCTIBLE

Individual $50

Family $150

CALENDAR YEAR MAXIMUM

Per Person $2,000

COVERED SERVICES

Preventive Services
Oral Evaluation, Bitewings, Prophylaxis, Fluoride Treatments, 

Sealants, Consultations, Space Maintainers
No copay/coinsurance

Basic Services
Amalgam or Composite Resin Restoration, Filling, Oral Surgery, 

Endodontic, Periodontal
20%*

Major Services
Prosthodontics, Crowns, Inlays, Onlays, Dental Implants 50%*

Orthodontics
Dependent Child(ren) Only to age 19 only 50%

Orthodontic Lifetime Maximum $2,000

*After Deductible

Please note: There is a 12-month waiting period before orthodontic services are covered.

BRUSH UP ON 
DENTAL CARE.

DAILY CLEANING AND REGULAR VISITS 
to the dentist’s office will help prevent unwanted health concerns 

and medical procedures, saving you time and money in the long run.T
IP
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VISION BENEFITS

If you wear glasses or contacts, chances are you already have a steady appointment with an eye doctor . But 

even those with perfect eyesight should have their vision checked on a regular basis . To ensure that you and 

your family have access to quality vision care, Air Medical Group Holdings offers a comprehensive vision 

benefit provided by VSP .

Vision Premiums
Premium contributions for Vision will be deducted from your paycheck on a pre-tax basis.  
Your tier of coverage will determine your biweekly premium.

VSP

BIWEEKLY CONTRIBUTIONS

Employee Only $3.03

Employee + Spouse $4.85

Employee + Child(ren) $4.95

Employee + Family $7.98
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KEEP YOUR SIGHTS 
ON HEALTHY VISION.

Vision Plan Summary
Vision Plan benefits are available to you on a voluntary basis. The chart below gives a summary of the 2017 vision coverage 
provided by VSP. All out-of-network services are subject to Reasonable and Customary (R&C) limitations. In-network 
copayments are paid directly to the provider. Out-of-network services will be reimbursed up to the scheduled amounts below.

VSP

IN-NETWORK OUT-OF-NETWORK

COVERED MATERIALS

LENSES

Single Vision Lenses Included in copay Up to $30

Bifocal Lenses Included in copay Up to $50

Trifocal Lenses Included in copay Up to $65

FRAMES

Retail Frame Equivalent $130 allowance Up to $70

CONTACT LENSES

Necessary $130 allowance Up to $319

Elective $130 allowance Up to $115

COPAYS

Examination $10 Up to $68

Materials $25 See Lenses Section

BENEFIT FREQUENCY

Examination Once every 12 months

Lenses Once every 12 months

Frames Once every 24 months

Contacts (in lieu of Lenses and Frames) Once every 12 months

ACCORDING TO THE CENTERS FOR DISEASE CONTROL 
and Prevention, an estimated 61 million American adults are at high risk 

for serious vision loss, but only half visited an eye doctor 

in the past 12 months.

T
IP
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HEALTH SAVINGS ACCOUNT (HSA)

Take charge of your health care spending with a Health Savings Account (HSA) . Contributions to an HSA 

are tax-free, and no matter what, the money in the account is yours . Use it to pay for eligible medical 

expenses when you are enrolled in a qualified HSA .

Your HSA can be used for qualified expenses, including those 
of your spouse and/or dependent(s), even if they are  
not covered by your Plan. 

HSABank will issue you a debit card, giving you direct access 
to your account balance. When you have a qualified medical 
expense, you can use your debit card to pay. You must have 
a balance to use your debit card. There are no receipts to 
submit for reimbursement. However, you should retain 
receipts as recommended by the IRS in case you are audited.

Eligible expenses include doctors’ office visits, eye exams, 
prescription expenses and LASIK surgery. IRS Publication 
502 provides a complete list of eligible expenses and can be 
found on www.irs.gov.

Eligibility
You are eligible to open and fund an HSA if: 

• You are enrolled in an HSA-eligible plan.

• You are not covered by your spouse’s health plan, 
Health Care Flexible Spending Account or Health 
Reimbursement Account.

• You are not eligible to be claimed as a dependent on 
someone else’s tax return.

• You are not enrolled in Medicare or TRICARE insurance.

• You have not received Veterans Administration  
medical benefits.

• You are not enrolled in a Health Care Flexible Spending 
Account (FSA).
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Individually Owned Account
You own and administer your Health Savings Account. You 
determine how much you’ll contribute to the account, when to 
use the money to pay for qualified medical expenses, and when 
to reimburse yourself. HSAs allow you to save and roll over 
money if you do not spend it in the calendar year. The money in 
this account is portable, even if you change plans or jobs.  
There are no vesting requirements or forfeiture provisions.

How to Enroll
You must elect the HSA Medical Plan through Air Medical Group 
Holdings. HSA contributions are indicated during enrollment in 
Workday. You will designate the amount you wish to contribute 
on a pre-tax basis. You may change this enrollment at any time 
during the year. 

Air Medical Group Holdings will establish an HSA account in 
your name at HSABank. Contributions will be sent after  
each payroll.

You may roll over funds from another HSA. For more 
information, please contact HSABank online at  
www.hsabank.com or via phone at 800-357-6246.

You may not participate in an HSA account if you 
are enrolled in a Health Care Flexible Spending 

Account (FSA).

Maximize Your Tax Savings
Contributions to an HSA are tax-free (they can be made through 
payroll deduction on a pre-tax basis when you open an account 
with HSABank). The money in this account (including interest 
and investment earnings) grows tax-free. As long as the funds are 
used to pay for qualified medical expenses, they are spent tax-free.

HSA Funding Limits
Each year, the IRS places a limit on the maximum amount that can 
be contributed to HSA accounts. For 2017, contributions (which 
include any employer contribution) are limited to the following:

HSA FUNDING LIMITS

Individual $3400

Family $6,750

Catch-Up Contribution (ages 55+) $1,000

Air Medical Group Holdings will provide an employer  
matching HSA contribution that will be deposited on a  
per pay period basis.

