
County of Riverside Human Resources
Benefits Beyond Your Expectations

Using Employee Self Service
Your Guide to Online Enrollment

Annual Enrollment
B E N E F I T S

2014



Alternative formats available upon request. Contact the Benefits Information Line at (951) 955-4981 as
soon as possible. It may take up to two weeks to fulfill your request.

This guide gives you an overview of your benefits including eligibility, plan

options, rates, how to enroll and other important information. More detailed

information is available in the official plan documents. For information 

about your other County benefits, please go to http://benefits.rc-hr.com or

www.workforceexchange.net.
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RIVERSIDE COUNTY ANNUAL ENROLLMENT: 
SEPTEMBER 16–OCTOBER 4, 2013

Includes enrollment in County and CalPERS plans: medical, dental, vision,

Flexible Spending Accounts (Health Care and Dependent Care), and

voluntary life insurance.
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Y O U R  C O U N T Y O F
R I V E R S I D E  B E N E F I T S

DO YOU NEED TO  DO ANYTHING?
You need to take action during Annual Enrollment if you want to:

• Change your plan elections.

• Add or delete dependent coverage (see pages 27–29 for information about the 

documentation required to add a dependent).

• Participate in a Flexible Spending Account (FSA) for the 2014 plan year 

(see pages 21–22).

• Participate in the County’s medical waiver program, under which you can 

decline County-sponsored medical coverage and receive reduced flexible 

benefit credits in the form of cash or benefits. You must meet the eligibility 

requirements described in the Memorandum of Understanding or Resolution 

that governs your employee group and provide information about your other 

group medical coverage. See pages 4–5 for more information about this option.

• Add your eligible dependents if you’re enrolled in VSP (formerly Vision 

Service Plan).

• Elect a different dental plan if you are currently enrolled in the Delta Dental 

DHMO Low Option Plan (11A).

• Elect or increase supplemental life insurance coverage.

The County of Riverside recognizes

excellence and performance by

providing comprehensive and

competitive benefit programs for its

employees. We are dedicated to offering

you and your family a variety of benefits

to help meet your needs and balance

your career with your personal life. 

We understand that everyone’s needs are

unique, so the programs are designed to

provide you with the opportunity to

select the benefits that are right for

you—whether you’re married or single,

close to retirement, or just beginning

your career. 

ANNUAL  ENROLLMENT
FOR  CURRENT
EMPLOYEES
Getting the most value from your

benefits depends on how well you

understand your plans and how you 

use them. Benefits are important: they

provide support to you when you need 

it the most. They’re also a personal

choice: your life circumstances change

from year to year, and your financial and

protection needs may change as well.

Take action during Annual Enrollment

to review your family’s changing needs,

evaluate your existing coverage, and

decide whether to continue with your

current choices or make a change. Use

the many resources available to make

well-informed decisions about your

benefits for the coming year. Being

proactive now will ensure that you and

your family have the coverage you need

throughout the year ahead.

Your County of Riverside Benefits
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H O W  T O  E N R O L L
• Employee Self Service online enrollment. Plan changes, dependent additions or

deletions, plan waivers, and proof of insurance to support a medical waiver

election require an online enrollment using the County’s Self Service enrollment

process.
--- Your employee Self Service User ID is ESS followed by your six-digit

employee identification number (e.g., ESS123456). You will use the same Self
Service password you are currently using to access other employee Self Service
functions, such as viewing your online payroll information. If you do not
remember your password:
- Click on the “Forgot Password” link. 
- Enter your Self Service user ID (ESS + your six-digit employee ID number) 

and click “Continue.” 
- You will be prompted by the system to answer a question. Once you’ve 

provided the appropriate answer, a temporary password will be emailed to 
you at the primary email address in the Human Resources database. 

- If there is no email address in the Human Resources database, you will get 
an error message. This means that you’ll need to contact your Department 
Representative or the RCIT Help Desk for assistance. You can access the Self 
Service enrollment system on any computer with Web/Internet access at 
www.workforceexchange.net or from a County computer at 
http://intranet.co.riverside.ca.us.

--- Computer access will be available during business hours at the County
Administrative Center in Riverside at 4080 Lemon Street, First Floor, in the
Human Resources reception area. You can also contact your Department
Representative to ask about access to department computers for enrollment, or
you can visit your local library.

