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Our employees are our most 

valuable asset. 
 
 

That’s why at Village of Swanton we are committed to a comprehensive employee benefit 
program that helps our employees stay healthy, feel secure and maintain a work/life balance. 

Stay Healthy 
 Medical Care, Dental and Vision 

  

Feeling Secure 
 Disability Insurance 

 Basic Life and Accidental Death and Dismemberment 

 Section 125 

 Reimbursement Plan 

 

 

Work / Life Balance 
 Holiday 
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Important Annual Notices 
 

Women’s Health and Cancer Rights Act 
 

If you have had or are going to have a mastectomy, you may be entitled to certain benefits 
under the Women’s Health and Cancer Rights Act of 1998 (WHCRA).  For individuals receiving 
mastectomy-related benefits, coverage will be provided in a manner determined in consultation 
with the attending physician and the patient, for: 

 All stages of reconstruction of the breast on which the mastectomy was performed; 

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

 Prostheses; and 

 Treatment of physical complications of the mastectomy, including lymphedema 
 

These benefits will be provided subject to the same deductibles and coinsurance applicable to 
other medical and surgical benefits provided. 

 

Newborns’ and Mothers’ Health Protection Act 
 

Group health plans and health insurance issuers generally may not, under federal law, restrict 
benefits for any hospital length of stay in connection with childbirth for the mother or newborn 
child to less than 48 hours following a vaginal delivery, or less than 96 hours following a 
cesarean section. However, federal law generally does not prohibit the mother’s or newborn’s 
attending provider, after consulting with the mother, from discharging the mother or her newborn 
earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under 
federal law, require that a provider obtain authorization from the plan or the insurance issuer for 
prescribing a length of stay not in excess of 48 hours (or 96 hours). 
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Important Annual Notices 
 

Premium Assistance Under Medicaid and the 
Children’s Health Insurance Program (CHIP) 
 

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage 
from your employer, your state may have a premium assistance program that can help pay for 
coverage, using funds from their Medicaid or CHIP programs.  If you or your children aren’t 
eligible for Medicaid or CHIP, you won’t be eligible for these premium assistance programs but 
you may be able to buy individual insurance coverage through the Health Insurance 
Marketplace.  For more information, visit www.healthcare.gov.  

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or 
any of your dependents might be eligible for either of these programs, contact your State 
Medicaid or CHIP office or dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to 
apply.  If you qualify, ask your state if it has a program that might help you pay the premiums for 
an employer-sponsored plan. 

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well 
as eligible under your employer plan, your employer must allow you to enroll in your employer 
plan if you aren’t already enrolled.  This is called a “special enrollment’ opportunity, and you 
must request coverage within 60 days of being determined eligible for premium assistance.  If 
you have questions about enrolling in your employer plan, contact the Department of Labor at 
www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 

 

COBRA and State Continuation 
 

The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) generally provides that 
certain qualified beneficiaries who lose coverage under an employer-sponsored health plan may 
elect to continue coverage under the plan in certain situations.  COBRA applies only to 
employers with 20 or more employees.  If an employer has fewer than 20 employees, those 
employees may have continuation coverage rights under state continuation coverage law 
(sometimes referred to as ‘mini-COBRA’ rather than COBRA. 
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Medical Insurance 
 

Who Is Eligible For Benefits? 
If you are an employee (working 30 or more hours per week) you and your family members are eligible to enroll in 
the medical plan described in this guide. 

When Do I Become Eligible To Enroll? 
New employees become eligible 30 days from their full-time hire date for Medical coverage.  Eligible employees are 
defined as full-time, regularly scheduled to work 30 hours/week or more.  Additionally, if you work 40 or more hours 
per week you are also eligible for Voluntary Dental and Vision coverage.  Open Enrollment is the month of 
December for medical, dental and vision.  The benefits you elect during open enrollment will be effective January 
1st.  Outside of open enrollment, you may come onto the plan only if you have a qualifying event. 

How Do I Enroll? 
Review your current benefit elections, verify your personal information, and make any changes if necessary, during 
open enrollment only.  Make your benefit elections on the prescribed form. Once you have made your elections, you 
will not be able to change them until the next open enrollment period unless you have a qualified change in status. 
Please return forms to HR. 