EMPLOYER HSA MATCHING CONTRIBUTION

Individual $500
 
 

FUNDS IN YOUR HSA WILL ROLL OVER  
from year to year, allowing you to save money  

for future medical expenses.T
IP
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FLEXIBLE SPENDING ACCOUNTS (FSA)

Flexible Spending Accounts (FSAs) allow you to set aside pre-tax payroll deductions to pay for  

out-of-pocket health care expenses such as deductibles, copays and coinsurance, as well as 

dependent care expenses . Please note: You cannot participate in both an HSA and Health Care FSA .

Health Care  
Flexible Spending Account
You can contribute up to $2,550 for qualified medical 
expenses with pre-tax dollars, which will reduce the amount 
of your taxable income and increase your take-home pay. You 
can even pay for eligible expenses with an FSA debit card 
at the same time you receive them, allowing you to avoid 
waiting for reimbursement.

Please note: Over-the-counter (OTC) drugs are not eligible for 
reimbursement through an FSA without a doctor’s prescription.

Dependent Care  
Flexible Spending Account
In addition to the Health Care FSA, you may opt to 
participate in the Dependent Care FSA as well—whether or 
not you elect any other benefits. The Dependent Care FSA 

allows you to set aside pre-tax funds to help pay for expenses 
associated with caring for elder or child dependents. Unlike 
the Health Care FSA, reimbursement from your Dependent 
Care FSA is limited to the total amount that is deposited in 
your account at that time.

• With the Dependent Care FSA, you are allowed to set 
aside up to $5,000 to pay for child or elder care expenses 
on a pre-tax basis.

• Eligible dependents include children younger than the 
age of 13 and dependents of any age who are incapable 
of caring for themselves.

• Expenses are reimbursable as long as the provider is not 
anyone considered your dependent for income  
tax purposes.

• In order to be reimbursed, you must provide the tax 
identification number or Social Security number of the 
party providing care.
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MANAGE YOUR ACCOUNT WISELY. 
If you have money remaining in your FSA at the end of the year, 

you forfeit it. In other words: “use it or lose it.”T
IP

Eligible Dependent Care  
Flexible Spending Account Expenses
This account covers dependent day care expenses that are 
necessary for you and your spouse to work or attend school 
full time. The dependent must be a child younger than the 
age of 13 and claimed as a dependent on your federal income 
tax return or a disabled dependent who spends at least eight 
hours a day in your home. 

Examples of eligible dependent care expenses include:

• In-Home Baby-Sitting Services  
(not by an individual you claim as a dependent)

• Care of a Preschool Child by a Licensed Nursery  
or Day Care Provider

• Before- and After-School Care

• Day Camp

• In-House Dependent Day Care

Due to federal regulations, expenses for your domestic 
partner and your domestic partner’s children may not be 
reimbursed under the Flexible Spending Account programs.

How to Use the Account
You may use your FSA debit card at locations such as doctor 
and dentist offices, pharmacies, and vision service providers. 
The card cannot be used at locations that do not offer services 
under the Plan, unless the provider has also complied with 
IRS regulations. Should you attempt to use the card at an 
ineligible location, the swipe transaction will be denied.

Once you incur an eligible expense, submit a claim form 
along with the required documentation. If you have a 
question about a reimbursement, contact HSABank. Should 
you need to submit a receipt, you will receive an email or be 
mailed a receipt notification from HSABank. You should 
always retain a receipt for your records.

General Rules and Restrictions
In exchange for the tax advantages that FSAs offer, the IRS 
has imposed the following rules and restrictions for both 
Health Care and Dependent Care FSAs:

• Your expenses must be incurred during the 2017 Plan Year.

• Your dollars cannot be transferred from one FSA  
to another.

• You must “use it or lose it” — any unused funds will  
be forfeited.

• You cannot participate in Dependent Care FSA and 
claim a dependent care tax deduction at the same time.

• You cannot change your FSA election in the middle of 
the Plan Year unless you experience a Qualifying Life 
Event like marriage, divorce or birth of a child.

While FSA debit cards allow you to pay for services at 
point of sale, they do not remove the IRS regulations for 
substantiation. This means that you must always keep 
receipts and Explanation of Benefits (EOBs) for any debit 
card charges. Failure to provide proof that an expense was 
valid can result in your card being turned off and your 
expense being deemed taxable.

2½ - Month Grace Period
• FSA participants have an additional 2½-month grace 

period of time to incur expenses after the Plan Year end 
(December 31, 2017).

• If an expense is incurred between 12/31/2017, and 
March 15, 2018, AND submitted for reimbursement on 
or before March 31, 2018, any remaining balance in the 
previous Plan Year that ended December 31, 2017, will 
be paid out from the claim, even though the service was 
provided in the NEW Plan Year.

• The 2½-month grace period applies to both the 
Dependent Care and Health Care FSAs.

GRACE PERIOD 2016
Claims incurred between January 1, 2017, 

and March 15, 2017, that will be paid by 

2016 FSA funds will need to be submitted to 

Discovery Benefits.
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GRACE PERIOD 2016
Claims incurred between January 1, 2017, 

and March 15, 2017, that will be paid by 

2016 FSA funds will need to be submitted to 

Discovery Benefits.

SURVIVOR BENEFITS

Discussing what might happen to your family if you were not around to provide for them isn’t always the 

easiest conversation, but it is necessary . Survivor benefits provide financial assistance in an absence, and 

can help you plan for the unexpected . If you have Life insurance now, chances are you can take comfort in 

knowing those who depend on you will be provided for .

N O T E S Basic Life and Accidental Death and 
Dismemberment Insurance
Life and Accidental Death and Dismemberment (AD&D) 
benefits are essential to the financial security of you and your 
family. As such, it is important to understand how your Plan 
works and what benefits you will receive. 

 Air Medical Group Holdings provides employees with 
Basic Life and AD&D insurance through CIGNA, which 
guarantees that loved ones, such as a spouse or other designated 
survivor(s), continue to receive part of an employee’s benefits 
after a death.