• Dependent documentation. If you are enrolling a spouse, a registered domestic

partner, or child(ren) for whom you have legal custody for the first time, you 

are required to provide supporting documentation by October 4, 2013. Your

online enrollment for the dependent cannot be processed without the 

supporting documentation. See the “General Eligibility” section on page 27 

for documentation requirements.

Note: You will be required to provide a Social Security number for your
dependent(s) when you enroll them in a County-sponsored health plan. The

County needs this information to comply with the Mandatory Insurer Reporting

Law (Section 111 of Public Law 110-173). This law requires group health plan

insurers, third-party administrators, and group health plan administrators to

report information that the Department of Health and Human Services requires

for purposes of coordination of benefits. Further information about the

mandatory reporting requirements under this law is available at

www.cms.hhs.gov/MandatoryInsRep.

How to Enroll



C O U N T Y ’ S  I N T R A N E T  S I T E :  H T T P : / / I N T R A N E T. C O . R I V E R S I D E . C A . U S
3

IMPORTANT INFORMATION FOR EMPLOYEES ELIGIBLE FOR CalPERS MEDICAL PLANS

This information pertains only to employees in the following bargaining units: DDAA, LEMU, and RSA Public Safety

The CalPERS Annual Enrollment period is September 16, 2013 through October 11, 2013. If you are eligible for CalPERS-sponsored health plans, you 
should have received your Health Plan Statement from CalPERS in August. Your statement contains information about your current coverage and the 
steps you need to take if you want to make changes. If you want to change medical plans, you must complete a two-step process.
1. You must complete a CalPERS Health Benefit Plan Enrollment Form (PERS-HBD 12).
2. You must make your medical election online through eBenefits to ensure your payroll deduction is correct. You must submit your medical election by 

October 4, so your election can be processed before the CalPERS Open Enrollment period ends on October 11, 2013.
3. Contact CalPERS at (888) 225-7377 for questions about their medical plans.

YOUR “TO  DO”  L I ST

o Read the material in this enrollment guide; share this information with your family and discuss your needs.

o Review the personalized enrollment statement, including your current elections, you received in your enrollment kit.

o Attend a Benefits Fair in person.

o Decide whether you’re going to make any changes for 2014 or keep the coverage you have.

o If you decide to make enrollment changes, follow the online enrollment instructions on the previous page.

YOUR OPT IONS  DUR ING ANNUAL
ENROLLMENT

• Select, change, or cancel medical, dental, or vision 

plan coverage

• Enroll or re-enroll in the Health Care or Dependent Care

FSA (see pages 21–22)

• Waive medical coverage, if you are eligible (see pages 4–5),

and provide proof of other insurance coverage

How to Enroll

• Enrolling registered domestic partners. If you want to enroll, remove, or make election changes for a registered 

domestic partner or a registered domestic partner’s child, you must complete a Benefit Election Form, available at

http://benefits.rc-hr.com or from your Department Representative. These changes cannot be made online using eBenefits.

• Add or drop coverage for dependent, spouse, or registered

domestic partner; please note that if you voluntarily cancel

a dependent’s coverage during Annual Enrollment, that

dependent will not be offered COBRA

• Enroll or re-enroll your children up to age 26 for health

care coverage

IMPORTANT NOTE FOR CalPERS MEMBERS:The medical plan you select and the dependents you list on your

CalPERS Health Benefit Plan Enrollment Form (PERS-HBD 12) must match the information you enter on the County’s

eBenefits online enrollment system. The County will be using this information to process your payroll deduction. If there

is a discrepancy between what you elect online and what you elect on your PERS-HBD 12, the County will use your 

PERS-HBD 12 to determine your coverage election and adjust your deductions accordingly. 



WHAT ELSE  SHOULD
YOU KNOW BEFORE  
YOU ENROLL?

• If you wish to participate in the

County’s medical waiver program,

please review the requirements on

page 5 to verify your eligibility.

• Flexible Spending Accounts (FSAs) 

let you set aside pretax earnings 

to pay for eligible health care or

dependent care expenses. Money is

contributed tax-free and is reimbursed

tax-free. If you would like to

participate in an FSA in 2014, Annual

Enrollment is your opportunity to

sign up. Remember, if you’re

currently enrolled in an FSA, you

have until March 15, 2014 to incur

expenses and use any funds

remaining in your account from

2013. For more information about

FSAs, turn to pages 21–22.

