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Non State Employer Group Contacts: 
 
Jeanne Kelly, Coordinator 
Non State Employer Group 
785-296-6205 
JKelly@kdheks.gov 
 
Sarah Beck, NSE Group Specialist 
Membership Services 
785-296-0880 
SBeck@kdheks.gov 
 
Stephanie Wywadis Miller, NSE Group Specialist 
Membership Services 
785-296-5443 
SWMiller@kdheks.gov 
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The State Employee Health Plan (SEHP) is a self insured program governed by The 
State of Kansas Health Care Commission (HCC).  The HCC was established in 1984 by 
the legislature for the purpose of developing and providing for implementation and 
administration of a comprehensive health benefit program through the SEHP.  This 
health benefit program is for State of Kansas employees and retirees as well as 
employees and retirees of other eligible public entities who have elected to participate in 
the SEHP.  
  

The SEHP has offered self insured programs since the early 1990’s, but went fully self 
insured on all medical plans as of January 1, 2008.  Being a self insured program 
means rather than paying a premium and transferring the risk to an insurance company, 
the state and affiliated non state entities and their employees pay monthly contributions. 
Claims for all eligible members are paid out of these contributions. In the event that the 
SEHP should have insufficient funds to pay claims, the State and affiliated non state 
groups could be assessed an additional amount determined by the HCC. To date, the 
HCC has never made such an assessment. Interested parties can track the funding 
balances by reviewing the HCC minutes at: 

 
www.kdheks.gov/hcf/sehp/healthcare_commission.html 

 
In 1999, the HCC established administrative procedures and eligibility requirements to 
allow for inclusion of Unified School Districts, community colleges, technical colleges 
and vocational technical schools into the SEHP. K.A.R. 108-1-3 outlines these 
requirements The HCC expanded the program to include of public employers (cities, 
counties, townships etc.) under K.A.R. 108-1-4. The HCC is responsible for determining 
eligibility of public employers to participate while maintaining the integrity of the state 
employee plan, and in compliance with the criteria outlined K.S.A. 75-6506. The 
participation criteria outlined in K.S.A. 75-6506 is included in this packet.  
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State Employees Health Plan – Non State Entities 
 
 
Choice is important to employees. Therefore, SEHP provides different medical vendors 
from which participating employees may choose coverage. SEHP provides a complete 
package of benefits with medical, prescription drug, dental and vision coverage options 
available. The health care options are summarized in this packet.   
 
 Participants enrolled in the medical coverage are automatically enrolled in the 

prescription drug benefit.  
 Employees electing medical coverage are automatically enrolled for single dental 

coverage.  
 An employee can choose dependent dental if the dependents are covered under 

the medical plan.  
 The vision plan is an optional program. Participants may choose vision coverage 

regardless of what they select for their medical or dental plan. Vision coverage is 
not available to groups enrolling after January 1 until the next calendar year.   

 An open enrollment period is held each year so members can make changes in 
health plan selections to meet their needs.  

 Non state entities are responsible for educating their employees about the SEHP 
options during open enrollment.  

 
Employer contribution is required at 95% of single coverage. If an employee elects 
dependent coverage the employer is also required to contribute an additional 55% 
toward the dependent premium cost.  The 95% and 55% are composite rates and are 
the same regardless of the health plan chosen by the employee. If the Commission 
changes the employer contribution rates/percentage during the contract period all 
participating employers will be required to meet the changed contribution rates. 
 
For new groups enrolling there are “ramp-up” options available if the public employer 
cannot otherwise meet the contribution requirements. The “ramp-up” option is a 
budgetary method of starting at a lower employer contribution amount and increasing 
the amount over two or three fiscal years (up to five years for dependents) to meet the 
state’s required contribution. The employee rate will be increased by the difference 
between the state’s required contribution amount and the “ramp-up” option used. If any 
“ramp-up” option is used, the contract period is five calendar years: otherwise the 
contract is for three calendar years. 

 
 
 
 
 
 
 
 
 



 	  Page 4 	
	 	

Documentation Requirements for Enrollment 
 
Employees must provide: 
 
  A copy of their original state marriage certificate – if covering a spouse. A copy 

of first and last page of the most recent Federal Income Tax form may be used in 
place of a marriage certificate. 
 

 Copy of birth certificates, if covering children.  Birth certificate must list the names 
of the father, mother and child. 
 

 Social Security Numbers for everyone covered under the policy. 
 

 Medicare information, if Medicare eligible.  Medicare eligible employees must 
complete TEFRA form at time of enrollment. 
 

Billing Administrator:  HP Enterprise Services 
 
Non State Groups will receive their monthly statements on or before the 25th of each 
month.  Premiums are due within 10 business days from receipt of their monthly 
premium bill and considered late if not paid by the 15th of the coverage month. 
 
