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This brochure only provides highlights of the benefits provided at the Santa Clara County Office of Education 
effective October 1, 2021. If there are inconsistencies between this brochure and the official plan documents, the 
plan documents  and/or insurance  contracts will govern. 
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Welcome 

 

Dr. Mary Ann Dewan, County Superintendent of Schools 

 

The Santa Clara County Office of Education takes pride in offering a benefits program that provides flexibility for the 
diverse and changing needs of our employees. We provide eligible employees with valuable benefits options including 
medical, dental, vision, employee assistance program and life insurance. 

Read through this guide to familiarize yourself with the decisions you have to make. Think about your current benefit 
plans. Are they still working for you? Have you experienced or do you anticipate any changes that might make different 
plans more suitable? 

 

We hope this brochure will help you make well-informed and educated decisions for your benefit choices. Review the 
available options and key program features as you consider the health plan options that best suit your health care needs.   

The information in this brochure is a general outline of the benefits offered under the Santa Clara County Office of 
Education benefits program.  Specific details and plan limitations are provided in the Summary Plan Descriptions (SPD) 
which are based on the official Plan Documents that may include policies, contracts and plan procedures. The SPD and 
Plan Documents contain all the specific provisions of the plans. In the event that the information in this brochure differs 
from the Plan Documents, the Plan Documents will prevail. 

 

This booklet will give you information about the benefits which are available. Please read the information carefully. To 
help make important decisions about benefits, your Employee Benefits Specialist is available to answer any questions. 

 
 

 

Sheri Meyers 
Manager, Human Resources/Employee Benefits 
 
 

Employee Benefits 

Specialist 

Last name 

beginning 
Phone number Fax number Email 

  Denise Sanders A-G (408) 453-6831 (408) 453-3660    dsanders@sccoe.org 

  Selma Murillo H-O (408) 453-4355 (408) 453-3658    smurillo@sccoe.org 

  Patty Tijerina P-Z (408) 453-6681 (408) 453-3659    ptijerina@sccoe.org 
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Benefits At a Glance 
 

Benefits 
Classified 

(SEIU) 
Certificated 
(ACE/CTA) 

Psychologist 
Leadership 

Team 

Employee & Family         

Medical ◼ ◼ ◼ ◼ 

Vision ◼ ◼ ◼ ◼ 

Dental ◼ ◼ ◼ ◼ 

Employee Assistance Program ◼ ◼ ◼ ◼ 

Employee Only         

$20,000 Term Life Insurance ◼ ◼   

$50,000 Term Life Insurance   ◼ ◼ 

Business Travel Accidental Death & 
Dismemberment Life Insurance 

◼ ◼ ◼ ◼ 

Personal Accident Insurance ◼ ◼ ◼ ◼ 

State Disability through EDD ◼      

Short Term Disability through Keenan     ◼ ◼ 

Long Term Disability through The Standard ◼  ◼  ◼ 
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Employee Monthly Cost 
 

 12 Months 11 Months 10 Months 

 
Full-time 

(6-8 hrs/day) 

Full-time 

(6-8 hrs/day) 

Full-time 

(6-8 hrs/day) 

Benefit Plans   Single or Family Single or Family Single or Family 

Anthem PPO  
(Full Network) 

$816.00 $890.18 $979.20 

Anthem PPO  
(Deductible Plan) 

$349.00 $380.73 $418.80 

Anthem PPO High Deductible 
(Full Network) 

$3.00 $3.27 $3.60 

Kaiser HMO $214.00 $233.45 $256.80 

Kaiser DHMO $75.00 $81.82 $90.00 

Kaiser High Deductible  $0 $0 $0 

Delta Dental - Core Plan $0 $0 $0 

Delta Dental - Economy Plan $0 $0 $0 

Vision - Medical Eye Services 
(MES) 

$0 $0 $0 

Basic Life and AD&D Insurance: 
The Standard 

$0 $0 $0 

 
• The above premium amounts are based on a composite rate. If you work less than 6 hours per day, please 

contact your Employee Benefits Specialist for monthly premium rates.  

• For Anthem and Kaiser medical plan comparison see pages 8 and 9. 

• For Dental plan comparison see page 10.  

• If you are enrolling dependents, you must submit supporting documentation with your enrollment form. See 
page 24 for further instructions.   
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Plan Offering 
 

 

Medical Plans 

Kaiser HMO Plan: 

This plan requires you to obtain all services through Kaiser providers with full access and no deductible requirement.  

Kaiser Deductible HMO Plan: 

This plan is a deductible HMO plan. All services must be obtained through Kaiser providers. The deductible applies to in-
patient and out-patient hospital services only. 

Kaiser High Deductible HMO Plan: 

This is an HMO plan offered through Kaiser.  All services must be obtained through Kaiser providers.  With this type of 
plan, the employee is 100% responsible for all expenses (with the exception of Preventative Care) until the calendar year 
deductible amount is reached. Once the deductible is met, the plan pays a coinsurance or co-pay until the Annual Out of 
Pocket maximum is reached. This plan qualifies the subscriber to enroll in a Health Savings Account (HSA).  

Anthem Blue Cross PPO Plan: 

This is a PPO plan offered through Anthem Blue Cross. You can visit any physician within the Anthem Blue Cross network. 
No referrals are necessary. Prescription drug coverage is provided by NAVITUS.  

Anthem Blue Cross PPO Deductible Plan:  

This plan is a deductible PPO plan offered through Anthem Blue Cross. You can visit any physician within the Anthem Blue 
Cross network. No referrals are necessary. Prescription drug coverage is provided by NAVITUS.   

Anthem Blue Cross PPO High Deductible Plan:  

This plan is a PPO offered through Anthem Blue Cross. You can visit any physician within the Anthem Blue Cross network. 
No referrals are necessary. With this type of plan, the employee is 100% responsible for all expenses until the calendar 
year deductible amounts is reached. Once the deductible is met, the plan pays a coinsurance or co-pay until the Annual 
Out of Pocket maximum is reached. Prescription drug coverage is provided by NAVITUS.  This plan qualifies the subscriber 
to enroll in a Health Savings Account (HSA).  

Medical Waiver Option: WABE 

Waiver of Anchor Bronze Enrollment (WABE) is an option for SCCOE to comply with our medical third-party 
administrator Self-Insured Schools of California (SISC) participation requirements.  Employees that decline SISC medical 
coverage may elect this option in place of a SISC medical plan.   
 

Dental Plans  

Delta Dental Core PPO: 

Delta Dental has one of the largest provider networks in the country. Simply log on to www.deltadentalins.com to locate 
a provider in your area. Coverage is offered through both PPO and non-PPO dentists. You will find the most cost savings 
by using a PPO network provider. 

Delta Dental Economy PPO: 

This dental plan option is available with a lower calendar year maximum and lower lifetime orthodontic maximum.   

 

 

 

http://www.deltadentalins/
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Vision Plan  

Medical Eye Services (MES):  

The vision plan offered is a PPO type plan. You can login to www.mesvision.com to locate a provider in your area. By using 
an “In Network” provider, you will find the most cost savings on your exams, lenses and frames. 

 

Employee Assistance Program (EAP) 

An Employee Assistance Program (EAP) provides employees and their dependents with access to a variety of confidential 
services such as counseling, financial and legal consultation and dependent care referral.  

 

Basic Life and AD&D: The Standard  

We are pleased to offer this benefit to our full-time employees at no cost. Part-time employees may purchase this 
coverage at a nominal cost. 

 

Business Travel AD&D: Mutual of Omaha 

Business Travel Accident insurance protects you from accidental death or dismemberment while traveling on assignment 
with authorization of the Santa Clara County Office of Education. We are pleased to offer this benefit to all employees at 
no cost.   

 

Personal AD&D: Cigna 

All employees are covered with a basic $1,000.00 policy at no cost. This plan offers employees the opportunity to purchase 
additional Personal Accident and AD&D benefits. You also have the opportunity to purchase coverage for your spouse 
and/or children. 

 

Short Term Disability: State Disability through EDD 

All SEIU members contribute to CA State Disability (SDI). Claims are filed directly with EDD. This benefit is designed to help 
protect your earnings in the case of a disability. 

 

Short Term Disability: Keenan 

This coverage is provided to all Psychologists and Leadership Team members.  Premiums are paid for by the SCCOE. This 
benefit is designed to help protect your earnings in the case of a disability. 

 

Long Term Disability (LTD): The Standard 

This coverage is provided to all SEIU members, Psychologists and Leadership Team members Premiums are paid for by the 
SCCOE. This benefit is designed to help protect your earnings in the case of a disability. 

 

Wellness Program: 

This benefit is provided to all employees to help establish healthy habits and reaching personal goals.  Physical, mental 
and emotional support is available through our programs.  To learn more about our wellness programs please visit The 
WELL site at The Well - SCCOE Health & Wellness.   

  

http://www.mesvision/
https://www.sccoe.org/depts/Human-Resources/Health-Wellness/Pages/home.aspx
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Dependent Coverage 
 
Who qualifies for dependent coverage?  

A spouse, domestic partner, birth child, stepchild, adopted child, legal guardianship and disabled dependent.   