Your Basic Life insurance benefit is $50,000, provided at no 
cost to you. You are also provided a company-paid AD&D 
benefit of $50,000. If you are a full-time employee, you 
automatically receive Life and AD&D insurance even  
if you elect to waive other coverage.
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IN GENERAL, THE AMOUNT OF LIFE INSURANCE 
you purchase should cover living, personal and household  

expenses for your family for at least a year.T
IP

401(k) beneficiaries MUST be designated 

at MassMutual, not in Workday.

Beneficiary Designation
A beneficiary is the person you designate to receive your 
Life insurance benefits in the event of your death. This 
includes any benefits payable under Basic Life offered 
by Air Medical Group Holdings. Benefits payable for 
a dependent’s death under the CIGNA insurance are 
payable to you.

It is important that your beneficiary designation is clear  
so that there will be no question as to your intentions.  
It is also important that you name a primary and contingent 
(optional) beneficiary. Beneficiaries are designated in 
Workday. You may change this designation at any time. 
When naming your beneficiary(ies), please indicate their 
full name, address, Social Security number, relationship, 
date of birth and distribution percentage.

If you name more than one beneficiary with unequal shares, 
 please show the amount of insurance to be paid to each 
beneficiary in percentages. 

For example:
PRIMARY CONTINGENT

Mary J. Doe, 
Wife (34%)

Jane Doe, 
 Daughter (33%) 

John Doe,  
Son (33%)

Joseph W. Doe,  
Son (50%) 
Jane Doe, 

 Daughter (50%)
OR

Estate of the Insured 
(100%)

If you need assistance, contact Human Resources  
or your own legal counsel.
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Life and AD&D Insurance
Eligible employees may purchase Voluntary Life and AD&D insurance for themselves and their families. Premiums are paid 
through post-tax payroll deductions.

BASIC LIFE/AD&D

Coverage Amount $50,000

Who Pays Basic Life and AD&D benefits are provided to you as a part of your basic coverage.

Benefits Payable Basic Life: If you die  
Basic AD&D: If you lose a limb or suffer paralysis from an accident or in case of death

Maximum Benefit $50,000

VOLUNTARY EMPLOYEE LIFE

Coverage Amount Increments of $10,000

Who Pays You pay the full cost

Benefits Payable In case of death. This benefit is in addition to your Basic Life benefit.

Maximum Benefit Not to exceed the lesser of five times base annual earnings or $500,000.

Evidence of Insurability (EOI) Required

No EOI is required for employee supplemental life insurance if you enrolled when initially eligible 
for the guarantee amount – $200,000 (new hire or change from PT to FT). No EOI is required 
for Open Enrollment up to the guarantee issue amount of $200,000 if an employee is currently 
covered for Supplemental Life insurance. EOI will be required in all other instances.

VOLUNTARY DEPENDENT LIFE

Coverage Amount

Spouse: Increments of $5,000. $10,000 for each child age 6 months to 26 years;  
disabled children may be eligible for the $10,000 benefit past the age of 26. 
YOU MUST ENROLL FOR EMPLOYEE SUPPLEMENTAL LIFE TO ENROLL FOR SPOUSE  
AND/OR CHILD LIFE

Who Pays You pay the full cost

Benefits Payable If your dependent dies while covered under the Plan

Maximum Benefit Spouse: the lesser of $300,000 or 100% of the employee’s coverage; Child – $10,000

Evidence of Insurability (EOI) Required
No EOI is required for spouse Supplemental Life insurance if the spouse is enrolled when initially 
eligible for the guarantee amount – $25,000 (new hire, change from PT to FT, or marriage). EOI 
will be required in all other instances. No EOI is required for child Supplemental Life insurance.

VOLUNTARY EMPLOYEE OR FAMILY AD&D

Coverage Amount Increments of $10,000

Who Pays You pay the full cost

Benefits Payable If you lose a limb or suffer paralysis in an accident, or in case of death.  
This benefit is in addition to your Basic AD&D benefit.

Maximum Benefit Not to exceed the lesser of five times base annual earnings or $500,000.
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VOLUNTARY LIFE INSURANCE
RATES/$1,000 (BIWEEKLY) 

AGE EMPLOYEE AND SPOUSE RATE PER 1,000

 <20  $0.037

 20-24  $0.037

 25-29  $0.037

 30-34  $0.053

 35-39  $0.064

 40-44  $0.069

 45-49  $0.101

 50-54  $0.154

 55-59  $0.287

 60-64  $0.435

 65-69  $0.812

 70-74  $1.486

 75-79  $1.486

 80-84  $1.486

 85-89  $1.486

 90-94  $1.486

 95-99  $1.486

VOLUNTARY AD&D INSURANCE

PREMIUM RATES – $1,000 (BIWEEKLY)

Employee Only $0.024

Employee and Family $0.037

VOLUNTARY CHILD LIFE INSURANCE

PREMIUM RATES - PER $10,000 BENEFIT (BI-WEEKLY)

$1.038

TO CALCULATE HOW MUCH YOUR VOLUNTARY LIFE COVERAGE WILL COST:

$ ÷ 1,000 = $  x Age Based Rate = $

Benefit Elected Bi-Weekly Premium
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Short Term Disability (STD) Insurance
STD insurance protects a portion of your income if you 
become partially or totally disabled for a short period of time. 
It replaces 50% of your income, up to a maximum weekly 
benefit of $1,250, depending on your current annual earnings. 

If you complete a biometric screening through the AMGH 
Fit to Serve (Get Fit) wellness program, your STD benefit 
will be increased to 70%. 

You will have to complete a biometric screening annually 
prior to Open Enrollment to maintain eligibility for the 
70% STD benefit.

If you are a new hire in 2017, you will have 90 days from 
your hire date to complete the biometric screening to be 
eligible for the additional STD benefit.

You must be sick or disabled for at least 14 days before you 
can receive a benefit payment. Payments may last up to 
180 days. Certain exclusions, along with any pre-existing 
condition limitations, may apply. Please refer to your 
Summary Plan Description for details or contact Human 
Resources for specific benefits.

INCOME PROTECTION

Air Medical Group Holdings offers disability coverage to protect you against an unfortunate or debilitating injury . 