• Be sure to have current dependent

information, including Social Security

numbers, available so you can enter

correct information online, if

necessary.

• If you are going to enroll in a plan that

requires selecting a specific provider to

access care, visit the insurance carrier’s

website for a list of doctors/dentists in

your area. Websites for the carriers

are listed on the back cover of this

guide. If you elect Kaiser
Permanente coverage, you do not
need to choose a provider. In the
provider field, you must enter
“Kaiser” to move on to the 
next screen.

CAN YOU WAIVE
COUNTY  MEDICAL
COVERAGE?
You can waive your coverage, but you

may lose eligibility for flexible benefit

credits unless you are eligible for the

County’s medical waiver program.

If you are an employee in one of the

approved groups listed on the next 

page, you can elect to participate in 

the County’s medical waiver program,

in which you can decline County-

sponsored medical coverage and receive

reduced flexible benefit credits in the

form of cash. The applicable union

Memorandum of Understanding or

Management, Confidential, and

Unrepresented Employee Resolution

determines whether you are required to

enroll in a medical plan, as well as what

is required to receive flexible benefit

credits if you elect the medical waiver

option. See the table on the next page.

REMINDER: CHANGING 

PRIMARY CARE PROVIDER FOR

EXISTING COVERAGE

If you are keeping your current

coverage but would like to 

change your primary care provider, 

please contact your carrier directly. 

The County’s online enrollment 

system cannot update existing 

carrier records. Please see the back

cover for contact information.
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JO IN  US  AT  A
BENEF ITS  FA IR
The following services will be available

to you at the fair:

• Representatives from all of the

County plans will be available to

answer your questions.

• Additional information, such as 

full-length enrollment guides and

provider directories, will be available

to help you make your 2014 benefit

elections.

• Review the dates, locations, and times

that are available.

LEARN ABOUT CalPERS
MEDICAL PLANS (DDAA, 
LEMU, AND RSA PUBLIC
SAFETY ONLY)
Also, with Internet access, you can

access the Web-based health workshop

for CalPERS medical plans 24/7 by

simply logging on to the CalPERS

website. Go to the Video Center and

click on the link for the 2014 webinar

on Health Plan Design, Rate, and Benefit

Changes. The Web-based health

workshop also offers convenient links to

related health plan websites, such as the

Find a Provider tool for in-network

physicians and hospitals, the Find a

Pharmacy tool for in-network

pharmacies, and pharmaceutical

formulary databases.

IF YOU LOSE ELIGIBILITY FOR YOUR OTHER COVERAGE AFTER  

YOU HAVE WAIVED…

…you may be able to enroll in a County plan, provided that you request

enrollment within 60 days after your other coverage ends. Refer to “Making 

Midyear Changes” on page 31 for more information and rules about making 

midyear elections.

How to Enroll



C O U N T Y ’ S  I N T R A N E T  S I T E :  H T T P : / / I N T R A N E T. C O . R I V E R S I D E . C A . U S
5

How to Enroll

* Your date of hire for eligibility purposes is based on your last hire date with the County.
† LEMU and RSA Public Safety are not subject to automatic enrollment; no flexible benefit credits will be paid if you are not 

enrolled in any plan.

To participate in the medical waiver program, select the “Medical Waiver” (MEDWAV) option when you complete a Benefit Election Form or
enroll online.

If you do not meet the medical waiver program eligibility rules above, and you do not want County medical coverage, you can simply select
the “Waive (W)” option when you enroll. You will not be required to elect a medical plan—but you also will not be eligible to receive flexible
benefit credits.

What is “group coverage”? A group health plan offers health care coverage through employers, student organizations, professional
associations, religious organizations, the government, and other groups. Individual plans are health care plans sold directly to individuals.
Group plans have more stable premiums than individual plans: They don’t raise their rates in the middle of the year or charge you more for
coverage if you get sick. For this reason, individual plans do not qualify to meet waiver requirements.

Note: Coverage you buy through the 
California Exchange is individual coverage 
and does not meet the “other group 
coverage” requirement under the medical 
waiver program.