What documents are required to cover my dependents?   

• Spouse: A copy of the original marriage certificate and the front page of most recent tax return, with the income 
inforamtion obscured. 

• Domestic Partner: A copy of your Declaration of Domestic Partnership with the Secretary of State. 

• Birth Child: A copy of the birth certificate or hospital certificate.  Children are eligible up to the age of 26. 

• Stepchild: A copy of the birth certificate listing the employee’s current spouse as the parent of the 
stepchild/children and a copy of the marriage certificate.  Stepchildren are eligible up to the age of 26. 

• Adopted Child or Legal Guardianship: A copy of the court documents showing legal responsibility for the child. 
Children covered by legal guardianship are eligible up to the age of 18 only. 

• Disabled Dependent Children over the age of 26: A copy of the birth certificate, physician’s certification of disabling 
condition and front page of most recent tax return, with the income data obscured. 
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When You Can Make Changes 
 

Other than during the annual open enrollment period, you may make changes to your coverage/participation only if you 
experience a Qualifying Life Event.  

 

Qualifying Life Events include: 

• Change in legal marital status including: marriage, divorce, dissolution of marriage/domestic partnership, or death 
of a spouse. 

• Change in number of dependents including: birth, adoption, legal guardianship, or death of a dependent child. 

• Change in employment status including: the start or termination of employment by you, your spouse, or your 
dependent child. 

• Change in work schedule including: an increase or decrease in hours of employment by you, your spouse, or your 
dependent child that affects eligibility for benefits. 

• Change in a child’s dependent status including: newly satisfying the requirements for  dependent child status or 
ceasing to satisfy them. 

• Change in residence of the employee, spouse, domestic partner or eligible dependent, which affects eligibility for 
coverage, including recent entry into the United States. 

• Change in an individual’s eligibility for Medicare or Medicaid. 

• A court order resulting from a divorce, legal separation, annulment, or change in legal custody (including a 
Qualified Medical Child Support Order) requiring coverage for your child or dependent. 

 

Important —Two rules apply to making changes to your benefits during the year:  

• Any changes you make must be consistent with the change in status AND  

• You must make the changes within 30 days from the date of the event. 
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Anthem Medical Plan Comparison 
 

 Anthem PPO – Full Network Anthem PPO – Deductible Plan  Anthem HDHP – I 

Calendar Year Deductible(s) The 
deductible is the amount member pays before 
the Plan starts to pay at benefit level. 

No deductible 
$750 per individual  

up to $1,500 per family 
$3,000 per individual  

up to $5,200 per family 

Calendar Year Out of Pocket Maximum 
$1,000 per individual up to  

$3,000 per family 
$3,000 per individual up to  

$6,000 per family 
$5,000 per individual  

up to $10,000 per family 

Co-insurance is the member’s responsibility to 
pay when the Plan is paying less than 100% (ie. 
Plan pays 80%, member pays 20%) 

The Annual Out of Pocket Maximum 
includes the member’s co-pays on 

Medical only. 

The Annual Out of Pocket Maximum 
includes the member’s co-pays on 

Medical only. 

This plan’s Annual Out of Pocket 
Maximum includes the member’s 

deductible, 10% coinsurance and co-pays 
for medical and Rx. 

Services 
Participating In-network 

 Providers 
Participating In-network 

Providers 
Participating In-network 

Providers 

Office Visits $20 co-pay  $30 co-pay  10% after deductible 

Routine Preventative Care for Adults 
and Children all ages + Adult Routine 
Cancer Screenings (industry standard)  

No co-pay No co-pay Deductible Waived, 100% 

Outpatient Laboratory and X-Ray No co-pay 20% after deductible 10% after deductible 

Inpatient Hospital & Ambulatory 
Surgery Center  
Room, Board & Support Services (prior 
authorization required) 

No co-pay 20% after deductible 10% after deductible 

Emergency Room/Accident Care 
Facility & Professional Expenses: 
*medical emergencies as defined by the Plan 

$100 co-pay, waived if admitted  
$100 co-pay, waived if admitted 

20%  after deductible 
$100 co-pay, waived if admitted  

10% after deductible  

Professional Charges - Physical 
Medicine (OT, PT, Chiro), DME (rental or 
purchase), Ambulance (air or ground), 
Home Health Care and Home Infusion 
(some limits may apply) 

No co-pay, Some limits apply 
20% after deductible,  

Some limits apply 
10% after deductible 

Acupuncture (12 visits per year) No co-pay up to 12 visits  20% after deductible, up to 12 visits  10% after deductible 

Psychiatric & Substance Abuse  
Inpatient  No co-pay 20% after deductible 10% after deductible 

Outpatient (Office Visit) $20 co-pay   $30 co-pay  10% after deductible  

Outpatient Prescription Drugs SISC Rx Plan 5-20 SISC Rx Plan 7-25 Anthem Rx Plan  

 
Retail  

30-day supply 

Costco  
Retail or Mail  
90-day supply 

Retail  
30-day supply 

Mail  
90-day supply 

Retail  
30-day supply 

Mail  
90-day supply 

Most Generic Drugs $5 $0 $7 $0 $9 $18 

Single Source Brand Name Drugs $20 $50 $25 $60 $35 $90 

Multi Source Brand Name Drugs 
$5 + 

brand/generic 
cost difference 

$15 + 
brand/generic 
cost difference 

$25 $60 $35 $90 

Brand Only – Calendar Year Deductible Not applicable Not applicable 
Subject to medical deductible.  

Co-pays only apply after the medical 
deductible has been met. 

Out of Pocket (OOP) Maximum for  
outpatient prescription drugs 

$1,500 individual/  
$2,500 family 

$1,500 individual/  
$2,500 family 

Included in Medical OOP  
Maximum 

NOTE:  Eff 10-1-2015, Anthem will no longer pay for out-of-network X-ray, Lab, DME or Physical Medicine (Chiro or PT) and In-patient Hip, Knee or Spine procedures will 
require the use of the Anthem Blue Distinction Plus Network. For Anthem, Out-of-network benefits are paid at non-participating fee (a much lower payment) and 
subject to additional limits.    
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Kaiser Medical Plan Comparison 
 

 Kaiser – HMO  Kaiser – DHMO  Kaiser – HDHP (HSA) 

Calendar Year Deductible(s) The deductible is 
the amount member pays before the Plan 
starts to pay at benefit level. 

No deductible 
$1,000 per individual  

up to $2,000 per family 

Individual coverage $1,500 
Family coverage: $2,800 individual 

$3,000 family 

Calendar Year Out of Pocket Maximum 
$1,500 per individual up to  

$3,000 per family 
$3,000 per individual  

up to $6,000 per family 
$3,000 per individual  

up to $6,000 per family 

Co-insurance is the member’s responsibility to 
pay when the Plan is paying less than 100%  
(ie. Plan pays 80%, member pays 20%) 

The Annual Out of Pocket 
Maximum includes co-pays for 

medical and Rx. 

The Annual Out of Pocket 
Maximum includes the 

member’s deductible and  
co-pays for medical and Rx 

The Annual Out of Pocket 
Maximum includes the member’s 
deductible and co-pays medical 

and Rx. 

Services 
Participating In-network 

Providers 
Participating In-network 

Providers 
Participating In-network 

Providers 

Office Visits $30 co-pay  Deductible Waived, $20 co-pay  10% after deductible 

Routine Preventative Care for Adults and 
Children all ages + Adult Routine Cancer 
Screenings (industry standard)  

No co-pay Deductible Waived, 100%  Deductible Waived, 100% 

Outpatient Laboratory and X-Ray No co-pay 
Complex imaging: $50;  

all others $10 
10% after deductible 

Inpatient Hospital &  
Ambulatory Surgery Center  
Room, Board & Support Services (prior 
authorization required) 

No co-pay 20% after deductible 10% after deductible 

Emergency Room/Accident Care 
Facility & Professional Expenses: 
*medical emergencies as defined by the Plan 

$100 co-pay, waived if admitted  20% after deductible 10% after deductible  

Professional Charges – Physical Medicine  

(OT, PT, Chiro), DME (rental or purchase), 
Ambulance (air or ground), Home Health Care 
and Home Infusion (some limits may apply) 

Most services no charge.  
Refer to Benefit Summary or 
EOC for details. Ambulance 

Services $50 per trip. 

Some co-pays apply, some 
require 20%. Refer to Benefit 
Summary or EOC for details. 

Ambulance $150 per trip. 

10% after deductible.  
Refer to the benefit summary or 

EOC for details. 