This insurance protects a portion of your income until you can return to work, or until you reach retirement age .
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DISABILITY INSURANCE IS NOT THE SAME 
as workers’ compensation. The injury or illness does not  

have to be the result of a workplace incident.T
IP

N O T E S 

PLEASE NOTE THERE IS A CARRIER 
CHANGE EFFECTIVE JANUARY 1, 2017.

CIGNA WILL BE THE NEW LIFE AND DISABILITY 

CARRIER FOR ALL CLAIMS INCURRED JANUARY 

1, 2017, AND THEREAFTER.

LIVING WITH A DISABILITY?  
DISCOVER TIPS TO MAINTAIN A HEALTHY LIFESTYLE.

Long Term Disability (LTD) Insurance
LTD insurance protects a portion of your income if you 
become partially or totally disabled for an extended period 
of time. This insurance replaces 60% of your income, up 
to a maximum of $10,000 per month, depending on your 
current base annual earnings. You must be sick or disabled 
for at least 180 days before you can receive a benefit 
payment. Payments will last for as long as you are disabled 
or until you reach your Social Security Normal Retirement 
Age, whichever is sooner. Certain exclusions, along with 
any pre-existing condition limitations, may apply. Please 
refer to your Summary Plan Description for details or 
contact Human Resources for specific benefits.
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RETIREMENT PLANNING

It’s never too early – or too late – to start planning for your retirement . Making contributions to a 401(k) 

account is the first step toward achieving financial security later in life . The Air Medical Group Holdings 

401(k) Plan provides you with the tools and flexibility you need to retire comfortably and securely .

Eligible employees can invest for retirement while receiving 
certain tax advantages. The Company will match 50% of 
employee’s contribution, up to the first 8%, with a six-year 
vesting schedule. 

Match eligibility — The company match will begin once 
you have reached the age of 21 years and have worked 12 
continuous months. Administrative and record-keeping 
services for this Plan are provided by MassMutual.

Eligibility
You may start making pre-tax contributions into the Plan on 
the first of the month after you are hired. You must also be at 
least 18 years of age to be eligible.

Contributing to the Plan
Deferred contributions are based on a flat dollar amount  
not to exceed Plan limits set by the IRS. The limit for 2017 
is $18,000.

N O T E S 
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REVIEW YOUR LIFE CIRCUMSTANCES  
and long-term financial goals once a year. The results may 

call for an adjustment to your 401(k) investment allocation. T
IP

WHAT STEPS SHOULD YOU TAKE 
TO PREPARE FOR RETIREMENT?

Catch-up Contributions
If you are or will be age 50 or older during this calendar year 
and you already contribute the maximum allowed to your 
401(k) account, you may also make a “catch-up contribution.” 
This additional deposit of funds accelerates your progress 
toward your retirement goals. The maximum catch-up 
contribution is $6,000 for 2017. See your Plan Administrator 
for more details.

Changing or Stopping  
Your Contributions
You may change the amount of your contributions any time. 
All changes will become effective as soon as administratively 
feasible and will remain in effect until modified by you. You 
may also discontinue your contributions any time. Once you 
stop making contributions, you may start again at any time.

Changes will be made online at 
https://retire.massmutual.com/participant/public/login.aspx.

Consolidating Your Retirement 
Savings
If you have an existing qualified retirement plan (pre-tax) 
with a previous employer, you may transfer or roll over that 
account into the Plan any time. To initiate a rollover into 
your Plan, contact MassMutual at 800-743-5274 for details.

Investing in the Plan
You decide how to invest the assets in your account.  
The Air Medical Group Holdings 401(k) Plan offers a 
selection of investment options for you to choose from. You 
may change your investment choices any time. Investment 
details are available on the RetireSmart website 
at MassMutual: 
(https://retire.massmutual.com/participant/public/login.aspx) 
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Employee Assistance Program
Air Medical Group Holdings cares about you and your 
family’s total health management—mental, emotional and 
physical. For that reason, we provide an Employee Assistance 
Program (EAP) at no cost to you.

This service connects you with the best mental health and 
counseling services. Whether you are interested in  
work/life resources, mental health assistance, or legal and 
financial advice, the EAP service can connect you and members 
of your household with a variety of professionals. With just one 
phone call, at any hour of the day or night, you can speak with 
helpful resources. The EAP benefit includes six face-to-face 
visits per issue with a licensed professional. All services provided 
are confidential and will not be shared with Air Medical 
Group Holdings. You may also access information, benefits, 
educational materials and more either by phone at  
800-624-5544 or online at www.ndbh.com.   

Login code is - AMGH 

The Program provides referrals to help with:

• Emotional Health and Well-Being

• Alcohol or Drug Dependency

• Marriage or Family Relationship Problems

• Job Pressures

• Stress, Anxiety, Depression

• Grief and Loss

• Financial or Legal Advice

• Will Preparation

Business Travel Accident
In the event of a disability or loss of life for an employee while 
on duty, a benefit of up to $350,000 will be paid to your 
designated beneficiary.

AirMedCare Network
As part of your benefits package, all employees are provided 
membership in the Air Medical Network at no charge. The 
membership covers you and your eligible dependents.

Being a member means you benefit from: 

• Peace of Mind. You get financial peace of mind so you 
can focus on your recovery, if you are flown by any 
AirMedCare Network participating provider

• Med-Trans Corp, Air Evac, REACH, CALSTAR or 
Cal-Ore (transport by other air ambulance providers is 
not covered) — because you have no out-of-pocket flight 
expenses and we work with your benefits provider(s) to 
take care of everything related to your flight! 

• Strength and Stability. AirMedCare Network is the 
largest membership program of its kind, combining the 
membership programs of five leading air ambulance 
companies.

• Broad Geographical Coverage. Our participating 
providers have over 260 based with helicopters and 
airplanes across 34 states standing-by to provide 
emergency medical service 24 hours a day, 365 days 
a year. However, if our network provider in your 
area is not requested for your transport or if it is not 
available for any reason (such as being committed on 
another patient flight or out of service for weather 
or maintenance-related issues), you may need to be 
transported by a ground ambulance or an out-of-network 
air ambulance provider. Your membership only covers 
flights by AirMedCare Network participating providers, 
so you will be responsible for payment to other service 
providers. It is important that you get the medical 
care you need as quickly as possible, regardless of who 
provides the transport, so you have the best chance for 
survival and degree of recovery.