Payment Address:      Correspondence Address: 
HP Kansas Premiums     HP Kansas Premiums 
P.O. Box 842195      P.O. Box 1778 
Dallas, TX  75284-2195     Topeka, KS  66601 
 
Payment Options: 
 Manage your premium bills on the Internet 
 Set-up recurring automatic payments 
 Make immediate payments online or over the phone 
 Pay using a credit/debt card or drafts from checking/savings account 
 Mail a check or money order to a post office box 

 
The Member Services line is open weekdays between 8:00 am and 5:00 pm Central 
Time.  Call:  1-866-688-5009 for assistance. 

 
HealthWave Eligibility and the SEHP 

 
Medicaid children’s health insurance program (CHIP) is called HealthWave. Eligibility for 
Health wave is governed under either Title 21 or Title 19. Coverage under the SEHP 
does not affect those children who are eligible under Title 19 of Medicaid. Under current 
Federal law, anyone who is eligible to be covered under the state employee health plan 
is not eligible for HealthWave under Title 21. Please be aware that groups joining the 
SEHP will be affected if they have children covered under Title 21. 
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Eligibility Rules 
 
 Eligible employees for coverage under the SEHP include: 

o Educational group employees working 630 hours or more per year. 
o Public employees working 1000 hours or more per year. 

 
 Eligible dependents include 

o The employee’s lawful spouse.  
o Children or step children up to age 26. 

 
 Retirees of a participating group are eligible for coverage if they are covered by 

the non state entity’s health plan on the day before the group joins the SEHP. 
 

 Employees hired after the effective date of the group with the SEHP will be 
subject to a 30 day waiting period before they are eligible to join the plan. New 
employees coverage is effective the first of the month following the completion of 
the 30 day waiting period.  

 
 Anyone who is eligible to be covered as an employee under either the State or 

non state entities covered under the State Employee Health Plan (SEHP) may 
not be covered as a dependent (spouse or child) under the SEHP. This includes 
married couples who are both eligible employees to enroll in the SEHP 
regardless of whether they have the same or different employers.  
 

 Dependents may not be covered under more than one SEHP contract. This 
applies to all dependents covered under the SEHP regardless of whether they 
are covered under a state or non state entity plan. 
 

 For newly hired employees enrolling in the SEHP, there is a thirty (30) day 
waiting period.  Health plan coverage begins the first day of the month following 
completion of the thirty (30) day waiting period.  The waiting period may be 
reduced or waived in accordance with K.A.R. 108-1-3 for educational entities and 
108-1-4 for all other public employers.  The request for a waiver of the waiting 
period must be submitted and approved by SEHP before an offer of employment 
is given. 
 

 The SEHP does not apply a waiting period for pre-existing conditions.  Therefore, 
certificates of creditable coverage are not required. 
 

NOTE:  This is a sample of the eligibility requirements for the SEHP.  The complete list of eligibility rules 
and guidelines can be found in the Non State Group Administrative Manual which is available online at  
 

www.kdheks.gov/hcf/sehp/NSEGroup/NSEGroupAdminMan.htm 
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Rates 

 
 Employer contribution rates are determined by the Commission.  Currently, the 

employer contribution shall be a monthly composite rate: a weighted average of 
all plan premiums or costs. 
 

 The employee contribution rate will be a monthly rate reflecting a percentage of 
the selected individual health plan costs. 
 

 The employer contribution rates are assessed and paid during the State’s fiscal 
year:  July 1 – June 30 
 

 The employee contribution rates are assessed and paid during the State’s plan 
year:  January 1 – December 31.  

 
 

Information Required by the  
State Employee Health Benefit Plan 

 
The following information is to give the SEHP a benchmark.  It will not be used to allow 
or disallow participation in the health plan: 
 
 FEIN Number (Federal Employee Identification Number)  For billing purposes 

only 
 

 List of all eligible employees and their annual salaries 
 
 Current enrollment by membership type  

(single, single + spouse, single + child(ren) and family) 
 
 List of active employees who are also eligible for Medicare 

 
 
 

Looking for a January 1st Effective Date? 
 
Non State Groups can join the State Employee Health Plan at any time throughout the 
plan year with a 90 day notice, by letter of intent.  If your group is looking for a January 
1st effective date, we need to have the letter of intent before September 1st and the 
group needs to be enrolled by the end of September.  This is because the State holds 
open enrollment for Active and Non State employees in October of every year and the 
State Employee Health Plan employees are busy with open enrollment and are not 
available to enroll or process paperwork for new groups at this time. 
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Underwriting 
 
The following requirements of the Plan are the rules of the 
program to insure the best possible “spread of risk” and  
avoid adverse selectio n in order to achieve a reasonable 
premium for the health benefits offered. 
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Requirements for Non State Groups to Participate in the SEHP 
 
 
Active Employees 
 
 Employee and Employer contribution rates must be at least equal to the State of 

Kansas contributions.  
 
 Plan design and funding are not subject to negotiations. 