How Do I Make Changes/What is a Qualifying Event? 
Unless you have a qualified change in status, you cannot make changes to the benefits you elect until the next 
open enrollment period.   Qualified changes in status include: marriage, divorce, legal separation, domestic 
partnership status change, birth or adoption of a child, change in child’s dependent status, death of spouse, child or 
other qualified dependent, change in residence due to an employment transfer for you, your spouse or domestic 
partner, commencement or termination of adoption proceedings, or change in spouse’s or domestic partner’s 
benefits or employment status. 

Covered Member Responsibilities 
Marriage:  You are required to report a marriage to your employer, within 30-days.  A copy of the marriage license 
and insurance company applications are required to change your name, beneficiary, address, or to add or delete 
dependents from the benefit plans. 

Birth/Adoption:  You are required to add a new child, either by adoption or by natural birth, within 30-days from the 
date of birth or acquisition.  A copy of the Birth Certificate or Court document is required. 

Court Orders:  If you are enrolling a dependent child(ren), whose coverage might be governed by a divorce decree, 
or other support order, please look at your documents carefully.  Depending upon how your divorce or court order 
was written, the dependent may NOT be eligible for this plan.  If your court order specifies that the other parent 
is responsible for health insurance coverage (or payment of health care claims if there is no insurance), then 
this plan might not cover your child(ren).  A copy of the court documents or Medical Support Notice is required 
to enroll a dependent child(ren). 

Different last name for spouse or children:  Insurance companies or your employer may require proof such as 
marriage license, birth certificate, court document, or recent tax form, to show that dependents with different last 
names are your legal dependents.  Enrollment or payment of claims may be pended until proof is received.  Please 
be prepared to submit this documentation if requested by the carrier or your employer.  Your dependent may not be 
enrolled if documentation is not received when requested. 

Divorce or Legal Separation:  If you become legally separated or divorced, it is required that you submit a copy of 
the appropriate finalized court papers within 30 days of the event in order to make any changes to your plan 
elections.  You may be unable to change your plan elections without this documentation. 
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Medical Insurance (continued) 
 

Below is an overview of our current plan design with Paramount.  This HMO plan gives you access to 
certain doctors and hospitals within Paramount’s HMO network.  If you choose to see a provider outside 
of the HMO network, there is no coverage, meaning you will have to pay the entire cost of medical 
services, unless it is deemed an emergency.  Participating HMO providers and hospitals can be found on 
the website:  www.paramounthealthcare.org  

 

 Your dependent children are eligible to be on this plan until the end of the month in 
which they reach age 26. 

 

Plan Provisions 
(In Network Benefits Only) 

Paramount 

Deductible (single/family) $1,000 / $2,000 

Co-Insurance % 30% after Ded. 

Out-of-Pocket (incl: Ded, Co-Ins , and Copays if 

applicable) 
$4,000 / $8,000 

Office Visit Copay (PCP/Specialist) $25 / $35 

Inpatient/Outpatient Co-Insurance 30% after Ded. 

Preventive Services Paid at 100% 

Prescription Drug (Tier 1 / Tier 2 / Tier3 / Tier 4) $8 / $25 / $50 / 50% up to $75  

ER/Urgent Care Copay 30% after Ded. / 30% after Ded. 

 

Your Cost in 2019: 
 

The Bi-Weekly Employee Cost Share at 10% is illustrated below for Employee and Dependents 
cost.  

 

Single 
Employee / 

Spouse 

Employee / 1 

Child 

Employee / 2+ 

Children 

Family with 

Children 

$23.91 $46.15 $36.82 $55.72 $78.43 

 

 

http://www.paramounthealthcare.org/
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Medical Insurance (continued) 
 
 

 Premium Expense Plan (Section 125) 
 

 The Premium Expense Plan is allowed under the IRS tax code.  It reduces your 
amount of taxable income by allowing you to pay for your insurance premiums on a 
pre-tax basis. 

 All employees participating in the insurance plans are eligible. 
 