ADDITIONAL BENEFITS 

Air Medical Group Holdings knows the value of well-rounded, balanced employees, which is why we offer 

additional benefits to help you manage your life .
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Coverage for Non-Dependent 
Household Members
As an Air Medical Group Holdings employee, you and your legal 
dependents are covered by an AMCN membership at no cost 
to you during your employment. Unfortunately, we may not, 
by law, provide coverage to non-dependents residing with you 
under that benefit. However, if you have other non-dependent 
people residing in your home, you can easily add them to your 
membership by simply completing a form available from the 
Membership Office (800-793-0010) and paying a $5 annual fee.

AirMedCare Network Membership 
Terms and Conditions
AirMedCare Network is an alliance of four affiliated air 
ambulance providers* (each a “Company”). An AirMedCare 
Network membership automatically enrolls you as a member in 
each Company’s membership program. Membership ensures the 
patient will have no out-of-pocket flight expenses if flown by a 
Company by providing prepaid protection against a Company’s 
air ambulance costs that are not covered by a member’s insurance 
or other benefits or third party responsibility, subject to the 
following terms and conditions:

1. Patient transport will be to the closest appropriate medical 
facility for medical conditions that are deemed by AMCN 
Provider attending medical professionals to be life- or 
limb-threatening, or that could lead to permanent disability, 
and which require emergency air ambulance transport. A 
patient’s medical condition, not membership status, will 
dictate whether or not air transportation is appropriate and 
required. Under all circumstances, an AMCN Provider 
retains the sole right and responsibility to determine 
whether or not a patient is flown.

2. AMCN Provider air ambulance services may not be 
available when requested due to factors beyond its control, 
such as use of the appropriate aircraft by another patient or 
other circumstances governed by operational requirements 
or restrictions including, but not limited to, equipment 
manufacturer limitations, governmental regulations, 
maintenance requirements, patient condition, age or size, 
or weather conditions. FAA restrictions prohibit most 
AMCN Provider aircraft from flying in inclement weather 
conditions. The primary determinant of whether to accept 
a flight is always the safety of the patient and medical flight 
crews. Emergent ground ambulance transport of a member 
by an AMCN Provider will be covered under the same 
terms and conditions.

3. Members who have insurance or other benefits, or third 
party responsibility claims, that cover the cost of ambulance 
services are financially liable for the cost of AMCN Provider 
services up to the limit of any such available coverage. In 
return for payment of the membership fee, the AMCN 
Provider will consider its air ambulance costs that are 
not covered by any insurance, benefits or third party 
responsibility available to the member to have been fully 
prepaid. The AMCN Provider reserves the right to bill 
directly any appropriate insurance, benefits provider or 
third party for services rendered, and members authorize 
their insurers, benefits providers and responsible third 
parties to pay any covered amounts directly to the AMCN 
Provider. Members agree to remit to the AMCN Provider 
any payment received from insurance or benefit providers 
or any third party for air medical services provided by the 
AMCN Provider, not to exceed regular charges. Neither 
the Company nor AirMedCare Network is an insurance 
company. Membership is not an insurance policy and 
cannot be considered as a secondary insurance coverage 
or a supplement to any insurance coverage. Neither the 
Company nor AirMedCare Network will be responsible  
for payment for services provided by another  
ambulance service.

4. Membership starts 15 days after the Company receives 
a complete application with full payment; however, the 
waiting period will be waived for unforeseen events 
occurring during such time. Members must be natural 
persons. Memberships are non-refundable and  
non-transferable.

5. Some state laws prohibit Medicaid beneficiaries from being 
offered membership or being accepted into membership 
programs. By applying, members certify to the Company 
that they are not Medicaid beneficiaries.

6. These terms and conditions supersede all previous terms 
and conditions between a member and the Company or 
AirMedCare Network, including any other writings, or 
verbal representations, relating to the terms and conditions 
of membership.

**Air Evac EMS, Inc . / EagleMed LLC / Med-Trans Corporation / REACH for Life—
These terms and conditions apply to all AirMedCare

Network participating provider membership programs, regardless of which 
participating provider transports you .

42



COINSURANCE – Your share of the cost of a covered health 
care service, calculated as a percent (for example, 20%) of the 
allowed amount for the service, typically after you meet your 
deductible. For instance, if your plan’s allowed amount for an 
office visit is $100 and you’ve met your deductible (but haven’t 
yet met your out-of-pocket maximum), your coinsurance 
payment of 20% would be $20. Your plan sponsor or employer 
would pay the rest of the allowed amount.

COPAY – The fixed amount, as determined by your 
insurance plan, you pay for health care services received.

DEDUCTIBLE – The amount you owe for health care 
services before your health insurance or plan sponsor 
(employer) begins to pay its portion. For example, if your 
deductible is $1,000, your plan does not pay anything 
until you’ve met your $1,000 deductible for covered health 
care services. This deductible may not apply to all services, 
including preventive care.

EMPLOYEE CONTRIBUTION – The biweekly amount you 
pay for your insurance coverage.

EXPLANATION OF BENEFITS – A statement sent by your 
insurance carrier that explains which procedures and services 
were provided, how much they cost, what portion of the claim 
was paid by the plan, and what portion is your liability, in 
addition to how you can appeal the insurer’s decision. These 
statements are also posted on the carrier’s website for your review.

FLEXIBLE SPENDING ACCOUNTS (FSAS) – An option 
that allows participants to set aside pre-tax dollars to pay for 
certain qualified expenses during a specific time period (usually 
a 12-month period). There are two types of FSAs: the Health 
Care FSA and the Dependent Care FSA. Please note: You 
cannot participate in both an HSA and Health Care FSA.

• Health Care FSA – With the Health Care FSA, 
participants can use their accounts to cover eligible medical 
expenses such as copays, eye exams, prescriptions and 
more. All expenses must be qualified as defined in Section 
213(d) of the Internal Revenue Code. Please note that  
over-the-counter medications are not eligible for reimbursement 
without a doctor’s prescription with the Health Care FSA.