Acupuncture/Chiropractic 
$10 co-pay  

(chiro/acupuncture combined)  
(30 visits per year) 

$10 co-pay  
(chiro/acupuncture combined)  

(30 visits per year) 

10% after deductible. 
(physician referral required) 

Psychiatric and Substance Abuse  

Inpatient  No co-pay 20% after deductible 10% after deductible 

Outpatient (Office Visit) $30 co-pay $20 co-pay  10% after deductible  

Outpatient Prescription Drugs Kaiser Rx Plan 10-30 Kaiser Rx Plan 10-30 
Kaiser Rx Plan 

(copays after deductible) 

 
Kaiser Pharmacy 
100-day supply  

Kaiser Pharmacy 
100-day supply 

Kaiser Pharmacy 
30-day supply 

Kaiser Pharmacy 
100-day supply 

Kaiser Pharmacy 
30-day supply 

Kaiser Pharmacy 
100-day supply 

Most Generic Drugs $10 $10 $10 $20 $10 $20 

Single Source Brand Name Drugs $30 $30 $30 $60 $30 $60 

Multi Source Brand Name Drugs $30 $30 $30 $60 $30 $60 

Brand Only – Calendar Year Deductible  Not applicable  Not applicable 
Subject to medical deductible. Co-pays 

only apply after the medical 
deductible has been met. 

Out of Pocket (OOP) Maximum for  
outpatient prescription drugs 

Included in Medical OOP 
Maximum 

Included in Medical OOP 
Maximum 

Included in Medical OOP 
Maximum 

Note: This is a brief benefit summary that reflects in-network benefits from a participating or contracted provider. For additional details, limitations, exclusions and out-
of-network coverage, please refer to the Summary of Benefits or Coverage Booklet. For Kaiser, there is no coverage when accessing benefits from a non-Kaiser provider 
without a referral.  Patient will have greater out-of-pocket expenses when using a non-participating or non-contracting provider. 
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Dental – Delta Dental of California 
 

Benefits  Core PPO Plan  Economy PPO Plan 

  In-Network PPO 
Out-of-Network 

Premier 
 In-Network PPO 

Out-of-Network 
Premier 

Calendar Year Maximum per enrollee  $2,500 $2,000  $2,000 $1,500 

Calendar Year Deductible       

Individual  None None  None None 

Diagnostic and Preventive       

Exams & Cleaning – three per year  100% 70 – 100%  100% 70 – 100% 

X-rays  100% 70 – 100%  100% 70 – 100% 

Basic Services       

Fillings simple tooth extractions 
sealants 

 70 – 100% 70 – 100%  70 – 100%  70 – 100%  

Endodontics       

Covered Under Basic Services  70 – 100% 70 – 100%  70 – 100%  70 – 100%  

Periodontics       

Covered Under Basic Services  70 – 100% 70 – 100%  70 – 100%  70 – 100%  

Oral Surgery       

Covered Under Basic Services  70 – 100% 70 – 100%  70 – 100%  70 – 100%  

Major Services       

Crowns, inlays, onlays and cast 
restorations 

 70 – 100% 70 – 100%  70 – 100%   70 – 100%  

Prosthodontic Services       

Construction or repair  100% 100%  70% 70% 

Orthodontic Benefits       

Adults and dependent children  50% 50%  50% 50% 

Maximum  
$2500 maximum life-time benefit  

per enrollee  
 

$1,000 maximum life-time benefit  
per enrollee  

Eligibility  
Primary enrollee, spouse, domestic partner 
and eligible dependent children to age 26.    

 Primary enrollee, spouse, domestic partner 
and eligible dependent children to age 26.    

 

  

 

www.deltadentalins.com 

(866) 499-3001 

1. Your Delta Dental group number: 934 

2. Your SSN is your individual (and dependents) Delta ID. 

3. The employer’s name: Santa Clara County Office of Education 

*No insurance cards are provided with Delta Dental. 

http://www.deltadentalins/
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Vision – Medical Eye Services (MES) 
 

Benefits  Medical Eye Services (MES)  

  In-Network Out-of-Network  

Frequency   

Annual Exam  Every 12 months 

Lenses/Contacts*  One pair of standard lenses or contact lenses in any 12 consecutive months,  
or two pair in any 24 consecutive months. 

Frames  One standard frame in any 12 consecutive months,  
or two pair in any 24 consecutive months. 

Copayment   

Exam & Prescription Glasses  No copay 

Contacts  No copay 

Contact lens fitting fee  Not Covered 

Exam  Copayment Plan Pays Up To: 

Opthalmologic Exam  Covered in full $60 

Optometric Exam  Covered in full $50 

Lenses (per pair)     

Single Vision  Covered in full $55 

Bifocal  Covered in full  $75 

Trifocal  Covered in full  $90 

Progressive  Covered up to $140 $140 

Aphakic Monofocal  Covered in full $120 

Aphakic Multifocal  Covered in full   $200  

Frames     

   Frames  Covered up to $175 $75  

Contacts * (per pair)    

Elective  Covered up to $175 $100  

Medically Necessary  Covered in full  $250 

Eligibility  Primary enrollee, spouse, domestic partner and eligible dependent children to 
age 26.   

 

 

 

www.mesvision.com 

(800) 877-6372 

Information needed for your first appointment: 
1. The name of your insurance:  MES Vision 
2. Primary enrollee’s SS number (which must also be used by dependents) 
3. Primary enrollee’s date of birth 
*If covered services are received from a non-participating provider, you are 
responsible for paying the provider in full.  For reimbursement, you must 
submit a claim form directly to MES. 
**No insurance cards are provided with MES Vision. 

  

http://www.mesvision/
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Employee Assistance Program (EAP) 
 
 
THE SISC MEDICAL PLANS PROVIDE AN EMPLOYEE ASSISTANCE PROGRAM (EAP) 
EAP is designed to help you with everyday concerns and questions, both big and small, which impact you or anyone 
residing in your household.  These “normal problems in living” include: 
 

• Relationship difficulties 

• Marriage, family or parenting concerns 

• Managing change and stress 

• Grief and loss 

• Legal & financial problems 

• Work-related concerns 

• Anxiety & depression 

 
The EAP can assist you with more serious concerns such as alcohol and drug problems, family violence and threats of 
suicide. EAP resources are most effective when the services are accessed early in the progression for a problem, before 
the situation begins to impact personal life or work.  
 
When you or a household member contacts the EAP, they work with you to figure out the next steps. If you need 
counseling, we arrange for up to 6 visits with a licensed professional. If you have money concerns or legal questions, we 
put you in touch with a financial advisor or an attorney.  
 
FEATURES OF THE EAP INCLUDE:  

• An employee assistance program is available to employee groups (bargaining units) represented by SISC.  This 
includes family members, domestic partners and anyone residing in the employee/retiree’s home.  

• There is no cost for EAP services; no co-pays or forms required. 

• Up to 6 sessions per issue are available in person or via virtual visit.  

• Evening appointments, which reduce time off the job.  

• Emergencies handled by staff members available by phone 24 hours a day on a toll-free basis. 

• Every effort is made to see clients within 48 hours.  

• Appointments are scheduled at member’s convenience.  

• People in crisis are provided same-day service.  
 
THE EAP CAN BE ACCESSED TWO WAYS: 

1. Call the toll free number (800) 999-7222 
2. Register on the EAP website through the Member Center and select your own provider from our site.  

 
If your situation requires more lengthy or specialized treatment than the EAP is designed to provide, they will refer you 
to your medical carrier to help you locate a participating provider on your health plan.  

 
 
 
 
 
 
 

 
  

EAP services are available 24 hours a day / 7 days a week: 
800 999-7222 

www.anthemeap.com 
Program name: SISC 

http://www.anthemeap.com/
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Basic Life and AD&D – The Standard 
 

Benefits  The Standard 

Eligibility   

Class 1  
Superintendent, Certified Management, Classified Management, 
Psychologist, Supervisory, Confidential and Board Members 

Class 2  All Other Members 

Benefits   

Class 1  $50,000 

Class 2  $20,000  

    

Accelerated Death Benefit  
Maximum:  75% of your life insurance; Minimum: 10% of your life 

insurance 

Waiver of Premium  
Included if:  You become Totally Disabled prior to age 60, complete 

your Waiting Period and provide satisfactory Proof of Loss.    

   Age % Reduction 

Benefit Reduction Formula  65 through 69 70% 

  70 through 74 45% 

  75 through 79 30% 

  80 or over 20% 

AD&D Benefits   

Loss of Life  100% of Basic Life Benefit 

Loss of one hand, one foot or sight in one eye  50% of Basic Life Benefit 

Loss of both hands, both feet or sight in both 
eyes 

 100% of Basic Life Benefit 

Seat Belt Benefit  Lesser of $50,000 or the amount of the AD&D benefit 

Air Bag Benefit  Lesser of $5,000 or the amount of the AD&D benefit 

Career Adjustment Benefit  Lesser of $10,000 or 25% of the AD&D benefit 

Higher Education Benefit  Lesser of $20,000 or 25% of the AD&D benefit 

Child Care Benefit  Lesser of $10,000 or 25% of the AD&D benefit 

Public Transportation  Lesser of $200,000 or the amount of the AD&D benefit 

 

 

www.standard.com 

http://www.standard/
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Business Travel AD&D – Mutual of Omaha 
 

Benefits  Mutual of Omaha 

Eligibility    

Class 1 

 All active Board Members will be covered while traveling to and from 
Board Meeting while attending Board Meetings, and while traveling on 

assignment or with authorization of the District for the purpose of 
furthering the business of the District. 