 
 All employees are eligible who work a minimum of 1000 hours per year, 2,000 

hours is considered full time. For educational group employ ees those 
working a minimum of 630 hours are elig ible, 1000 hours is considered full 
time. 

 
 The group must have and maintain enrollment of at least 70% eligible employee 

enrolled in the SEHP. 
  
 Employers may not create, maintain or provide incentives for employees not to 

join the SEHP. Covered groups are prohibited from providing cash out options. 
 
 Must elect to participate for a minimum of three years/ five years if ramp up. 
 
 Must provide the established contribution to HealthQuest (health promotion 

program), designate a contact person and participate in HealthQuest initiatives. 
 
 Must provide staff for enrollment, answer general information and provide first 

level assistance to participants. 
 
 Must adhere to established administrative processes and procedures. The 

Administrative Manual is available on request. 
 
 
 
Direct Bill Participants 
 
Direct Bill participants refers to retirees, COBRA participants and those on leave 
without pay.   
 
 These participants may continue in the plan once active employment has ceased 

as long as the employer remains enrolled in the SEHP.   
 

 For new non state entities joining the SEHP, retirees must be covered under your 
current health plan to be eligible to be covered under the SEHP. 
 

  All Direct Bill Participants must pay their premiums by bank draft. 
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Program Benefits 
For Plan Year 2014 



 
H

ealth Plan Com
parison Chart

Plan A
 

Plan B
Plan C – W

ith H
ealth Savings A

ccount (H
SA

)

Blue Cross and Blue Shield of Kansas 
Coventry  
U

nitedH
ealthcare

Blue Cross and Blue Shield of Kansas 
Coventry  
U

nitedH
ealthcare

Blue Cross and Blue Shield of Kansas 
Coventry 
U

nitedH
ealthcare

N
etw

ork Providers
N

on N
etw

ork Providers
N

etw
ork Providers

N
on N

etw
ork Providers

N
etw

ork Providers
N

on N
etw

ork Providers

Basic Provisions

Provider Choice 
Freedom

 to use provider of choice, benefits based on plan description: coverage level based on provider netw
ork status

A
nnual D

eductible  
$300 Single / 
$600 Fam

ily
$500 Single / 
$1,500 Fam

ily
$150 Single / 
$300 Fam

ily
$500 Single / 
$1,500 Fam

ily
$2,500 Single / 
$5,000 Fam

ily
$2,500 Single / 
$5,000 Fam

ily

A
nnual Coinsurance 

and Copay (for all eligible 
expenses, unless otherw

ise 
noted)

20%
 Coinsurance 

$1,700 Single / 
$3,400 Fam

ily

50%
 Coinsurance 

$3,650 Single / 
$7,300 Fam

ily

35%
 Coinsurance 

$3,500 Single / 
$7,000 Fam

ily

50%
 Coinsurance 

$3,650 Single / 
$7,300 Fam

ily
N

o M
em

ber Coinsurance
20%

 Coinsurance 
$1,500 Single /  
$3,000 Fam

ily

O
ut of Pocket M

ax
$2,000 Single / 
$4,000 fam

ily
$4,150 Single / 
$8,800 Fam

ily
$3,650 Single / 
$7,300 Fam

ily
$4,150 Single / 
$8,800 Fam

ily
$2,500 Single / 
$5,000 Fam

ily
$4,000 Single / 
$8,000 Fam

ily

Covered Services

Inpatient Services 
D

eductible &
  

20%
 Coinsurance

D
eductible &

 
50%

 Coinsurance 
D

eductible &
 

35%
 Coinsurance

D
eductible &

 
50%

 Coinsurance 
D

eductible &
  

0%
 Coinsurance

D
eductible &

  
20%

 Coinsurance

Physician H
ospital Visits 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

 
35%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
0%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

Physician O
ffi

ce Visits 

     Prim
ary Care Provider

$25 Copaym
ent

D
eductible &

  
50%

 Coinsurance

Adults: $20 Copaym
ent/  

D
ependent children age 18 

and under: $10 Copaym
ent

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

0%
 Coinsurance

D
eductible &

  
20%

 Coinsurance

 
Specialist 

$45 Copaym
ent

D
eductible &

  
50%

 Coinsurance

Adults: $40 Copaym
ent/  

D
ependent children age 18 

and under: $25 Copaym
ent

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

0%
 Coinsurance

D
eductible &

  
20%

 Coinsurance

 
U

rgent Care Center 
$50 Copaym

ent 
D

eductible &
  

50%
 Coinsurance

$50 Copaym
ent

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

0%
  Coinsurance

D
eductible &

  
20%

 Coinsurance

O
utpatient Surgery 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

 
35%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
0%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