You must have other group medical plan coverage (as defined below) and 
do ALL of the following:
1. Enroll in at least one of the other County-sponsored health care plans

(such as dental, employee-paid vision, or the Health Care FSA). If you 
are using the FSA to qualify for a waiver, keep in mind that you must 
elect FSA coverage during each Annual Enrollment.

2. Elect “Medical Waiver” (MEDWAV) as your medical plan option by either: 
(a) completing the eBenefits online enrollment system during Annual
Enrollment, or (b) submitting a completed Benefit Election Form if you 
are a newly eligible employee or requesting a midyear change.

3. Provide information about your other coverage by either: (a) completing
the Proof of Insurance information during the online Annual Enrollment
process, or (b) submitting proof of insurance to your Department
Representative if you are a newly eligible employee or are making a 
midyear change.

You are required to enroll in a County-sponsored medical plan within 
60 days of eligibility (e.g., date of hire or transfer to an eligible unit). If you 
do not submit your enrollment within the eligibility period, the following 
will occur:
• No flexible benefit credits will be paid until your enrollment is

implemented.
• If no election paperwork is received within 60 days of eligibility, you will

be automatically enrolled for single coverage in the lowest-cost PPO
medical plan. This will be deemed your medical plan election, and you 
will not be able to change your enrollment until the next Annual
Enrollment unless you have a qualifying midyear status change.†

• Once coverage is implemented, you will be eligible for flexible 
benefit credits. 

ELIGIBILITY FOR THE COUNTY’S MEDICAL WAIVER PROGRAM

Waiver Eligibility Waiver Requirements

You are eligible* to participate in the medical 
waiver program if you are:
• Elected Official elected before 11/13/2003
• Management hired before 11/13/2003
• Confidential hired before 11/13/2003
• Unrepresented hired before 11/13/2003
• LIUNA hired before 11/13/2003
• SEIU hired before 11/11/2004
• RSA Public Safety hired before 02/02/2006
• DDAA hired before 11/04/2010
• Resident Physicians

You are not eligible to participate in the medical 
waiver program if you are:
• Elected Official elected on or after 11/13/2003
• Management hired on or after 11/13/2003
• Confidential hired on or after 11/13/2003
• Unrepresented hired on or after 11/13/2003
• LIUNA hired on or after 11/13/2003
• SEIU hired on or after 11/11/2004
• LEMU
• RSA Public Safety hired on or after 02/02/2006
• DDAA hired on or after 11/04/2010 

EXAMPLES OF ELIGIBLE GROUP MEDICAL PLAN COVERAGE

Approved Coverage Ineligible Coverage

Employer-sponsored medical plans Coverage purchased as an individual
Medicare Coverage purchased through Covered 
TRICARE California



2014 PREMIUM SUBSIDY FOR SEIU AND LIUNA EMPLOYEES

Monthly Semimonthly Monthly Semimonthly 

Premium Subsidy Premium Subsidy Premium Subsidy Premium Subsidy

Family Coverage Two-Party Coverage

$100.00 $50.00 $25.00 $12.50

You can earn an additional premium reduction by participating in the voluntary

Optimal Health and Wellness Program. See page 41 for further details.
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PAY I N G  F O R
C O V E R A G E

PRETAX DEDUCT IONS
When you enroll in a County-sponsored

medical, dental, and/or vision plan, your

premiums are automatically collected

before taxes are calculated on your

earnings. (Note: Premiums for your

registered domestic partner and your

non-tax-qualified dependents are

collected on an after-tax basis.) For

most employees, pretax deductions are

the most cost-effective way to pay for

your premiums.

You may, however, choose to pay your

medical, dental, and vision premiums

with after-tax dollars. This election will

reduce your take-home pay, as you will

pay taxes on your full earnings before

your premium deductions are collected.

To elect this option, please contact your

Department Representative for the

Election to Pay Premiums with After-
Tax Dollars Form. You may elect this

option only during the annual

enrollment period.

FLEX IBLE  BENEF IT
CREDITS—HELP ING YOU
PAY  FOR  COVERAGE
To help you with the cost of benefits,

the County of Riverside provides

flexible benefit credits. You may also

qualify for a premium subsidy if you are

in an eligible bargaining unit and you

elect to enroll one or more dependents;

please see your personalized annual

enrollment statement or pages 8 and 9

for a complete listing of rates. The

flexible benefit credits you receive and

your eligibility for a premium subsidy

are determined by the applicable union

Memorandum of Understanding or

Resolution.