Class 2 
 All employees who work at least 17.5 hours or more per week will be 

covered while traveling on assignment or with authorization of the 
District for the purpose of furthering the business of the District. 

Benefits    

Class 1 & Class 2  $100,000  

Aggregate Limit of Indemnity    

Class 1 & Class 2  $1,500,000  

AD&D Benefits  “Member” means hand, foot, or eye. 

Loss of Life  100% of the Principal Sum 

Loss of Two Members  100% of the Principal Sum 

Loss of One Member  50% of the Principal Sum 

Loss of Thumb and Index Finger of the 
Same Hand 

 
25% of the Principal Sum 

 

 

 

www.mutualofomaha.com 

EXCLUSIONS AND LIMITATIONS: 
This plan does not cover accidents resulting from suicide or attempted suicide, war, 
traveling between the insured’s residence and regular place of employment or while 
on vacation or an authorized Leave of Absence. The plan also does not cover injuries 
sustained by an insured who, at the time of the accident, is in the course of 
performing duties usual with those of a driver of a bus or van then owned or being 
leased, rented, on to or operated by the District; or injuries received while traveling 
in any aircraft which is owned or leased by the District or by an employee or School 
Board Member or any other injuries received while traveling by air, except as 
described in the Description of Benefits. 

 

  

http://www.mutualofomaha/
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Personal AD&D – Cigna 
 

Benefits 
 

CIGNA 

 Eligibility  Active full time employees working a minimum of  
15 hours or more per week. 

 Benefits  $1,000  

 AD&D Benefits    

Loss of Life  100% of Benefit 

Loss of any combination of two: hands, feet or eyesight  100% of Benefit 

Loss of speech and hearing in both ears  100% of Benefit 

Loss of one hand, foot or sight in one eye  50% of Benefit 

Loss of speech or hearing in both ears  50% of Benefit 

Loss of thumb and index finger of the same hand  25% of Benefit 

  If the same accident causes more than one of these losses, CIGNA 
will pay only one amount. It will be the largest amount that applies. 

  Benefit Reduction Formula 

 70 through 74 65% 

 75 through 79 45% 

 80 through 84 30% 

 85 or over 20% 

 

 

 

 

 

www.cigna.com 

(800) 244-6224 

 

You may buy additional coverage for you and your family. Your spouse’s benefit amount will 
be 40% of yours or 50% if you have no dependent children. Each of your covered children’s 
benefit amount will be 10% of yours, or 15% if you are a single parent. 

 

  

http://www.cigna/
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Short Term Disability 
 

Benefits  California State Disability 

Eligibility  All Members of SEIU 

State Disability (SDI)  SDI is a partial wage-replacement insurance plan for California workers. 
The SDI program is state-mandated and funded through employee 
payroll deductions. SDI provides affordable, short-term benefits to 
eligible workers. Workers covered by SDI are covered by two benefits: 
Disability Insurance (DI) and Paid Family Leave (PFL).  

Disability Insurance (DI)  Disability Insurance provides affordable, short-term benefits to eligible 
workers who suffer a loss of wages when they are unable to work due to 
a non-work-related illness or injury, or due to pregnancy or childbirth. 

Paid Family Leave (PFL)  Paid Family Leave (PFL) was established for workers who suffer a loss of 
wages when they need to take time off from work to care for a seriously 
ill child, spouse, parent, or registered domestic partner, or to bond with 
a new child. California workers may be eligible to receive PFL benefits 
when taking take time off of work to care for a seriously ill parent-in-law, 
grandparent, grandchild, or sibling. 

Benefits  Keenan & Associates 

Eligibility  All active full-time or permanent part-time Classified Management, 
Confidential and Supervisory Employee working 17.5 hours or more per 
week. 

Elimination Period  Minimum of 30 calendar days of disability and exhaustion of 
accumulated sick leave (which ever occurs later). 

Benefit Percentage  66 2/3% of Basic Monthly Earnings 

Maximum Monthly Benefit  $8,889.00 per month 

Minimum Monthly Benefit  $100.00 per month 

Benefit Reductions  Social Security, State Disability and Workers’ Compensation 

Maximum Benefit Duration  270 Consecutive Calendar Days 
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Long Term Disability 
 

Benefits  The Standard 

 Eligibility 

 
Must be a regular employee of the Santa Clara County Office of Education, who works at least 

17.5 hours each week and is either a citizen or resident of the United States or Canada. 

 Class 2 & 3 
 

Psychologists and Leadership Team Members 

 Class 4 
 

SEIU Members 

 Benefits 
 

Monthly Benefit 

Class 2 & 3  66 2/3% of the first $13,334 of monthly pre-disability earnings, reduced by deductible income. 

Class 4  66 2/3% of the first $8,334 of monthly pre-disability earnings, reduced by deductible income. 

 
 

Maximum Monthly Benefit Minimum Monthly Benefit Benefit Waiting Period 

Class 2 & 3 
 

$8,889.00  $100.00  270 days 

Class 4 
 

$5,556.00  $100.00  30 days 

 
 

 

www.standard.com 

  

http://www.standard/
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Voluntary Deductions 
 

Tax Shelters Credit Unions 

457 Plan 
For more information contact: 
 
Employee Benefits Services Group 
535 Millich Dr., Suite 100 
Campbell, CA  95008 
408.978.1000 
Employee Benefits Services Group - Alta Montclair 

Provident Credit Union 
303 Twin Dolphin Drive 
Redwood City, CA 94065 
800.632.4600 
www.providentcu.org 

403b Plan 
There are many companies to choose from. The list of 
approved 403b vendors may be viewed on the 
internet at: 403bcompare.com  
An account must be established with the company 
you select before any deductions can be processed. 

Santa Clara County Federal Credit Union 
Located inside the Santa Clara County  
Government Center Building (lower level) 
70 West Hedding Street 
San Jose, CA 95110 
408.282.0700 
www.sccfcu.org 

 Commonwealth Central Credit Union 
5890 Silver Creek Valley Road 
San Jose, CA 95138 
408.531.3100 
www.wealthcu.org 

Other Voluntary Deductions 

Income Protection – Disability Insurance 
•  ACE /CTA Standard - (for CTA only) 
                       The Standard  
 
• American Fidelity – 1.866.504.0010 
                    American Fidelity  

Section 125 Plan through 
American Fidelity 
1.866.504.0010 
• Flexible Spending Accounts (FSA) Unreimbursed 

Medical & Dependent Day Care 
                   American Fidelity 

Supplemental Life Insurance 
• ACE/CTA Standard – (for CTA only) 

                 The Standard  
• American Fidelity – 1.866.504.0010 
                    American Fidelity  

Commuter Benefits 

• Commuter Check – 1-888-235-9223                   

              Commuter Benefits 

Accident Insurance 
• Cigna (Insurance Company of North America) 
 
• American Fidelity – 1.866.504.0010 
                       American Fidelity 

 

 

https://ebenefitsservices.net/
http://www.providentcu/
https://www.403bcompare.com/
http://www.sccfcu/
http://www.wealthcu/
https://www.standard.com/individual/i-want/protect-my-income
https://americanfidelity.com/
https://americanfidelity.com/
https://www.standard.com/individual/i-want/protect-my-income
https://americanfidelity.com/
http://www.commuterbenefits.com/
https://americanfidelity.com/
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High Deductible Health Plans and  
Health Saving Accounts 

 

Anthem Blue Cross and Kaiser High Deductible Health Plans  
and Health Savings Account Information 

The Santa Clara County Office of Education offers two high deductible health plans. One through Anthem Blue Cross and 
the other through Kaiser. These plans are the least expensive plans the SCCOE offers and allows for the opportunity to 
open a Health Savings Account.  

What is a High Deductible Health Plan (HDHP)?  
An HDHP is a health plan where you must pay an annual deductible before your benefits will pay. Once you meet the 
deductible, you will be responsible for copays and coinsurances up until the maximum out of pocket amount is reached.  
You also have the option of opening a pre-tax based Health Savings Account (HSA) to pay for your qualified medical, dental 
and vision expenses. 

What is a Health Savings Account (HSA)? 
A Health Savings Account (HSA) is a special tax-advantaged account owned by an individual that is used to pay for current 
and future Qualified Medical Expenses. It must be used in conjunction with a High Deductible Health Plan, such as the I 
Qualified Deductible plans offered through Anthem Blue Cross or Kaiser. If you choose to open an account through the 
SCCOE’s preferred vendor, you will have pre-tax payroll deductions applied directly to your I. You may also choose to open 
an account through an institution of your choosing, contribute after-tax dollars, and claim a deduction at the end of the 
year. 

How does an I work? 
• Money goes into the account pre-tax and comes out “tax-free” for qualified medical expenses. This can be made from 

pre-tax deductions from your paycheck. You may also make post-tax contributions directly into the account and take 
the deduction when you file your taxes. 

• Unused money in the account continues to roll over year after year and can earn interest—unlike the “use it or lose it” 
rule that the Flexible Spending Accounts must abide by. 

• Upon turning age 65, you can use any unused funds in the account for any purpose, penalty free, but subject to ordinary 
income tax. 