Em
ergency Room

 Visits
$100 Copaym

ent (w
aived if 

adm
itted) then D

eductible &
 

20%
 Coinsurance

$100 Copaym
ent (w

aived if 
adm

itted) then D
eductible &

 
20%

 Coinsurance

$100 Copaym
ent (w

aived if 
adm

itted) then D
eductible &

 
35%

 Coinsurance

$100 Copaym
ent (w

aived if 
adm

itted) then D
eductible &

 
35%

 Coinsurance

D
eductible &

  
0%

 Coinsurance
D

eductible &
  

0%
 Coinsurance
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O

ther O
utpatient 

Services 
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
 

35%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

0%
 Coinsurance

D
eductible &

  
20%

 Coinsurance

A
m

bulance Services 
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
20%

 Coinsurance
D

eductible &
 

35%
 Coinsurance

D
eductible &

  
35%

 Coinsurance
D

eductible &
  

0%
 Coinsurance 

D
eductible &

  
0%

 Coinsurance

M
ajor D

iagnostic Tests
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
 

35%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

0%
 Coinsurance

D
eductible &

  
20%

 Coinsurance

X-Ray and Laboratory 
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
 

35%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

0%
 Coinsurance 

D
eductible &

  
20%

 Coinsurance

Rehabilitation Services: (services lim
ited to those m

edically necessary and appropriate: m
edical records m

ust show
 continued im

provem
ent)

 
Inpatient Facility

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

 
35%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
0%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

 
O

utpatient Facility
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
 

35%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

0%
 Coinsurance

D
eductible &

  
20%

 Coinsurance

 
O

ffi
ce Based 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

 
35%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
0%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

D
urable M

edical  
Equipm

ent 

D
eductible &

  
20%

 Coinsurance  

D
eductible &

  
50%

 Coinsurance 
lim

ited to $5,000 per person 
per year

D
eductible &

  
35%

 Coinsurance 

D
eductible &

  
50%

 Coinsurance 
lim

ited to $5,000 per person 
per year

D
eductible &

  
0%

 Coinsurance                                           

D
eductible &

  
20%

 Coinsurance                  
lim

ited to $5,000 per 
person per year

A
llergy Testing 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
35%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
0%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

A
ntigen A

dm
inistration: 

desensitization/treatm
ent; 

allergy shots 
Covered in full

D
eductible &

  
50%

 Coinsurance
Covered in full

D
eductible &

  
50%

 Coinsurance
Covered in full

D
eductible &

  
20%

 Coinsurance

A
utism

 Services
D

eductible &
  

20%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

35%
 Coinsurance

D
eductible &

  
50%

 Coinsurance
D

eductible &
  

0%
 Coinsurance

D
eductible &

  
20%

 Coinsurance

M
anipulation Therapies

D
eductible &

  
20%

 Coinsurance  
lim

ited to 30 visits per year

D
eductible &

  
50%

 Coinsurance 
lim

ited to 30 visits per year

D
eductible &

  
35%

 Coinsurance  
lim

ited to 30 visits per year

D
eductible &

  
50%

 Coinsurance  
lim

ited to 30 visits per year

D
eductible &

  
0%

 Coinsurance  
lim

ited to 30 visits per year

D
eductible &

  
20%

 Coinsurance 
lim

ited to 30 visits per 
year

Licensed D
ietitian  

Consultation: for m
edical 

m
anagem

ent of a  
docum

ented disease 

D
eductible &

  
20%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

 
35%

 Coinsurance
D

eductible &
  

50%
 Coinsurance

D
eductible &

  
0%

 Coinsurance
D

eductible &
  

20%
 Coinsurance

M
ental H

ealth

M
ental Illness &

 D
rug or 

A
lcohol Treatm

ent
Sam

e Coverage as M
edical

lknowlto
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Preventive Care - Lim

ited 
to one visit or service per 
year unless otherw

ise 
noted. Review

 the benefit 
description for details on 
exact coverage.

Plan A
 N

etw
ork

Plan A
 N

on N
etw

ork
Plan B N

etw
ork

Plan B N
on N

etw
ork

Plan C N
etw

ork
Plan C N

on N
etw

ork

W
ell Baby Exam

s - 
includes new

born 
screenings & age 
appropriate offi

ce visits

Covered In Full
N

ot covered
Covered In Full

N
ot covered

Covered In Full
N

ot covered

W
ell Child Exam

 - 
includes offi

ce visit, age 
appropriate screenings 
and counseling

Covered In Full
N

ot covered
Covered In Full

N
ot covered

Covered In Full
N

ot covered

W
ell W

om
an Exam

 - 
includes offi

ce visit, age 
appropriate screenings, 
contraception and counseling

Covered In Full
N

ot covered
Covered In Full

N
ot covered

Covered In Full
N

ot covered

W
ell M

an Exam
 - 

includes offi
ce visit, age 

appropriate screenings, 
contraception and  counseling

Covered In Full
N

ot covered
Covered In Full

N
ot covered

Covered In Full
N

ot covered

Prenatal Screenings and 
Counseling - see benefit 
description for list of 
covered services

Covered In Full
N

ot covered
Covered In Full

N
ot covered

Covered In Full
N

ot covered

A
ge A

ppropriate Bone 
D

ensity Screening
Covered In Full

N
ot covered

Covered In Full
N

ot covered
Covered In Full

N
ot covered

Im
m

unizations
Covered In Full

Covered in full to age 6 
otherw

ise D
eductible &

 
50%

 Coinsurance.
Covered In Full

Covered in full to age 6 
otherw

ise D
eductible &

 
50%

 Coinsurance.
Covered In Full

Covered in full to age 6 
otherw

ise D
eductible &

 
20%

 Coinsurance.