• Dependent Care FSA– A Dependent Care FSA – 
Helps to reimburse participants for eligible expenses 
associated with caring for a qualified dependent, such as 
a dependent younger than age 13 or another dependent 
that may be incapable of self-care. For additional 
information on eligible expenses, refer to Publication 
503 on the IRS website. 

Both accounts are “use it or lose it,” meaning that funds not 
used by the end of the plan year will be lost.

2½ - MONTH GRACE PERIOD

• FSA participants have an additional 2½-month grace 
period of time to incur expenses after the Plan Year end 
(December 31, 2017).

• If an expense is incurred between 12/31/2017, and 
March 15, 2018, AND submitted for reimbursement on 
or before March 31, 2018, any remaining balance in the 
previous Plan Year that ended December 31, 2017, will 
be paid out from the claim, even though the service was 
provided in the NEW Plan Year.

The 2½-month grace period applies to both the Dependent 
Care and Health Care FSAs. 

HEALTH CARE COST TRANSPARENCY – Also known 
as Market Transparency or Medical Transparency. Health 
care provider costs can vary widely, even within the same 
geographic area. To make it easier for you to get the most 
cost effective health care products and services, online cost 
transparency tools, which are typically available through health 
insurance carriers, allow you to search an extensive national 
database to compare costs for everything from prescription 
drugs and office visits to MRIs and major surgeries. 

GLOSSARY

N O T E S 
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IN-NETWORK – In-network providers are doctors, hospitals 
and other providers that contract with your insurance company 
to provide health care services at discounted rates.

OUT-OF-NETWORK – Out-of-network providers are doctors, 
hospitals and other providers that are not contracted with your 
insurance company. If you choose an out-of-network doctor, 
services will not be provided at a discounted rate.

OUT-OF-POCKET MAXIMUM – Also known as an  
out-of-pocket limit. The most you pay during a policy period 
(usually a 12-month period) before your health insurance or 
plan begins to pay 100% of the allowed amount. This limit does 
not include your premium, charges beyond the Reasonable & 
Customary, or health care your plan doesn’t cover. Check with 
your health insurance carrier to confirm what payments apply to 
the out-of-pocket maximum.

OVER-THE-COUNTER (OTC) MEDICATIONS – 
Medications typically made available without a prescription.

PRESCRIPTION MEDICATIONS – Medications prescribed 
to you by a doctor. Cost of these medications is determined by 
their assigned tier: Tier 1, Tier 2 or Tier 3.

• TIER 1 DRUGS – Drugs approved by the U.S. Food and 
Drug Administration (FDA) to be chemically identical 
to corresponding Tier 2 or Tier 3 versions. The color or 
flavor of a Tier 1 medicine may be different, but the active 
ingredient is the same. Tier 1 drugs are usually  
the most cost-effective version of any medication.

• TIER 2 DRUGS – Brand-name drugs on your provider’s list 
of approved drugs. You can check online with your provider 
to see this list.

• TIER 3 DRUGS – Brand-name drugs not on your 
provider’s list of approved drugs. These drugs are typically 
newer and have higher copayments.

REASONABLE AND CUSTOMARY ALLOWANCE (R&C) – 
Also known as an eligible expense or the Usual and Customary 
(U&C). The amount your insurance company will pay for a 
medical service in a geographic region based on what providers 
in the area usually charge for the same or similar medical 
service.

SUMMARY OF BENEFITS AND COVERAGE (SBC) –  
Mandated by health care reform, your insurance carrier or 
plan sponsor will provide you with a clear and easy to follow 
summary of your benefits and plan coverage.
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Required Notices
Important Notice from Air Medical Group Holdings, Inc 
About Your Prescription Drug Coverage and Medicare 
under the BCBSTX PPO 1, BCBSTX PPO 2, Kaiser 
HMO Plan(s)
Please read this notice carefully and keep it where you can find it. This 
notice has information about your current prescription drug coverage with 
Air Medical Group Holdings, Inc and about your options under Medicare’s 
prescription drug coverage. This information can help you decide whether or 
not you want to join a Medicare drug plan. If you are considering joining, you 
should compare your current coverage, including which drugs are covered 
at what cost, with the coverage and costs of the plans offering Medicare 
prescription drug coverage in your area. Information about where you can get 
help to make decisions about your prescription drug coverage is at the end of 
this notice.

There are two important things you need to know about your current coverage 
and Medicare’s prescription drug coverage: 

1. Medicare prescription drug coverage became available in 2006 
to everyone with Medicare. You can get this coverage if you join a 
Medicare Prescription Drug Plan or join a Medicare Advantage Plan 
(like an HMO or PPO) that offers prescription drug coverage. All 
Medicare drug plans provide at least a standard level of coverage set 
by Medicare. Some plans may also offer more coverage for a higher 
monthly premium. 

2. Air Medical Group Holdings, Inc has determined that the prescription 
drug coverage offered by the BCBSTX PPO 1, BCBSTX PPO 2, Kaiser 
HMO plan(s) is, on average for all plan participants, expected to 
pay out as much as standard Medicare prescription drug coverage 
pays and is therefore considered Creditable Coverage. Because your 
existing coverage is Creditable Coverage, you can keep this coverage 
and not pay a higher premium (a penalty) if you later decide to join a 
Medicare drug plan.

When Can You Join A Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible for 
Medicare during a seven-month initial enrollment period. That period begins 
three months prior to your 65th birthday, includes the month you turn 65, and 
continues for the ensuing three months. You may also enroll each year from 
October 15th through December 7th.

However, if you lose your current creditable prescription drug coverage, 
through no fault of your own, you will also be eligible for a two (2) month 
Special Enrollment Period (SEP) to join a Medicare drug plan.

What Happens To Your Current Coverage If You Decide to 
Join A Medicare Drug Plan?
If you decide to join a Medicare drug plan, your current 
Air Medical Group Holdings, Inc coverage will not be affected. For most 
persons covered under the Plan, the Plan will pay prescription drug benefits 
first, and Medicare will determine its payments second. For more information 
about this issue of what program pays first and what program pays second, 
see the Plan’s summary plan description or contact Medicare at the telephone 
number or web address listed herein. 