• HSAs encourage individuals to take a more proactive approach to their own healthcare, by learning to make informed 
choices about their health care. 

What happens to my Health Savings Account if I leave or change plans? 
You will not lose your account. If you change employers and enroll in another HDHP, you may roll over your money from 
one account to another. If you are unable to enroll in another HDHP, you may not make any contributions, but you can 
spend it down or leave it to earn interest. 

How much can I contribute to my account? 
This plan is regulated by the IRS. The maximum amount that may be contributed (and deducted) to the account from all 
sources for 2021 is $3,600 for individual coverage and $7,200 for family coverage. The maximum amount that may be 
contributed (and deducted) to the account from all sources for 2022 is $3,650 for individual coverage and $7,300 for family 
coverage. Contributions in excess of the contribution limits must be withdrawn by the individual or will be subject to 
ordinary income tax. 
 
To find out more about enrolling in the Anthem Blue Cross or Kaiser High Deductible Health Plan, or opening an HSA, 
please contact your Employee Benefits Specialist. 
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COBRA Notice 
 

Important Information About Your COBRA Continuation Coverage Rights 

What is continuation coverage?  
Federal law requires that most group health plans give employees and their families the opportunity to continue their 
health care coverage when there is a “qualifying event” that would result in a loss of coverage under an employer’s plan.  
Depending on the type of qualifying event, “qualified beneficiaries” can include the employee (or retired employee) 
covered under the group health plan, the covered employee’s spouse, and the dependent children of the covered 
employee. 

Continuation coverage is the same coverage that the Plan gives to other participants or beneficiaries under the Plan who 
are not receiving continuation coverage.  Each qualified beneficiary who elects continuation coverage will have the same 
rights under the Plan as other participants or beneficiaries covered under the Plan, including open enrollment and special 
enrollment rights.   

How long will continuation coverage last? 
In the case of a loss of coverage due to end of employment or reduction in hours of employment, coverage generally may 
be continued for up to a total of 18 months.  In the case of losses of coverage due to an employee’s death, divorce or legal 
separation, the employee’s becoming entitled to Medicare benefits, or a dependent child ceasing to be a dependent under 
the terms of the plan, coverage may be continued for up to a total of 36 months.  When the qualifying event is the end of 
employment or reduction of the employee’s hours of employment, and the employee became entitled to Medicare 
benefits less than 18 months before the qualifying event, COBRA continuation coverage for qualified beneficiaries other 
than the employee lasts until 36 months after the date of Medicare entitlement.  This notice shows the maximum period 
of continuation coverage available to the qualified beneficiaries. 

Continuation coverage will be terminated before the end of the maximum period if:  

• any required premium is not paid in full on time,  

• a qualified beneficiary becomes covered, after electing continuation coverage, under another group health plan that 
does not impose any pre-existing condition exclusion for a pre-existing condition of the qualified beneficiary (note: 
there are limitations on plans imposing a preexisting condition exclusion and such exclusions will become prohibited 
beginning in 2014 under the Affordable Care Act),  

• a qualified beneficiary becomes entitled to Medicare benefits (under Part A, Part B, or both) after electing 
continuation coverage, or  

• the employer ceases to provide any group health plan for its employees.   

Continuation coverage may also be terminated for any reason the Plan would terminate coverage of participant or 
beneficiary not receiving continuation coverage (such as fraud). 

How can you extend the length of COBRA continuation coverage? 
If you elect continuation coverage, an extension of the maximum period of coverage may be available if a qualified 
beneficiary is disabled or a second qualifying event occurs. You must notify your Employee Benefits Specialist in Human 
Resources of a disability or a second qualifying event in order to extend the period of continuation coverage.  Failure to 
provide notice of a disability or second qualifying event may affect the right to extend the period of continuation coverage. 

Disability 

An 11-month extension of coverage may be available if any of the qualified beneficiaries is determined by the Social 
Security Administration (SSA) to be disabled.  The disability has to have started at some time before the 60th day of COBRA 
continuation coverage and must last at least until the end of the 18-month period of continuation coverage.  Each qualified 
beneficiary who has elected continuation coverage will be entitled to the 11-month disability extension if one of them 
qualifies.  If the qualified beneficiary is determined by SSA to no longer be disabled, you must notify the Plan of that fact 
within 30 days after SSA’s determination. 
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Second Qualifying Event 

An 18-month extension of coverage will be available to spouses and dependent children who elect continuation coverage 
if a second qualifying event occurs during the first 18 months of continuation coverage.  The maximum amount of 
continuation coverage available when a second qualifying event occurs is 36 months.  Such second qualifying events may 
include the death of a covered employee, divorce or separation from the covered employee, the covered employee’s  
becoming entitled to Medicare benefits (under Part A, Part B, or both), or a dependent child’s ceasing to be eligible for   
coverage as a dependent under the Plan.  These events can be a second qualifying event only if they would have caused    
the qualified beneficiary to lose coverage under the Plan if the first qualifying event had not occurred.  You must notify 
the Plan within 60 days after a second qualifying event occurs if you want to extend your continuation coverage. 

How can you elect COBRA continuation coverage? 
To elect continuation coverage, you must complete the Election Form and furnish it according to the directions on the 
form.  Each qualified beneficiary has a separate right to elect continuation coverage.  For example, the employee’s spouse 
may elect continuation coverage even if the employee does not.  Continuation coverage may be elected for only one, 
several, or for all dependent children who are qualified beneficiaries.  A parent may elect to continue coverage on behalf 
of any dependent children.  The employee or the employee’s spouse can elect continuation coverage on behalf of all of 
the qualified beneficiaries.   

In considering whether to elect continuation coverage, you should take into account that you have special enrollment 
rights under federal law.  You have the right to request special enrollment in another group health plan for which you are 
otherwise eligible (such as a plan sponsored by your spouse’s employer) within 30 days after your group health coverage 
ends because of the qualifying event listed above.  You will also have the same special enrollment right at the end of 
continuation coverage if you get continuation coverage for the maximum time available to you. 

How much does COBRA continuation coverage cost? 
Generally, each qualified beneficiary may be required to pay the entire cost of continuation coverage.  The amount a 
qualified beneficiary may be required to pay may not exceed 102 percent (or, in the case of an extension of continuation 
coverage due to a disability, 150 percent) of the cost to the group health plan (including both employer and employee 
contributions) for coverage of a similarly situated plan participant or beneficiary who is not receiving continuation 
coverage.  The required payment for each continuation coverage period for each option is described in this notice. 

When and how must payment for COBRA continuation coverage be made? 
First payment for continuation coverage 

If you elect continuation coverage, you do not have to send any payment with the Election Form.  However, you must 
make your first payment for continuation coverage no later than 45 days after the date of your election.  (This is the date 
the  Election Notice is post-marked, if mailed.)  If you do not make your first payment for continuation coverage in full no 
later than 45 days after the date of your election, you will lose all continuation coverage rights under the Plan.  You are 
responsible for making sure that the amount of your first payment is correct.  You may contact your Employee Benefits  
Specialist in Human Resources to confirm the correct amount of your first payment. 

Payments for continuation coverage 

After you make your first payment for continuation of coverage, you will be required to make monthly payments for each 
coverage you elect to continue.  An invoice will be mailed to you indicating the monthly premium due.  COBRA payments 
can be made on a monthly basis.  Under the Plan, each of these payments for continuation of coverage is due on the first 
of the month for that coverage period. The Plan will not send periodic notices of payments due. 

Grace periods for periodic payments 

Although payments are due on the first of each month, you will be given a grace period of 30 days after the first day of 
the coverage period to make each payment.  Your continuation of coverage will be provided for each coverage period as 
long as payment for that coverage period is made before the end of the grace period.   

If you fail to make a payment before the end of the grace period for that coverage period, you will lose all rights to 
continuation of coverage under the Plan. 
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Your first payment and all monthly payments for continuation of coverage should be sent to: 

Santa Clara County Office of Education 
Accounting Services MC# 242 

1290 Ridder Park Drive 
San Jose CA 95131 

  

For more information 
This notice does not fully describe continuation of coverage or other rights under the Plan. More information about 

continuation of coverage and your rights under the Plan is available in your summary plan description or from the Plan 

Administrator.   

If you have any questions concerning the information in this notice, your rights to coverage, or if you want a copy of your 

summary plan description, you should contact: 

Employee Benefits Specialist 
Last name 
beginning 

Phone number Fax number Email 

Denise Sanders A-G (408) 453-6831 (408) 453-3660 dsanders@sccoe.org 

Selma Murillo H-O (408) 453-4355 (408) 453-3658 smurillo@sccoe.org 

Patty Tijerina P-Z (408) 453-6681 (408) 453-3659 ptijerina@sccoe.org 

 

For more information about your rights under ERISA, including COBRA, the Health Insurance Portability and Accountability 

Act (HIPAA), and other laws affecting group health plans, visit the U.S. Department of Labor’s Employee Benefits Security 

Administration (EBSA) website at www.dol.gov/ebsa or call their toll-free number at 1-888-444-3272.  For more 

information about health insurance options available through a Health Insurance Marketplace, visit www.healthcare.gov. 