M
am

m
ography - (not 

lim
ited to one)

Covered In Full
D

eductible &
 

50%
 Coinsurance

Covered In Full
D

eductible &
 

50%
 Coinsurance

Covered In Full
D

eductible &
 

20%
 Coinsurance

Colonoscopy - (not lim
ited 

to one)
Covered In Full

N
ot covered

Covered In Full
N

ot covered
Covered In Full

N
ot covered

U
ltrasonography for 

A
ortic A

neurysm
 - lim

ited 
to m

en ages 65 to 75 w
ith 

history of tobacco use

Covered In Full
N

ot covered
Covered In Full

N
ot covered

Covered In Full
N

ot covered

Routine H
earing Exam

Covered In Full
N

ot covered
Covered In Full

N
ot covered

Covered In Full
N

ot covered

Routine Vision Exam
Covered In Full

N
ot covered

Covered In Full
N

ot covered
Covered In Full

N
ot covered

The com
parison chart is N

O
T the governing docum

ent. M
em

bers need to refer to the Benefit D
escriptions posted at w

w
w

.kdheks.gov/hcf/sehp/BenefitD
escriptions.htm

                                  

lknowlto
Typewritten Text
Page 12



 
H

ealth Savings A
ccount - O

nly A
vailable w

ith Plan C
Plan C W

ith H
ealth Savings A

ccount
Full-Tim

e Em
ployee

Part-Tim
e Em

ployee
Em

ployee O
nly

Em
ployee + D

ependents*
Em

ployee O
nly

Em
ployee + D

ependents*
Em

ployer Contribution 
$1,500.00 per year

$2,250.00 per year
$1,125.20 per year

$1,687.60 per year

Em
ployee Contributions**

$25.00 to $75.00
$25.00 to $179.16

$25.00 to $90.61
$25.00 to $202.60

* The H
SA Em

ployee contribution m
axim

um
s for Em

ployee + Spouse, Em
ployee + Children or Em

ployee + Fam
ily are the sam

e. 
 

 
 

**Em
ployee Contribution represents 24 sem

i-m
onthly paym

ents.  

Banking Institution
U

SBank
W

eb Site
w

w
w

.m
ycdh.usbank.com

M
onthly A

dm
inistrative Fee  ** 

(w
aived w

ith an average daily balance of $2,000)
$2.00 

Brokerage A
ccount Fees

$0
ATM

 Transaction Fee
$0

Setup Fees
$0

O
verdraft Fees

$0
Stop Paym

ent
$0

Returned Item
s

$0
Copies of Checks

$0
Paper Statem

ent
$1.50

Replacem
ent of D

ebit Cards
$0

W
ire (Incom

ing Transfers)
$0

W
ire (O

utgoing Transfers)
$0

A
ccount Closing Fee

$0
Inactive A

ccount Fee
$0

Check Reim
bursem

ent Fee
$0

Interest Rate
$0 - $999.99 = .05%

      $1,000 - $2,499 = .15%
      $2,500 - $14,999 = .25%

     $15,000 +
  =  2.25%

 
Excess Contribution Refund Fee

$0
M

inim
um

 Balance Requirem
ent

N
o M

inim
um

Investm
ent Threshold

$1,000

H
ealth Savings A

ccount (H
SA

) Banking Inform
ation for Blue Cross Blue Shield of Kansas, Coventry and U

nitedH
ealthcare
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Carem
ark Prescription D

rug Benefits for Plan C W
ith H

ealth Savings A
ccount

Tier
Type of Prescription M

edication

1
G

eneric D
rugs

Tiers 1 - 4 are subject to the D
eductible.   

You / Your Fam
ily w

ill be responsible for 100%
 of the cost  

of prescription drugs until the deductible of 
$2,500 Single / $5,000 Fam

ily, is satisified.
There is N

O
 Coinsurance for eligible or covered prescription drugs.

2
Preferred Brand N

am
e D

rugs

3
N

on Preferred Brand N
am

e D
rugs

4
A

nticancer O
ral M

edications

D
iscount Tier D

rugs are not covered and do not count tow
ard the H

ealth Plan D
eductible.

Carem
ark Prescription D

rug Benefits for Plan A
 and Plan B

Tier
Type of Prescription M

edication
You Pay

Your O
ut-of-Pocket M

axim
um

Tier 1
G

eneric D
rugs

20%
 Coinsurance

There is an O
ut of Pocket m

axim
um

 of $2,750 
for single and $5,500 for fam

ily per year.