Reimbursement Plan 
 

Medical Plan:  Eligible employees will be offered a medical plan that has been adopted by 
action of the Village Council.  Eligible employees choosing to be a part of the plan will pay 
10% of the annual medical/health insurance premium.  The 10% employee contribution will 
be deducted from employee payroll checks.  Effective April 15, 2013, full-time employees 
enrolled in the Village of Swanton’s health insurance plan will be reimbursed a portion of 
covered medical claims that have been applied to their insurance deductible.  The Village 
will reimburse each single employee covered by the medical plan up to $500 per calendar 
year for any claim applied to the deductible after the employee has paid the first $500 of the 
deductible.  If an employee has one additional person on the plan, the Village will reimburse 
the deductible a maximum of $1,000 per calendar year after the employee has paid the first 
$1,000 of the deductible.  If an employee has two or more people on the plan, the Village 
will reimburse the deductible with a maximum of $1,000 per family per calendar year after 
the employee has paid the first $1,000 of the deductible.  An employee applying for 
reimbursement shall submit a completed Medical Insurance Deductible Reimbursement 
Form along with an Explanation of Benefits claim (EOB) and payment receipt for verification 
by their Division Head.  After verification, the Division Head will submit the request to the 
Village Fiscal Officer for payment.  The Village will reimburse those qualified medical 
expenses only from the employee’s Explanation of Benefits claim receipt.  Reimbursement 
will be made directly to the employee at least monthly.  Employees have 12 months from the 
date of medical service or 4 months after the end of the plan year, whichever is earlier, to 
deliver the Explanation of Benefits to the Village. Failure to do so will terminate the 
employee’s right to reimbursement. The Village Council reserves the right to change this 
reimbursement policy in response to changes in group health insurance policies. 

 

Dental/Optical Health Plan:  The Village shall reimburse full-time employees for 
dental/optical expenses the employee, spouse and each dependent child of the employee 
incurs, in the cumulative total of $1000.00 per calendar year per employee.  Any unused 
funds for the calendar year shall not carry over to the next year.  Employee shall submit the 
bill and voucher along with a completed Dental and Vision Reimbursement Form to their 
Division Head.  After the Division Head has verified the claim, it shall be submitted to the 
Fiscal Officer for payment.  Payment shall be made directly to the employee. Employees 
have 6 months from the date of medical service or 4 months after the end of the plan year, 
whichever is earlier, to deliver the bill and voucher to the Village. Failure to do so will 
terminate the employee’s right to reimbursement. 
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Reimbursement Plan continued 
 

 
 

Prescription Plan:  The Village may, at its sole discretion, include prescription coverage 
as part of the group health insurance, and based upon costs and availability of coverage.  
Full time employees enrolled in the Village of Swanton’s health insurance plan will be 
reimbursed a maximum of $25.00 per non-formulary brand drug prescription. Employees 
have 12 months from the date of medical service or 4 months after the end of the plan 
year, whichever is earlier, to deliver the bill and voucher to the Village. Failure to do so 
will terminate the employee’s right to reimbursement. 
 

Dental Insurance 
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Dental Insurance 

 

Voluntary Dental Insurance – The Principal Group 
 

 Available for employees who work 40 or more hours per week 

 Employee pays the full cost of this coverage 

 This PPO plan allows you the freedom to use providers in and out of network 

 Participating providers can be found on 
https://c3.go2dental.com/member/dental_search/searchprov.cgi 

 

Services 

Deductible (single/family) $50 / $150 

Preventative Services (In/Out) 100% / 100% 

Basic Services (In/Out) 80% / 80% 

Major Services (In/Out) 50% / 50% 

Annual Maximum $1,000 per enrolled member 

Orthodontia Services (In/Out) 50% for children $1,000 per lifetime maximum 

Bi-Weekly Cost 

Employee Only 

Employee & Spouse 

Employee and Child 

Family 

$13.27 

$27.60 

$36.68 

$54.93 
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Vision Insurance 
 

 
Voluntary Vision Insurance – The Principal Group 
 

 Available for employees who work 40 or more hours per week 

 Employee pays the full cost of this coverage 

 Participating providers can be found on www.vsp.com 

 This PPO plan allows you the freedom to use providers in and out of network 
 

Services 

Exam Copay $10 

Materials Copay $25 

Lens Benefit & Frequency 
$25 Single Lens, $25 Bi-focal Lens, $25 Tri-focal Lens, $25 

Lenticular Lens, 1 pair per 12 months 

Frames Benefit & Frequency 

 

$150 allowance + 20% off amount over allowance, 1 set per 12 

months 

 

Medically Necessary Contacts 
$10 copay for specific conditions, 1 per 12 months instead of 

lens + frame benefit 

Elective Contacts 
Up to $60 copay up to $150 allowance, 1 per 12 months 

instead of lens + frame 

Bi-Weekly Cost 

Employee Only 

Employee & Spouse 

Employee and Child 

Family 

$3.51 

$7.30 

$7.64 

$12.25 
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Additional Benefits 

 