Keep Your Plan Informed of Address Changes 

In order to protect your and your family’s rights, you should keep the Plan Administrator informed of any changes in your 

address and the addresses of family members. You should also keep a copy of any notices you send to the Plan 

Administrator.  

 

 

 

 

 

 

 

 

 

 
  

http://www.dol/
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Important Numbers 
 

Carrier Coverage Type Group # Phone # Website 

Kaiser HMO   1-800-464-4000 www.kp.org 

Classified   606394-0021ALN     

Certificated   606394-0021ACN     

Leadership Team   606394-0021AMN     

Kaiser Deductible Plan HMO   1-800-464-4000 www.kp.org 

Classified   606394-0022ALN     

Certificated   606394-0022ACN     

Leadership Team   606394-0022AMN     

Kaiser High Deductible Plan 
 

HMO   1-800-464-4000 www.kp.org 

Classified   606394-0023ALN     

Certificated   606394-0023ACN     

Leadership Team   606394-0023AMN     

Anthem Blue Cross PPO   1-800-825-5541 www.anthem.com/ca/sisc 

Classified   40428A     

Certificated   40449A     

Leadership Team   40456A     

Anthem Blue Cross Deductible Plan PPO   1-800-825-5541 www.anthem.com/ca/sisc 

Classified   40428B     

Certificated   40449B     

Leadership Team   40456B     

Anthem Blue Cross High Deducible 
Plan 

PPO   1-800-825-5541 www.anthem.com/ca/sisc 

Classified   40428C     

Certificated   40449C     

Leadership Team   40456C     

Navitus (Anthem Pharmacy Service) Rx   1-866-333-2757 www.navitus.com 

Delta Dental Dental 934 1-866-499-3001 www.deltadentalins.com 

Medical Eye Services Vision KA01001-278 1-800-877-6372 www.mesvision.com 

Anthem Employee Assistance 
Program 

EAP  SISC 1-800-999-7222 www.anthemeap.com 

Optum Bank 
Health Savings 

Account 
HB2511A 1-866-234-8913 www.optumbank.com  

American Fidelity 
Section 

125/Supplmental 
Insurance 

SCCOE 
1-866-504-0010 
Ext - 0 

www.afadvantage.com 

 
  

file://///rtc-fs1/sccoe/hr/benefits/Benefits%20Admin/Benefits%20Booklet/Benefits%20Books%202021-2022/www.kp.org
file://///rtc-fs1/sccoe/hr/benefits/Benefits%20Admin/Benefits%20Booklet/Benefits%20Books%202021-2022/www.kp.org
file://///rtc-fs1/sccoe/hr/benefits/Benefits%20Admin/Benefits%20Booklet/Benefits%20Books%202021-2022/www.kp.org
file://///rtc-fs1/sccoe/hr/benefits/Benefits%20Admin/Benefits%20Booklet/Benefits%20Books%202021-2022/www.anthem.com/ca/sisc
file://///rtc-fs1/sccoe/hr/benefits/Benefits%20Admin/Benefits%20Booklet/Benefits%20Books%202021-2022/www.anthem.com/ca/sisc
file://///rtc-fs1/sccoe/hr/benefits/Benefits%20Admin/Benefits%20Booklet/Benefits%20Books%202021-2022/www.anthem.com/ca/sisc
file://///rtc-fs1/sccoe/hr/benefits/Benefits%20Admin/Benefits%20Booklet/Benefits%20Books%202021-2022/www.navitus.com
file://///rtc-fs1/sccoe/hr/benefits/Benefits%20Admin/Benefits%20Booklet/Benefits%20Books%202021-2022/www.deltadentalins.com
file://///rtc-fs1/sccoe/hr/benefits/Benefits%20Admin/Benefits%20Booklet/Benefits%20Books%202021-2022/www.mesvision.com
file://///rtc-fs1/sccoe/hr/benefits/Benefits%20Admin/Benefits%20Booklet/Benefits%20Books%202021-2022/www.anthemeap.com
http://www.optumbank.com/
file://///rtc-fs1/sccoe/hr/benefits/Benefits%20Admin/Benefits%20Booklet/Benefits%20Books%202021-2022/www.afadvantage.com


SCCOE 2021/2022 Employee Benefits Handbook                                                                                                           24 
 

 

Enrollments - Instructions & Required Dependent Documentation 
 

 
1. Complete your personal information and information for any dependents enrolling on the plan. Social Security 

numbers are required. 

2. Sign and date your completed form. 

3. If you are enrolling dependents, you must submit supporting documentation with your enrollment form. 

a. Spouse: Marriage certificate and front page of most recent income tax return with income data blackened out. 

b. Domestic partner: State issued certificate of registered domestic partnership. 

c.  Child up to age 26: Birth certificate. 

d. Guardianship up to age 18: Court paperwork establishing guardianship. 

e. Adoption: Adoption paperwork. 

f. Disabled dependent over age 26: Most recent Kaiser certification, front page of most recent tax return showing 
the child listed as a dependent, birth certificate. 

 



SECTION I: SELECTED COVERAGE – REQUIRED (DISTRICT USE ONLY) 

ENROLLMENT REASON:  NEW HIRE    OPEN ENROLLMENT    EMPLOYEE STATUS CHANGE    LOSS OF COVERAGE    COBRA 

QUALIFYING DATE:  EFFECTIVE DATE:  HIRE DATE:   DISTRICT APPROVED INITIALS: 

DISTRICT NAME (DO NOT ABBREVIATE) EMPLOYEE GROUP (BARGAINING UNIT) 
Certificated  Classified  Management 

EMPLOYEE TYPE 
 Full-Time   Part-Time   Variable/Temporary/Seasonal 

MEDICAL GROUP NO. DELTA DENTAL GROUP NO. VISION GROUP NO. LIFE GROUP NO. 

SECTION II: EMPLOYEE / APPLICANT INFORMATION – REQUIRED 

 MEDICAL

 DENTAL

 VISION 

 LIFE

SOCIAL SECURITY NO. LAST NAME (PRINT) FIRST NAME (PRINT) DATE OF BIRTH  MALE

 FEMALE

STREET ADDRESS CITY STATE ZIP 

TELEPHONE NO. E-MAIL ADDRESS IPA (HMO ONLY–REQUIRED) PCP (HMO ONLY–REQUIRED) CURRENT 

PROVIDER?   

 YES   NO 

MEDICARE COVERAGE  If you are retired and entitled to Medicare and not enrolled, you may be subject to a premium surcharge. 

ARE YOU RETIRED?  YES   NO  

IF YES, DO YOU HAVE MEDICARE? YES  NO  (Copy of Medicare card required) 

TOTALLY DISABLED?  YES   NO 

DO ANY OF YOUR DEPENDENTS HAVE MEDICARE?  YES   NO 

(Copy of Medicare card required) 

SECTION III: DEPENDENT INFORMATION Proof of eligibility required (i.e. birth/marriage/domestic partner certificate) 

 MEDICAL

 DENTAL

 VISION

 SPOUSE 

 DOMESTIC PARTNER 

GENDER   M   F 

LAST NAME (PRINT) FIRST NAME (PRINT) SOCIAL SECURITY NO. 

ELIGIBLE FOR OTHER 
HEALTH PLAN? 

 YES   NO

 ENROLLED IN OTHER 
 HEALTH PLAN? 

 YES   NO

DATE OF BIRTH TOTALLY 
DISABLED? 

 YES   NO

 IPA (HMO ONLY-REQUIRED) PCP (HMO ONLY-REQUIRED) IS THIS YOUR 

CURRENT PROVIDER? 

 YES   NO 

 MEDICAL

 DENTAL

 VISION 

 SON 

 DAUGHTER 

LAST NAME (PRINT) FIRST NAME (PRINT) SOCIAL SECURITY NO. 

ELIGIBLE FOR OTHER 
HEALTH PLAN? 

 YES   NO

 ENROLLED IN OTHER 
 HEALTH PLAN? 

 YES   NO

DATE OF BIRTH TOTALLY 
DISABLED? 

 YES   NO

 IPA (HMO ONLY-REQUIRED) PCP (HMO ONLY-REQUIRED) IS THIS YOUR 

CURRENT PROVIDER? 

 YES   NO 

 MEDICAL

 DENTAL

 VISION 

 SON 

 DAUGHTER 

LAST NAME (PRINT) FIRST NAME (PRINT) SOCIAL SECURITY NO. 

ELIGIBLE FOR OTHER 
HEALTH PLAN? 

 YES   NO

 ENROLLED IN OTHER   
 HEALTH PLAN? 

 YES   NO

DATE OF BIRTH TOTALLY 
DISABLED? 

 YES   NO

 IPA (HMO ONLY-REQUIRED) PCP (HMO ONLY-REQUIRED) IS THIS YOUR 

CURRENT PROVIDER? 

 YES   NO 

 MEDICAL

 DENTAL

 VISION 

 SON 

 DAUGHTER 

LAST NAME (PRINT) FIRST NAME (PRINT) SOCIAL SECURITY NO. 

ELIGIBLE FOR OTHER 
HEALTH PLAN? 