Tier 2
Preferred Brand N

am
e D

rugs
35%

 Coinsurance

Tier 3
Special Case M

edications
M

axim
um

 of $75 per standard unit of therapy

Tier 4
N

on Preferred Brand N
am

e D
rugs

60%
 Coinsurance

Tier 5
D

iscount Tier M
edications

100%
 Coinsurance

N
/A

Tier 6
A

nticancer O
ral M

edications
25%

 Coinsurance to a m
axim

um
 of $75 per standard unit 

of therapy
Separate Coinsurance m

axim
um

 of $750  
per m

em
ber per year

Value
Based

D
iabetes

G
eneric —

 10%
 to a m

ax of $10/30-days
  Preferred brand —

 20%
 to a m

ax of $20/30-days
A

pplies to the O
ut of Pocket m

axim
um

 
(See above)

Value
Based

A
sthm

a
G

eneric —
 10%

 to a m
ax of $10/30-days

Preferred Brand —
 20%

 to a m
ax of $20/30-days

A
pplies to the O

ut of Pocket m
axim

um
 

(See above)

Preferred D
rug list, specialty drug list and discount tier list available on the w

eb at w
w

w
2.carem

ark.com
/kse
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D

elta D
ental Benefits

D
elta D

ental 
PPO

 N
etw

ork 
Provider

D
elta D

ental 
Prem

ier N
etw

ork 
Provider

N
on 

N
etw

ork* 
Provider

A
nnual Benefit M

axim
um

 
$1,700 per m

em
ber

Lifetim
e O

rthodontic Benefit
50%

 Coinsurance to a m
axim

um
 of

$1,000 per m
em

ber 

Im
plant Coverage  (Benefit subject to 

A
nnual Benefit M

axim
um

 above)
50%

 Coinsurance

D
ED

U
CTIBLE

D
iagnostic and Preventive Services

N
o D

eductible

Basic Restorative Services
$50 per person per Plan year

N
ot to exceed an annual fam

ily 
D

eductible of $150
M

ajor Restorative Services

CO
IN

SU
RA

N
CE

BA
SIC BEN

EFIT
 A

pplies w
hen you have N

O
T had at least one routine prophylaxis (cleaning) 

and/or preventive oral exam
 in prior 12 m

onths

D
iagnostic and Preventive Services

A
llow

ed am
ount covered in full by the Plan*

Basic Restorative Services
50%

50%
50%

M
ajor Restorative Services

50%
50%

50%

EN
H

A
N

CED
 BEN

EFIT
A

pplies w
hen you have had at least one routine prophylaxis (cleaning) 

and/or preventive oral exam
 in prior 12 m

onths

D
iagnostic and Preventive Services

A
llow

ed am
ount covered in full by the Plan*

Basic Restorative Services
20%

40%
40%

M
ajor Restorative Services

50%
50%

50%

*Services by N
on N

etw
ork providers are subject to the Allow

ed Am
ount including the M

axim
um

 
Plan Allow

ance for N
on N

etw
ork Providers. Any am

ounts in excess of the Allow
ed Am

ount w
ill be 

the m
em

ber’s responsibility.  

Your Coinsurance w
ill increase for Basic Restorative Services w

hen you have not had a routine 
prophylaxis (cleaning) and/or preventive oral exam

 in the preceding tw
elve (12) m

onth period. 
N

inety (90) days follow
ing receipt of a qualifying prophylaxis (cleaning) or preventive oral exam

, you 
w

ill qualify for the Enhanced Benefit Level. The Plan reserves the right to determ
ine w

hat services 
w

ill qualify as m
eeting the definition of a routine prophylaxis (cleaning) and preventive oral exam

. 
Routine prophylaxis (cleanings) and preventive exam

s shall not include any services provided on an 
em

ergency basis or for treatm
ent of an injury to the teeth.

Superior Vision Benefits

Service or Item
Basic Plan: 

N
etw

ork
Enhanced Plan: 

N
etw

ork
Both Plans: 

N
on N

etw
ork

Eye Exam
s: Subject to $50 Copaym

ent

• Eye exam
, M

.D
.

Covered in full after 
Copaym

ent
Covered in full after 

Copaym
ent

U
p to $38

• Eye exam
, O

.D
.