PREMIUM SUBS IDY
Employees in the SEIU and LIUNA

bargaining units who elect two-party

or family coverage are eligible for a

premium subsidy. The premium shown

on your personalized enrollment

statement has been reduced to reflect

this additional employer-paid

contribution. If you are in either of

these two bargaining units, please see

the table below for the premium

subsidy contribution you receive as a

reduction to the 2014 medical plan

premiums shown on your personalized

annual enrollment statement.

Paying for Coverage



C O U N T Y ’ S  I N T R A N E T  S I T E :  H T T P : / / I N T R A N E T. C O . R I V E R S I D E . C A . U S
7

Paying for Coverage

WELLNESS  PREMIUM
SUBS IDY
The rates on the following pages do not

reflect the premium reduction subsidy

you may have earned by completing the

requirements to qualify for the Platinum

($50 per month) or Gold ($30 per

month) levels of premium reduction

through the Optimal Health and

Wellness Program. Here is how that

program works.

Eligible employees who have completed

the Health Risk Assessment, the

Biometric Screening, Wellness Program

Orientation, and Action Plans yielding

18 points will be granted a $30-per-

month premium reduction for the

following benefit plan year. 

Eligible employees who complete the

Silver and Gold plan levels, commit to

the process, and complete the Platinum

Action Plan will be granted a $50-per-

month premium reduction for the

following benefit plan year. 

This program is completely voluntary.
If you wish to earn the monthly
premium reduction, you must first
complete the Health Risk Assessment
and fully participate in the Biometric
Screening and the Wellness plan levels.

See page 41 for additional information

about the Optimal Health and Wellness

Program, and learn how to earn credits

for 2015. You can also visit the Wellness

website at www.rc-hr.com/wellness.

WELLNESS PREMIUM SUBSIDY AMOUNTS

Plan Level Platinum (Level 3) Gold (Level 2) Silver (Level 1)

What You Must • Complete Silver level • Complete Silver level • Health Risk Assessment
Complete • Complete Gold level • Biometric Screening • Biometric Screening

• Commit to process • Action Plan yielding 18 points • Wellness Program Orientation
• Complete Platinum Action Plan

Premium  $50 per month beginning $30 per month beginning $50 one time per
Reduction with the following  with the following benefit plan year

benefit plan year benefit plan year 

IMPORTANT  DATES

• Deductions from your pay warrant. All benefit changes will be effective January 1, 2014. Your pay warrant will

reflect the new rates as follows:
--- Medical, dental, and vision rate changes are effective pay period 25 of 2013. The first deduction will be taken

from the December 11, 2013 pay warrant.
--- FSA deductions begin pay period 1 of 2014. The first deduction will be taken from the January 8, 2014 

pay warrant.
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Paying for Coverage

KNOW YOUR RATES :  PLAN COSTS
MINUS  FLEX IBLE  BENEF IT  CRED ITS
Rates are deducted semimonthly (twice a month), which

means deductions are taken from your paycheck during 24

pay periods each year. When you receive a third check in a

month, it will not include a flexible benefits credit or 

a deduction for your health plans, unless you owe for

uncollected premiums. To see your net out-of-pocket cost for

health care coverage, remember to subtract your flexible

benefit credits from the plan costs listed in the charts below.

PLAN COSTS FOR 2014

Monthly Semimonthly

County Medical Plans

Exclusive Care EPO
Single $442.00 $221.00
Two-Party $890.10 $445.05
Family $1,116.96 $558.48
Health Net HMO
Single $620.62 $310.31
Two-Party $1,233.76 $616.88
Family $1,601.82 $800.91
Kaiser Permanente HMO
Single $609.26 $304.63
Two-Party $1,209.02 $604.51
Family $1,570.68 $785.34
Health Net PPO

Single $969.14 $484.57
Two-Party $1,930.82 $965.41
Family $2,508.00 $1,254.00

SEIU and LIUNA 

Employees: These rates do NOT 

reflect the subsidy contribution of 

$25 for two-party coverage or 

$100 for family coverage. For more

information about the subsidy 

contribution, please see page 6.

WELLNESS PREMIUM SUBSIDY

These rates do not reflect the 

premium reduction subsidy you 

may have earned by participating 

in the Optimal Health and Wellness

Program. See page 7 for more

information.