 YES   NO

 ENROLLED IN OTHER 
 HEALTH PLAN? 

 YES   NO

DATE OF BIRTH TOTALLY 
DISABLED? 

 YES   NO

 IPA (HMO ONLY-REQUIRED) PCP (HMO ONLY-REQUIRED)  IS THIS YOUR   

 CURRENT PROVIDER? 

 YES   NO 

 

 SISC III ENROLLMENT FORM   (DO NOT use for Kaiser members, use Kaiser Permanente enrollment form for Kaiser members) 
  (Type or print clearly in black ink) 

 

  

 

• I understand it is my responsibility to notify my district once a dependent is no longer eligible due to divorce or over age children. If I fail to report loss of eligibility I may be financially liable
to SISC if claims were paid on behalf of non-eligible individuals. 

• DEDUCTION AUTHORIZATION: If applicable, I authorize my school district to deduct from my wages the required contribution. 
• NON-PARTICIPATING PROVIDER: I understand that I am responsible for a greater portion of my medical costs when I use a non-participating provider. 
• HIV Testing Prohibited: California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health insurance. 
• EFFECTIVE DATE: The effective date of coverage is subject to SISC III approval. 
• Any complaints regarding the exemption due to the Knox-Keene Health Care Service Plan Act of 1975 may be directed to the Department of Managed Health Care of the State of California.
SECTION IV: SIGNATURE OF UNDERSTANDING – APPLICANT MUST SIGN 
I have read and understood the provisions outlined on this form. All information on this form is correct and true. I understand that it is the basis on which coverage may be issued under the 
plan. Any misstatements or omissions may result in future claims being denied and/or the policy being rescinded. You are entitled to a copy of this signed authorization for your files. 
Additionally, any person who knowingly and with intent to injure, defraud, or deceive the district, SISC, or plan service provider, by filing a statement or claim containing false or misleading 
information may be guilty of a criminal act punishable under law. I attest by signing below that I have reviewed the information provided on this application and to the best of my knowledge and 
belief; it is true and accurate with no omissions or misstatements. 

ARBITRATION AGREEMENT: I UNDERSTAND THAT ANY AND ALL DISPUTES BETWEEN MYSELF (AND/OR ANY ENROLLED FAMILY 
MEMBER) AND SISC III (INCLUDING CLAIMS ADMINISTRATOR OR AFFILIATE) INCLUDING CLAIMS FOR MEDICAL MALPRACTICE, MUST 
BE RESOLVED BY BINDING ARBITRATION, IF THE AMOUNT IN DISPUTE EXCEEDS THE JURISDICTIONAL LIMIT OF THE SMALL CLAIMS 
COURT, AND NOT BY LAWSUIT OR RESORT TO COURT PROCESS, EXCEPT AS CALIFORNIA LAW PROVIDES FOR JUDICIAL REVIEW OF 
ARBITRATION PROCEEDINGS. UNDER THIS COVERAGE, BOTH THE MEMBER AND SISC III ARE GIVING UP THE RIGHT TO HAVE ANY 
DISPUTE DECIDED IN A COURT OF LAW BEFORE A JURY. SISC III AND THE MEMBER ALSO AGREE TO GIVE UP ANY RIGHT TO PURSUE 
ON A CLASS BASIS ANY CLAIM OR CONTROVERSY AGAINST THE OTHER. (FOR MORE INFORMATION REGARDING BINDING 
ARBITRATION, PLEASE REFER TO YOUR EVIDENCE OF COVERAGE BOOKLET.) 

Applicant Signature Required       Date 

Rev 2017 Mar 

PPO PPO-DED HSAPPO PPO-DED HSAPPO PPO-DED HSAPPO PPO-DED HSA



Do any of dependents above live at another address? Yes No If yes, complete the following: 
Name (Last, First, MI): Address: 

California  Region Kaiser Permanente Group Enrollment Form 
Please print or type in black ink only. Make a copy for your records. 

TO BE COMPLETED BY EMPLOYER: 

District Name: Hire Date (mm/dd/yyyy) 

Medical Group Number : Enrollment Unit: Effective Enrollment Date 
(mm/dd/yyyy) 

Complete this section ONLY if dental, vision and/or life insurance is offered through SISC: 

Delta Dental Group#:  Vision Group#:  SISC Life Ins Group#: Employee Only 

A. ENROLLMENT: New group: Yes No 

New Hire (complete sections A, B, C, D)     Full Time    Part Time  Open Enrollment (complete sections A, B, C, D) 
 Health Plan (Check one) HMO Plan  Deductible Plan  Other 

Loss of Other Coverage (complete sections A, B, C, D) Other (please specify) 

 Event Date (mm/dd/yyyy)   

B. EMPLOYEE: Have you ever been a Kaiser Permanente member? Yes No 

Medical Record No. (if known) Social Security No. Gender M  F 

Name (Last, First, MI) Birth Date (mm/dd/yyyy) 

Home Address City State ZIP 

Work Phone Home Phone Email 
Ethnicity Preferred Language 

C. FAMILY For additional dependents attach a separate sheet with employee’s name at top. (Last, First, MI)
Add Spouse Domestic partner Med Den Vision 

Spouse/domestic partner name: 
Gender: Male                  Female         

Social Security No. 
Birth Date (mm/dd/yyyy) 
 Medical Record No. 

Add  Son Daughter  Med Den Vision 
Dependent name: 

Social Security No. 
Birth Date (mm/dd/yyyy) 
 Medical Record No. 

Add Son Daughter  Med Den Vision 
Dependent name: 

Social Security No. 
Birth Date (mm/dd/yyyy) 
 Medical Record No. 

Add Son Daughter  Med Den Vision 
Dependent name: 

Social Security No. 
Birth Date (mm/dd/yyyy) 
 Medical Record No. 

D. Kaiser Foundation Health Plan Arbitration Agreement

I understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure or the ERISA claims procedure
regulation, and any other claims that cannot be subject to binding arbitration under governing law) any dispute between myself, my heirs,
relatives, or other associated parties on the one hand and Kaiser Foundation Health Plan, Inc. (KFHP), any contracted health care
providers, administrators, or other associated parties on the other hand, for alleged violation of any duty arising out of or related to
membership in KFHP, including any claim for medical or hospital malpractice (a claim that medical services were unnecessary or
unauthorized or were improperly, negligently, or incompetently rendered), for premises liability, or relating to the coverage for, or delivery of,
services or items, irrespective of legal theory, must be decided by binding arbitration under California law and not by lawsuit or resort to
court process, except as applicable law provides for judicial review of arbitration proceedings. I agree to give up our right to a jury trial
and accept the use of binding arbitration. I understand that the full arbitration provision is contained in the Evidence of Coverage.

Signature required for all Kaiser Permanente Plans       Date 
(Excluding  KPIC PPO, KPIC OOA, and KPIC Dental Plans) 

*Disputes arising from fully-insured Kaiser Permanente Insurance Company (KPIC) coverage are not subject to binding arbitration1) the Preferred Provider Organization (PPO)
and the 
Out-of Network portion of the Point of Service (POS) plans; 2) Preferred Provider Organization (PPO) plans; 3) Out of Area Indemnity (OOA) plans; and 4) KPIC Dental
plans. 

79829 
Revision date 5/02/2016 SISC 



DENTAL/VISION	PLAN	ENROLLMENT	FORM	

I. EMPLOYEE	INFORMATION

DATE	OF	HIRE	 DATE	OF	BIRTH	 SOC.	SEC.	NO.	

LAST	NAME	 FIRST	 MI	 HOME	PHONE	(Including	area	code)		

STREET	ADDRESS	 CITY	 STATE	 ZIP	
SEX	(check)	
M	!	/	F	!	

Marital	Status:	 ! Single					!	Married					!	Domestic	Partner

II. COVERAGE	ELECTION	(Complete	dependent	information	section	if	coverage	elected	for	spouse,	children	and/or	domestic	partner)

Delta	Dental	Election	–	Economy	Plan	

! Employee ! Employee	+	Spouse/Domestic	Partner ! Employee	+	Child(ren) ! Employee	+	Family

Delta	Dental	Election	–	Core	Plan	

! Employee ! Employee	+	Spouse/Domestic	Partner ! Employee	+	Child(ren) ! Employee	+	Family

Vision	Election	–	MES	

! Employee ! Employee	+	Spouse/Domestic	Partner ! Employee	+	Child(ren) ! Employee	+	Family

COVERED	DEPENDENT	INFORMATION	–Dental,	Vision ! Add ! Delete

NAME	 SOCIAL	SECURITY	NUMBER	 SEX	
M/F	 DATE	OF	BIRTH	

SPOUSE	/	DOMESTIC	PARTNER	

DEPENDENT	#1	

DEPENDENT	#2	

DEPENDENT	#3	

DEPENDENT	#4

DEPENDENT	#5	

III. PRE-TAX	PREMIUM	DEDUCTIONS-	Section	125	Premium	Only	Plan

You	must	make	an	active	election	for	each	calendar	year.		If	you	enrolled	in	one	of	these	plans	for	the	current	calendar	year,	we	will	not	
automatically	re-enroll	you	for	the	new	calendar	year.	You	must	re-enroll	each	year.	