If you do decide to join a Medicare drug plan and drop your current 
Air Medical Group Holdings, Inc coverage, be aware that you and your 
dependents will not be able to get this coverage back.

When Will You Pay A Higher Premium (Penalty) To Join A 
Medicare Drug Plan?
You should also know that if you drop or lose your current coverage with 
Air Medical Group Holdings, Inc and don’t join a Medicare drug plan within 
63 continuous days after your current coverage ends, you may pay a higher 
premium (a penalty) to join a Medicare drug plan later.

If you go 63 continuous days or longer without creditable prescription drug 
coverage, your monthly premium may go up by at least 1% of the Medicare 
base beneficiary premium per month for every month that you did not have that 
coverage. For example, if you go nineteen months without creditable coverage, 
your premium may consistently be at least 19% higher than the Medicare base 
beneficiary premium. You may have to pay this higher premium (a penalty) as 
long as you have Medicare prescription drug coverage. In addition, you may 
have to wait until the following October to join. 

Important Notice from Air Medical Group Holdings, Inc 
About Your Prescription Drug Coverage and Medicare 
under the BCBSTX HSA Plan
Please read this notice carefully and keep it where you can find it. This 
notice has information about your current prescription drug coverage with 
Air Medical Group Holdings, Inc and about your options under Medicare’s 
prescription drug coverage. This information can help you decide whether or 
not you want to join a Medicare drug plan. Information about where you can 
get help to make decisions about your prescription drug coverage is at the 
end of this notice.

There are three important things you need to know about your current 
coverage and Medicare’s prescription drug coverage: 

1. Medicare prescription drug coverage became available in 2006 
to everyone with Medicare. You can get this coverage if you join a 
Medicare Prescription Drug Plan or join a Medicare Advantage Plan 
(like an HMO or PPO) that offers prescription drug coverage. All 
Medicare drug plans provide at least a standard level of coverage set 
by Medicare. Some plans may also offer more coverage for a higher 
monthly premium. 

2. Air Medical Group Holdings, Inc has determined that the prescription 
drug coverage offered by the BCBSTX HSA plan is, on average for 
all plan participants, NOT expected to pay out as much as standard 
Medicare prescription drug coverage pays. Therefore, your coverage 
is considered Non-Creditable Coverage. This is important because, 
most likely, you will get more help with your drug costs if you join a 
Medicare drug plan, than if you only have prescription drug coverage 
from the Air Medical Group Holdings, Inc plan. This also is important 
because it may mean that you may pay a higher premium (a penalty) 
if you do not join a Medicare drug plan when you first become 
eligible.

3. You can keep your current coverage from 
Air Medical Group Holdings, Inc. However, because your coverage 
is non-creditable, you have decisions to make about Medicare 
prescription drug coverage that may affect how much you pay for 
that coverage, depending on if and when you join a drug plan. When 
you make your decision, you should compare your current coverage, 
including what drugs are covered, with the coverage and cost of the 
plans offering Medicare prescription drug coverage in your area. Read 
this notice carefully - it explains your options.

REQUIRED NOTICES
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When Can You Join A Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible for 
Medicare during a seven-month initial enrollment period. That period begins 
three months prior to your 65th birthday, includes the month you turn 65, and 
continues for the ensuing three months. You may also enroll each year from 
October 15th through December 7th.

However, if you decide to drop your current coverage with 
Air Medical Group Holdings, Inc, since it is employer/union sponsored group 
coverage, you will be eligible for a two (2) month Special Enrollment Period 
(SEP) to join a Medicare drug plan; however you also may pay a higher 
premium (a penalty) because you did not have creditable coverage under the 
Air Medical Group Holdings, Inc plan.

What Happens To Your Current Coverage If You Decide to 
Join A Medicare Drug Plan?
If you decide to join a Medicare drug plan, your current 
Air Medical Group Holdings, Inc coverage will not be affected. For most 
persons covered under the Plan, the Plan will pay prescription drug benefits 
first, and Medicare will determine its payments second. For more information 
about this issue of what program pays first and what program pays second, 
see the Plan’s summary plan description or contact Medicare at the telephone 
number or web address listed herein. 

If you do decide to join a Medicare drug plan and drop your current 
Air Medical Group Holdings, Inc coverage, be aware that you and your 
dependents will not be able to get this coverage back.

When Will You Pay A Higher Premium (Penalty) To Join A 
Medicare Drug Plan?
Since the coverage under Air Medical Group Holdings, Inc is not creditable, 
depending on how long you go without creditable prescription drug coverage 
you may pay a penalty to join a Medicare drug plan. Starting with the end of 
the last month that you were first eligible to join a Medicare drug plan but 
didn’t join, if you go 63 continuous days or longer without prescription drug 
coverage that’s creditable, your monthly premium may go up by at least 
1% of the Medicare base beneficiary premium per month for every month 
that you did not have that coverage. For example, if you go nineteen months 
without creditable coverage, your premium may consistently be at least 19% 
higher than the Medicare base beneficiary premium. You may have to pay 
this higher premium (penalty) as long as you have Medicare prescription drug 
coverage. In addition, you may have to wait until the following October to join.

For More Information about This Notice or Your Current 
Prescription Drug Coverage…
Contact the person listed at the end of these notices for further information. 
NOTE: You’ll get this notice each year. You will also get it before the next 
period you can join a Medicare drug plan, and if this coverage through 
Air Medical Group Holdings, Inc changes. You also may request a copy of this 
notice at any time. 

For More Information about Your Options under Medicare 
Prescription Drug Coverage…
More detailed information about Medicare plans that offer prescription drug 
coverage is in the “Medicare & You” handbook. You’ll get a copy of the 
handbook in the mail every year from Medicare. You may also be contacted 
directly by Medicare drug plans. 