Covered in full after 
Copaym

ent
Covered in full after 

Copaym
ent

U
p to $38

Eyeglasses: Subject to $25 M
aterials Copaym

ent

• Fram
e

U
p to $100 retail*

U
p to $150 retail*

Basic:  U
p to $45 

Enhanced: U
p to $78

• Single vision lenses, pair
Covered in full

after Copaym
ent

Covered in full
after Copaym

ent
U

p to $31

• Bifocal lenses, pair
Covered in full

after Copaym
ent

Covered in full
after Copaym

ent
U

p to $51

• Trifocal lenses, pair
Covered in full

after Copaym
ent

Covered in full
after Copaym

ent
U

p to $64

• Lenticular lenses, pair
Covered in full

after Copaym
ent

Covered in full
after Copaym

ent
U

p to $80

• Progressive lenses, pair
N

ot covered
Covered up to $165*

N
ot covered

• H
igh index lenses, pair**

N
ot covered

Covered up to $116*
N

ot covered

• Polycarbonate lenses, pair**
N

ot covered
Covered up to $116*

N
ot covered

• Scratch coat
N

ot covered
Covered in full

N
ot covered

• U
V coat

N
ot covered

Covered in full
N

ot covered

Contact Lenses: N
ot subject to M

aterials Copaym
ent

• W
hen m

edically necessary
Covered in full

Covered in full
U

p to $210 retail*

• Elective/cosm
etic retail

U
p to $150 retail*

U
p to $150 retail*

U
p to $105 retail*

Contact Lens Exam
 (fitting fee) ($35 Copaym

ent)

• Specialty contacts***
U

p to $50*
U

p to $50*
N

ot Covered

• Standard Contacts****
Covered in full

Covered in full
N

ot Covered

*You are responsible for any charges above the allow
ance.

** You m
ay only be covered for one pair of high index lenses or polycarbonate lenses under the Enhanced 

Plan (up to the allow
ance provided above).

*** Specialty contacts are for new
 contact lens w

earers or patients w
ho w

ear toric, gas perm
eable or m

ulti-
focal lenses; includes tw

o follow
-up visits w

ithin three m
onths of initial fitting.

**** Standard contacts are for existing contact lens w
earers of disposable, daily w

ear or extended lenses; 
includes tw

o follow
-up visits w

ithin three m
onths of initial fitting.

N
otes:

• M
em

bers can use either the contact lens benefit or the eyeglass benefit, but not both in the sam
e 

plan year.
• For non netw

ork claim
s, Copaym

ent am
ounts are deducted from

 the benefit allow
ance at the tim

e of 
reim

bursem
ent.

• Covered lenses are standard glass or plastic (CR-39), clear.
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State Employee Health Plan 
Non State Employer Group 
Rates for Plan Year 2013 

 
 

 

 

 

 

 

 