2014 FLEXIBLE BENEFIT CREDITS

Bargaining Unit Monthly Flex Semimonthly Monthly Flex Semimonthly 
Credit Flex Credit Credit Flex Credit

Enrolled in Not Enrolled in
County Health Plan County Health Plan (Waiver)

Management $823.00 $411.50 $534.00 $267.00
Confidential $823.00 $411.50 $534.00 $267.00
Unrepresented $823.00 $411.50 $534.00 $267.00
Executive Management $809.28 $404.64 $534.00 $267.00
Law Enforcement

LIUNA $770.32 $385.16 $425.40 $212.70
SEIU $744.00 $372.00 $465.00 $232.50
DDAA $823.00 $411.50 $575.40 $287.70
LEMU* $759.28 $379.64 $0.00 $0.00
RSA – Public Safety $823.00 $411.50 $456.72 $228.36

* Members of LEMU who are not required to participate in the cost reduction program will continue to receive $859.28 monthly ($429.64 semimonthly).
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Paying for Coverage

PLAN COSTS FOR 2014*

Monthly Semimonthly

CalPERS Medical Plans – Other Southern California Counties 
Region (Riverside, Orange, San Diego, and Imperial Counties)

Anthem Select HMO
Single $537.00 $268.50
Two-Party $1,073.98 $536.99
Family $1,396.18 $698.09

Anthem Traditional HMO
Single $592.20 $296.10
Two-Party $1,184.40 $592.20
Family $1,539.72 $769.86

Blue Shield Access+ HMO
Single $543.22 $271.61
Two-Party $1,086.42 $543.21
Family $1,412.36 $706.18

Blue Shield HPN
Single $457.18 $228.59
Two-Party $914.34 $457.17
Family $1,188.64 $594.32

Health Net Salud y Mas

Single $489.82 $244.91
Two-Party $979.64 $489.82
Family $1,273.54 $636.77

Health Net SmartCare

Single $568.52 $284.26
Two-Party $1,137.02 $568.51
Family $1,478.14 $739.07

Kaiser Permanente 
Single $602.80 $301.40
Two-Party $1,205.58 $602.79
Family $1,567.26 $783.63

PERSCare
Single $638.22 $319.11
Two-Party $1,276.44 $638.22
Family $1,659.38 $829.69

PERS Choice
Single $612.26 $306.13
Two-Party $1,224.50 $612.25
Family $1,591.86 $795.93

PERS Select
Single $586.32 $293.16
Two-Party $1,172.64 $586.32
Family $1,524.44 $762.22

PORAC
Single $634.00 $317.00
Two-Party $1,186.00 $593.00
Family $1,507.00 $753.50

Sharp

Single $538.60 $269.30
Two-Party $1,077.18 $538.59
Family $1,400.34 $700.17

UnitedHealthcare

Single $521.02 $260.51
Two-Party $1,042.02 $521.01
Family $1,354.64 $677.32

* Some rates were rounded to the next even number for even semimonthly premium deductions.

PLAN COSTS FOR 2014*

Monthly Semimonthly

CalPERS Medical Plans – Los Angeles Area Region 
(Los Angeles, San Bernardino, and Ventura Counties)

Anthem Select HMO

Single $475.86 $237.93
Two-Party $951.72 $475.86
Family $1,237.24 $618.62

Anthem Traditional HMO

Single $549.76 $274.88
Two-Party $1,099.52 $549.76
Family $1,429.38 $714.69

Blue Shield Access+ HMO
Single $469.92 $234.96  
Two-Party $939.82 $469.91
Family $1,221.78 $610.89

Blue Shield HPN
Single $395.50 $197.75
Two-Party $791.00 $395.50
Family $1,028.30 $514.15

Health Net Salud y Mas

Single $425.44 $212.72
Two-Party $850.88 $425.44
Family $1,106.14 $553.07

Health Net SmartCare

Single $542.72 $271.36
Two-Party $1,085.42 $542.71
Family $1,411.06 $705.53

Kaiser Permanente 
Single $541.80 $270.90
Two-Party $1,083.58 $541.79
Family $1,408.66 $704.33

PERSCare
Single $624.60 $312.30
Two-Party $1,249.18 $624.59
Family $1,623.94 $811.97