For more information about Medicare prescription drug coverage:

 » Visit www.medicare.gov 
 » Call your State Health Insurance Assistance Program (see the inside 

back cover of your copy of the “Medicare & You” handbook for their 
telephone number) for personalized help

 » Call 1-800-MEDICARE (1-800-633-4227). 
TTY users should call 1-877-486-2048

If you have limited income and resources, extra help paying for Medicare 
prescription drug coverage is available. For information about this extra help, 
visit Social Security on the web at www.socialsecurity.gov, or call them at 
1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this Medicare Part D notice. If you decide to join one 
of the Medicare drug plans, you may be required to provide a copy of 
this notice when you join to show whether or not you have maintained 
creditable coverage and, therefore, whether or not you are required to 
pay a higher premium (a penalty). 

Date: January 1, 2017

Name of Entity/Sender: Air Medical Group Holdings, Inc

Contact—Position/Office: Human Resources

Address: PO Box 2740 
Coppell, TX 75019-2740

Phone Number: 972-829-8350
 

Women’s Health and Cancer Rights Act 
The Women’s Health and Cancer Rights Act of 1998 was signed into law 
on October 21, 1998. The Act requires that all group health plans providing 
medical and surgical benefits with respect to a mastectomy must provide 
coverage for all of the following: 

 » Reconstruction of the breast on which a mastectomy has been 
performed 

 » Surgery and reconstruction of the other breast to produce a 
symmetrical appearance 

 » Prostheses 
 » Treatment of physical complications of all stages of mastectomy, 

including lymphedema 

This coverage will be provided in consultation with the attending physician 
and the patient, and will be subject to the same annual deductibles and 
coinsurance provisions which apply for the mastectomy. For deductibles and 
coinsurance information applicable to the plan in which you enroll, please 
refer to the summary plan description or contact Human Resources at 
972-829-8350.
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HIPAA Privacy and Security 
The Health Insurance Portability and Accountability Act of 1996 deals 
with how an employer can enforce eligibility and enrollment for health 
care benefits, as well as ensuring that protected health information which 
identifies you is kept private. You have the right to inspect and copy protected 
health information that is maintained by and for the plan for enrollment, 
payment, claims and case management. If you feel that protected health 
information about you is incorrect or incomplete, you may ask your benefits 
administrator to amend the information. The Notice of Privacy Practices has 
been recently updated. For a full copy of the Notice of Privacy Practices, 
describing how protected health information about you may be used and 
disclosed and how you can get access to the information, contact Human 
Resources at 972-829-8350.

HIPAA Special Enrollment Rights 

If you are declining enrollment for yourself or your dependents (including your 
spouse) because of other health insurance or group health plan coverage, you 
may be able to later enroll yourself and your dependents in this plan if you 
or your dependents lose eligibility for that other coverage (or if the employer 
stops contributing towards your or your dependents’ other coverage).

Loss of eligibility includes but is not limited to:

 » Loss of eligibility for coverage as a result of ceasing to meet 
the plan’s eligibility requirements (i.e. legal separation, divorce, 
cessation of dependent status, death of an employee, termination of 
employment, reduction in the number of hours of employment);

 » Loss of HMO coverage because the person no longer resides or 
works in the HMO service area and no other coverage option is 
available through the HMO plan sponsor;

 » Elimination of the coverage option a person was enrolled in, and 
another option is not offered in its place; 

 » Failing to return from an FMLA leave of absence; and
 » Loss of coverage under Medicaid or the Children’s Health Insurance 

Program (CHIP).

Unless the event giving rise to your special enrollment right is a loss of 
coverage under Medicaid or CHIP, you must request enrollment within 
31 days after your or your dependent’s(s’) other coverage ends (or after 
the employer that sponsors that coverage stops contributing toward 
the coverage). 

If the event giving rise to your special enrollment right is a loss of coverage 
under Medicaid or the CHIP, you may request enrollment under this plan 
within 60 days of the date you or your dependent(s) lose such coverage 
under Medicaid or CHIP. Similarly, if you or your dependent(s) become eligible 
for a state-granted premium subsidy towards this plan, you may request 
enrollment under this plan within 60 days after the date Medicaid or CHIP 
determine that you or the dependent(s) qualify for the subsidy. 

In addition, if you have a new dependent as a result of marriage, birth, 
adoption, or placement for adoption, you may be able to enroll yourself and 
your dependents. However, you must request enrollment within 31 days after 
the marriage, birth, adoption, or placement for adoption. 

To request special enrollment or obtain more information, contact Human 
Resources at 972-829-8350.
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LOCKTON BENEFITLINK MOBILE APP

Go Mobile!
Now you can directly access  
Air Medical Group Holdings’s 
benefits information with the 
Lockton BenefitLink Mobile App. 
You’ll be immediately connected 
to provider websites and phone 
numbers. You can even capture 
and store important information 
like ID cards, your group numbers, 
doctors’ names and more!

Lockton  
BenefitLink

Username: AMGH
Password: amgh

IMPORTANT CONTACTS

COVERAGE CONTACT

Medical & Pharmacy

Blue Cross and Blue Shield of Texas 
800-521-2227 
www.bcbstx.com 
Group #: 103896

Kaiser Permanente 
800-464-4000 
www.kp.org 
Group #: 48063

For Specialty 
Medications:  
877-627-MEDS(6337)

Wellness
Propel 
www.AMGHFitToServe.com 
888-339-4131

Dental

Delta Dental 
800-521-2651 
www.deltadentalins.com 
Group #: 15992

Vision

VSP 
800-877-7195 
www.vsp.com 
Policy #: 30020630

Health Savings  
Account

HSABank 
800-357-6246 
www.hsabank.com

Flexible Spending  
Accounts

HSABank 
844-650-8936 
www.hsabank.com 

Life and AD&D
Cigna 
800-36-CIGNA 
www.cigna.com

Disability
Cigna 
800-36-CIGNA 
www.cigna.com

Retirement

MassMutual 
800-743-5274 
https://retire.massmutual.com/participant/public/login.aspx 
Group #: 60370

Employee Assistance  
Program

New Directions 
800-624-5544 
www.ndbh.com 
Login Code - AMGH

Air Medical Group  
Holdings Benefits 

PO Box 2740 
Coppell, TX 75019-2740 
972-829-8350
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