C
ov 

Level
Salary 

Tier
ER

      
C

ost
EE      

C
ost

ER
      

C
ost

EE      
C

ost
ER

      
C

ost
EE      

C
ost

ER
      

C
ost

EE      
C

ost
ER

      
C

ost
EE      

C
ost

ER
      

C
ost

EE      
C

ost
ER

      
C

ost
EE      

C
ost

ER
      

C
ost

EE      
C

ost
ER

      
C

ost
EE      

C
ost

ER
      

C
ost

EE      
C

ost
B

asic
Enhanced

1
FT1

$552.80
$56.10

$552.80
$55.08

$552.80
$42.32

$552.80
$57.92

$552.80
$56.80

$552.80
$42.56

$552.80
$54.48

$552.80
$53.60

$552.80
$42.08

$40.48
$0.00

$4.36
$8.72

2
FT1

$970.32
$235.88

$970.32
$223.34

$970.32
$71.44

$970.32
$258.02

$970.32
$244.46

$970.32
$75.00

$970.32
$216.22

$970.32
$205.48

$970.32
$68.30

$68.94
$15.46

$8.72
$17.44

3
FT1

$970.32
$198.90

$970.32
$188.72

$970.32
$65.52

$970.32
$216.86

$970.32
$205.86

$970.32
$68.38

$970.32
$182.94

$970.32
$174.22

$970.32
$62.98

$68.94
$12.38

$7.86
$15.70

4
FT1

$970.32
$383.92

$970.32
$361.92

$970.32
$95.22

$970.32
$422.76

$970.32
$399.00

$970.32
$101.44

$970.32
$349.40

$970.32
$330.56

$970.32
$89.68

$68.94
$27.78

$12.20
$24.42

1
FT2

$552.80
$71.38

$552.80
$69.38

$552.80
$42.72

$552.80
$74.92

$552.80
$72.76

$552.80
$43.04

$552.80
$68.22

$552.80
$66.50

$552.80
$42.46

$40.48
$0.00

$4.36
$8.72

2
FT2

$970.32
$246.20

$970.32
$233.00

$970.32
$73.08

$970.32
$269.48

$970.32
$255.22

$970.32
$76.82

$970.32
$225.50

$970.32
$214.18

$970.32
$69.80

$68.94
$15.46

$8.72
$17.44

3
FT2

$970.32
$209.14

$970.32
$198.32

$970.32
$66.86

$970.32
$228.26

$970.32
$216.56

$970.32
$69.90

$970.32
$192.18

$970.32
$182.90

$970.32
$64.16

$68.94
$12.38

$7.86
$15.70

4
FT2

$970.32
$394.20

$970.32
$371.52

$970.32
$98.12

$970.32
$434.20

$970.32
$409.70

$970.32
$104.70

$970.32
$358.64

$970.32
$339.22

$970.32
$92.28

$68.94
$27.78

$12.20
$24.42

1
FT3

$552.80
$86.62

$552.80
$83.64

$552.80
$44.08

$552.80
$91.90

$552.80
$88.68

$552.80
$44.54

$552.80
$81.96

$552.80
$79.40

$552.80
$43.66

$40.48
$0.00

$4.36
$8.72

2
FT3

$970.32
$256.44

$970.32
$242.60

$970.32
$81.36

$970.32
$280.90

$970.32
$265.92

$970.32
$86.04

$970.32
$234.72

$970.32
$222.84

$970.32
$77.22

$68.94
$15.46

$8.72
$17.44

3
FT3

$970.32
$219.44

$970.32
$207.98

$970.32
$73.58

$970.32
$239.72

$970.32
$227.32

$970.32
$77.38

$970.32
$201.44

$970.32
$191.60

$970.32
$70.20

$68.94
$12.38

$7.86
$15.70

4
FT3

$970.32
$404.50

$970.32
$381.16

$970.32
$112.64

$970.32
$445.66

$970.32
$420.46

$970.32
$120.84

$970.32
$367.90

$970.32
$347.92

$970.32
$105.34

$68.94
$27.78

$12.20
$24.42

1
PT1

$432.12
$204.24

$432.12
$193.72

$432.12
$68.88

$432.12
$222.78

$432.12
$211.42

$432.12
$72.14

$432.12
$187.76

$432.12
$178.74

$432.12
$65.98

$30.60
$8.64

$4.36
$8.72

2
PT1

$760.28
$392.10

$760.28
$369.58

$760.28
$100.06

$760.28
$431.88

$760.28
$407.52

$760.28
$106.84

$760.28
$356.76

$760.28
$337.44

$760.28
$94.02

$52.08
$28.04

$8.72
$17.44

3
PT1

$760.28
$343.80

$760.28
$324.34

$760.28
$91.90

$760.28
$378.12

$760.28
$357.10

$760.28
$97.76

$760.28
$313.30

$760.28
$296.64

$760.28
$86.70

$52.08
$24.16

$7.86
$15.70

4
PT1

$760.28
$585.38

$760.28
$550.48

$760.28
$134.32

$760.28
$647.02

$760.28
$609.28

$760.28
$144.96

$760.28
$530.64

$760.28
$500.74

$760.28
$124.84

$52.08
$43.58

$12.20
$24.42

FT1
1

FT2
2

FT3
3

PT1
4

Plan A
Plan B

Plan C
Plan C

Plan A
Plan B

Plan A
Plan B

Plan C
B

lue C
ross and B

lue Shield of K
ansas

C
oventry

U
nitedH

ealthcare

N
O

N
 STA

TE EM
PLO

YER
 G

R
O

U
PS M

O
N

TH
LY R

A
TES FO

R
 M

ED
IC

A
L, D

EN
TA

L A
N

D
 VISIO

N
 C

O
VER

A
G

E
M

onthly B
ase R

ate For Plan Year 2014
Em

ployer (ER
) rates effective 7/1/14                                                                                                                                                                                                                         Em

ployee 
(EE) rates effective 1/1/14

M
edical R

ates
D

ental R
ates

Vision R
ates

Superior Vision
Em

ployee R
ates

D
elta D

ental

N
O

TE: TH
E Q

H
D

H
P EM

PLO
YER

 R
A

TES A
B

O
VE (B

C
B

S Plan C
, C

oventry Plan C
 and U

nitedH
ealthcare 

Plan C
) IN

C
LU

D
E TH

E EM
PLO

YER
 H

SA
 C

O
N

TR
IB

U
TIO

N
.  YO

U
R

 M
O

N
TH

LY B
ILLIN

G
 W

ILL B
E TH

E 
A

M
O

U
N

T A
B

O
VE, LESS TH

E M
O

N
TH

LY H
SA

 C
O

N
TR

IB
U

TIO
N

.  YO
U

 A
R

E R
ESPO

N
SIB

LE FO
R

 SEN
D

IN
G

 
TH

E H
SA

 C
O

N
TR

IB
U

TIO
N

S TO
 TH

E H
SA

 B
A

N
K

 EA
C

H
 M

O
N

TH
.     

SA
LA

R
Y TIER

S (EFFEC
TIVE 1/1/2010)

Part-tim
e em

ployee

C
overage Levels

M
em

ber O
nly

M
em

ber + Spouse
M

em
ber + C

hildren
M

em
ber + Fam

ily

Full-tim
e em

ployee earning less than $28,000 per year
Full-tim

e em
ployee earning $28,000-$48,000 per year

Full-tim
e em

ployee earning $48,000 or m
ore per year
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