! Please	check	this	box	if	you	do	not	want	your	premiums	deducted	on	a	pre-tax	basis



Page	2	
IV. BENEFICIARY	DESIGNATION

BENEFICIARY-	LIFE	INSURANCE-	STANDARD	INSURANCE	CO.	($20,000	CL/CE	or	$50,000	Leadership	Team)	
Please	
complete	an	
attached	list	
if	you	want	
to	name	
more	
persons	
than	
provided	for	
on	this	form.	

NAME	OF	BENEFICIARY	(LAST,	FIRST,	MI)		 SSN	(if	known)	 DATE	OF	BIRTH	 RELATIONSHIP	TO	
EMPLOYEE	

PHONE	#	 ADDRESS	OF	BENEFICIARY	(STREET/CITY/STATE/ZIP	CODE)	 %	OF	BENEFIT	

NAME	OF	BENEFICIARY	(LAST,	FIRST,	MI)		 SSN	(if	known)	 DATE	OF	BIRTH	 RELATIONSHIP	TO	
EMPLOYEE	

PHONE	#	 ADDRESS	OF	BENEFICIARY	STREET/CITY/STATE/ZIP	CODE	 %	OF	BENEFIT	

IF	THE	BENEFICIARY	DIES	BEFORE	ME,	I	DESIGNATE	AS	CONTINGENT	
BENEFICIARY-NAME	OF	BENEFICIARY	(LAST,	FIRST,	MI)	

SSN	(if	known)	 DATE	OF	BIRTH	 RELATIONSHIP	TO	
EMPLOYEE	

PHONE	#	 ADDRESS	OF	CONTINGENT	BENEFICIARY	(	STREET/CITY/STATE/ZIP	CODE)	 %	OF	BENEFIT	

BENEFICIARY-	BUSINESS	TRAVEL	ACCIDENT	–	MUTUAL	OF	OMAHA	($100,000	max)
! SAME	AS	ABOVE	______(initial)

Please	
complete	an	
attached	list	
if	you	want	
to	name	
more	
persons	than	
provided	for	
on	this	form.	

NAME	OF	BENEFICIARY	(LAST,	FIRST,	MI)		 SSN	(if	known)	 DATE	OF	BIRTH	 RELATIONSHIP	TO	
EMPLOYEE	

PHONE	#	 ADDRESS	OF	BENEFICIARY	(STREET/CITY/STATE/ZIP	CODE)	 %	OF	BENEFIT	

IF	THE	BENEFICIARY	DIES	BEFORE	ME,	I	DESIGNATE	AS	CONTINGENT	
BENEFICIARY-NAME	OF	BENEFICIARY	(LAST,	FIRST,	MI)	

SSN	(if	known)	 DATE	OF	BIRTH	 RELATIONSHIP	TO	
EMPLOYEE	

PHONE	#	 ADDRESS	OF	CONTINGENT	BENEFICIARY	(	STREET/CITY/STATE/ZIP	CODE)	 %	OF	BENEFIT	

BENEFICIARY-	PERSONAL	ACCIDENT-	CIGNA	($1,000	basic	coverage)
! SAME	AS	ABOVE	______(initial)

Please	
complete	an	
attached	list	
if	you	want	
to	name	
more	
persons	than	
provided	for	
on	this	form.	

NAME	OF	BENEFICIARY	(LAST,	FIRST,	MI)		 SSN	(if	known)	 DATE	OF	BIRTH	 RELATIONSHIP	TO	
EMPLOYEE	

PHONE	#	 ADDRESS	OF	BENEFICIARY	(STREET/CITY/STATE/ZIP	CODE)	 %	OF	BENEFIT	

IF	THE	BENEFICIARY	DIES	BEFORE	ME,	I	DESIGNATE	AS	CONTINGENT	
BENEFICIARY-NAME	OF	BENEFICIARY	(LAST,	FIRST,	MI)	

SSN	(if	known)	 DATE	OF	BIRTH	 RELATIONSHIP	TO	
EMPLOYEE	

PHONE	#	 ADDRESS	OF	CONTINGENT	BENEFICIARY	(STREET/CITY/STATE/ZIP	CODE)	 %	OF	BENEFIT	
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V. WAIVER	OF	BENEFITS	(FOR	EMPLOYEE’S	THAT	WORK	LESS	THAN	.9	FTE.		Check	all	that	apply)

I	hereby	certify	that	I	have	been	given	the	opportunity	to	participate	in	benefits	available	to	me	through	the	Santa	Clara	County	Office	of	Education	
Benefits	plan.		After	careful	consideration,	I	have	decided	not	to	participate	in	the	following	insurance	plans	and	coverage:	

! EMPLOYEE: !Medical ! Dental ! Vision ! Life

! SPOUSE	OR	DOMESTIC	PARTNER: !Medical ! Dental ! Vision

! DEPENDENT	CHILDREN: !Medical ! Dental ! Vision

REASON	FOR	DECLINING	THIS	COVERAGE	(Must	be	completed):	

I	have	other	medical	insurance	coverage		 !	Yes			 !	No	

I	understand	I	will	not	be	able	to	enroll	in	these	benefits	again	until:	

(initial)	I	contact	an	Employee	Benefits	Specialist	and	complete	the	required	forms	during	the	open	enrollment	period.	

(initial)	I	lose	my	other	medical	insurance	coverage	

.	

AUTOMATIC	WAIVER	FOR	PART-TIME	EMPLOYEES:	YOU	HAVE	NOT	COMPLETED	THE	NECESSARY	FORMS	FOR	FRINGE	BENEFIT	ENROLLMENT	WITHIN	
THE	30	DAY	PERIOD	FROM	YOUR	DATE	OF	HIRE	AS	SPECIFIED	IN	YOUR	OFFER	LETTER.		YOU	WILL	HAVE	THE	OPPORTUNITY	TO	ENROLL	AGAIN	AS	
SPECIFIED	ABOVE	AND	MAY	HAVE	TO	PROVIDE	SATISFACTORY	MEDICAL	EVIDENCE	OF	INSURABILITY	TO	BE	COVERED	AT	A	LATER	DATE	

If	 you	work	 less	 than	 full-time	and	 receive	 less	 than	 the	 amount	 that	 is	 contributed	 towards	 a	 full-time	employee,	 you	may	decline	 coverage.	 If	 you	are	waiving	
coverage	under	Santa	Clara	County	Office	of	Education's	Benefits	plan	because	you	and	your	dependent(s)	have	coverage	under	another	employer's	benefit	plan,	
please	indicate	that	above.			
I	understand	that	I	am	being	offered	the	opportunity	to	enroll	in	affordable,	comprehensive	health	insurance	coverage	through	my	employment	with	the	Santa	Clara	
County	Office	of	Education.	I	understand	that	as	of	January	1,	2014,	I	am	required	by	law	to	maintain	an	acceptable	level	of	health	insurance	coverage	for	myself	and	
my	dependents.	

WAIVER	OF	COVERAGE	AGREEMENT:	
By	signing	this	form	I	have	agreed	to	waive	my	employer-paid	benefits.		I	understand	that	unless	I	experience	a	qualifying	event	as	defined	by	the	IRS,	I	will	not	be	
allowed	to	enroll	in	coverage	or	make	changes	to	my	selection	until	the	next	open	enrollment	period.	

EMPLOYEE	SIGNATURE		 DATE	

X	

VI. RELEASE

I	hereby	certify	that	I	am	an	eligible	employee/beneficiary	as	defined	in	the	Summary	Plan	Document	that	the	above	information	is	
complete	and	accurate,	and	all	claims	submitted	will	be	for	individuals	who	are	eligible	members	of	the	health	plan.	I	hereby	
authorize	the	Plan	Sponsor	to	deduct,	from	my	pay,	my	contributions	to	the	cost	of	the	benefits,	which	I	indicated	above	and	for	
which	I	am	or	may	become	eligible.		The	current	benefits	have	been	explained	to	me	thoroughly.	I	understand	that	I	am	responsible	
for	a	greater	portion	of	my	health	costs	in	excess	of	the	amounts	payable	under	the	plan.	

THE	INFORMATION	PROVIDED	ABOVE	IS	TRUE	AND	CORRECT	TO	THE	BEST	OF	MY	KNOWLEDGE.		I	HAVE	READ,	UNDERSTOOD,	AND	
AGREE	TO	ALL	SECTIONS	AND	THE	TERMS	OF	THIS	ENROLLMENT	FORM.	

EMPLOYEE	SIGNATURE				X	 (Required)	DATE	

TO	BE	COMPLETED	BY	SANTA	CLARA	COUNTY	OFFICE	
HUMAN	RESOURCES	ONLY	

	
Change Qualifying	Event:	
New	Hire	 Qualifying	Event	Date:	
Open	Enrollment	 Effective	Date:	

Medical	Insurance	 Date	Entered	 Delta	Dental	 Date	Entered	

QCC	Updates	 Date	Entered	 Vision	 Date	Entered	
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