 

Short Term Disability – Mutual of Omaha 
 

 Employer pays the full cost of this coverage 

 Eligible employees must work a minimum of 40 hours per week 

 Pays in the event you become disabled from a non-work related injury or sickness 
 

Benefit Details  

Benefits Begin After 7 days from sickness / 0 days from injury 

Benefits Payable up to $200 

Maximum Benefit up to 26 weeks 

 

Basic Life Insurance – Mutual of Omaha 
 Employer pays the full cost of this coverage 

 Full-time employees working 40 hours per week receive a benefit of $50,000 group life and 
accidental death and dismemberment (AD&D) insurance 

 

Holiday Pay 
 Employer pays for the following days: 

 New Year’s Day, Martin Luther King Day, President’s Day, Memorial Day, 4th of July, Labor Day, 
Columbus Day, Thanksgiving Day, Day after Thanksgiving, Christmas Eve, Christmas Day, New 
Year’s Eve 
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My Paramount  
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ProMedica - OnDemand        
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Employee Assistance Program 
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Will Preparation Assistance 
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Frequently Asked Questions 
 

Who do I contact if I have questions regarding my benefits? 
 

For general questions regarding your benefits, you may contact Jennifer Harkey, HR 
Administrator, 419-826-9515. 

Who do I contact if my employer cannot answer my questions? 
 

If your question is in regards to how something is covered under a specific benefit or regarding a 
medical bill, you should contact Paramount HealthCare directly for the fastest answer.  You may 
also call the Customer Service 800# on the back of your card. 

What is the next step if my provider did not answer my question? 

 

If your provider is unable to answer your question, you can contact your benefits plan manager, 
Stapleton Insurance Group.  Your representative’s name is Jeff Strauss and he can be reached 
at 1-877-720-6446 or Jeffery@StapletonInsurance.com.  Your benefits plan manager will need a 
signed HIPAA authorization form and copies of your bills or EOBs before your provider will 
speak with them regarding your questions or concerns. 

What do I do if I am not sure a medical bill was properly paid? 
 

Collect all billing statements and Explanations of Benefits (EOBs) that relate to your claim.  
Match up the bills with the EOBs, so you can compare how the insurance company processed 
the claim with how you’ve been billed.  (If you don’t have a matching EOB, call the number on 
your ID card to make sure the insurance company received it.)  If the amounts don’t match, call 
your doctor’s office and ask them why you’re being billed a different amount from what the EOB 
says you owe. 

What other questions can my Benefits Plan Manager help me with? 
 

If you have tried to resolve an issue with the insurance company on any of the following items 
and are unable to get the answers you need, Stapleton Insurance can help! 

 Plan information or explanation 

 Help with claims 

 Information on eligibility 

 Help with doctor, hospital or other provider issues 

 Help with prescriptions 
 

What changes can I make during open enrollment? 
 

You can enroll or terminate individual and/or dependent coverage in the medical, dental or vision 
plans.  
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Frequently Asked Questions 
 

What forms do I need to complete at initial enrollment, or with a 
qualifying event? 
 

You will need to complete a provider specific enrollment form for each coverage you wish to 
purchase and/or participate in.  Forms to be completed: 

 Paramount: Medical  

 Principal: Dental, Vision 

 Mutual of Omaha: Basic Life, Short Term Disability 

 

When are the forms due and where do I return them? 
 

New Hire:  Return to HR following 30 days after date of hire 

Open Enrollment:  Month of December for Medical, Dental and Vision 

Summary of Benefits and Coverages (SBC) 
 

SBC’s will be provided to each employee at initial enrollment, and during open enrollment.  
SBC’s are always available when requested.  Please contact HR if you did not receive your 
copy. 

 

 

 

 

 

 

The Information in this Enrollment Guide is presented for illustrative purposes and is based on information provided by employer.  
The text contained in this Guide was taken from various summary plan descriptions and benefit information.  While every effort 
was taken to accurately report your benefits, discrepancies or errors are possible.  In case of discrepancy between the Guide 
and the actual plan documents, the actual plan documents will prevail.  All information is confidential, pursuant to the Health 
Insurance Portability and Accountability Act of 1996.  If you have any questions about your Guide, contact Human Resources. 

 