PERS Choice
Single $599.20 $299.60
Two-Party $1,198.38 $599.19
Family $1,557.90 $778.95

PERS Select
Single $573.84 $286.92
Two-Party $1,147.66 $573.83
Family $1,491.96 $745.98

PORAC
Single $634.00 $317.00
Two-Party $1,186.00 $593.00
Family $1,507.00 $753.5

UnitedHealthcare

Single $487.76 $243.88
Two-Party $975.52 $487.76
Family $1,268.18 $634.09
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AVAILAB IL I TY  OF  SUMMARY  HEALTH  INFORMAT ION
As an employee, the health benefits available to you represent a significant component of your total compensation package. They

also provide important protection for you and your family in the case of illness or injury.

Your plan offers a series of health coverage options. Choosing a health coverage option is an important decision. To help you

make an informed choice, your plan makes available a Summary of Benefits and Coverage (SBC), which summarizes important

information about any health coverage option in a standard format, to help you compare across options.

The SBCs for the following plans are available online:

• Exclusive Care EPO

• Health Net HMO

• Health Net PPO

• Kaiser Permanente

Visit http://benefits.rc-hr.com/EmployeeBenefits/CountyMedicalPlans/tabid/2772/Default.aspx and click on the plan name

under the Summary of Benefits and Coverage heading on the right-hand side of the page. 

You can obtain a printed paper copy of the SBC free of charge, by calling (951) 955-4981, option 1.

Paying for Coverage

PLAN COSTS FOR 2014

Monthly Semimonthly

Exclusive Care Medical Plans – CalPERS Employees in ALL Regions

Exclusive Care EPO
Single $442.00 $221.00
Two-Party $890.10 $445.05
Family $1,116.96 $558.48

PLAN COSTS FOR 2014

County Plans – Dental Monthly Semimonthly

Local Advantage – Plus

Single $40.14 $20.07
Two-Party $77.92 $38.96
Family $114.42 $57.21
Local Advantage – Blythe

Single $29.22 $14.61
Two-Party $51.26 $25.63
Family $77.46 $38.73
DeltaCare USA DHMO – High-Option Plan (10A) 

Single $22.84 $11.42
Two-Party $33.80 $16.90
Family $52.00 $26.00
Delta Dental PPO

Single $43.58 $21.79
Two-Party $78.02 $39.01
Family $113.68 $56.84

Medical Eye Services Plan 1 Monthly Semimonthly

Single $9.24 $4.62
Two-Party $13.96 $6.98
Family $18.88 $9.44
Medical Eye Services Plan 2 Monthly Semimonthly

Single $7.80 $3.90
Two-Party $12.42 $6.21
Family $17.14 $8.57

PLAN COSTS FOR 2014*

Monthly Semimonthly

CalPERS Medical Plans – Out-of-State Region 
(Residents Outside of California)

Blue Shield Access+ HMO Not Available

Blue Shield HPN Not Available

Kaiser Permanente 
Single $917.20 $458.60
Two-Party $1,834.40 $917.20
Family $2,384.72 $1,192.36

PERSCare
Single $736.32 $368.16
Two-Party $1,472.64 $736.32
Family $1,914.43 $957.22

PERS Choice
Single $706.40 $353.20
Two-Party $1,412.80 $706.40
Family $1,836.64 $918.32

PERS Select Not Available

PORAC
Single $634.00 $317.00
Two-Party $1,186.00 $593.00
Family $1,507.00 $753.50



EPO MEDICAL  PLAN
Exclusive Provider Organization (EPO)
Exclusive Care was created by the

County of Riverside as a high-value

health plan option with substantially

lower premiums and copayments than

other health plans. The savings in

premiums alone will often allow

employees to purchase two-party or

family coverage instead of individual

coverage. Employees who are eligible 

for either the County medical plans 

or the CalPERS medical plans may

enroll in this plan.

An EPO provides coverage only

through contracted health care

providers. Exclusive Care is the County’s

self-administered EPO. Unlike other

managed health care plans, Exclusive

Care’s primary care providers are not

paid a fixed amount each month. All

providers are paid for each treatment,

no matter how frequently a patient 

is seen. 

Exclusive Care offers broad coverage

and lower out-of-pocket expenses than

traditional insurance, but requires that

participants seek services from the

contracted health care providers located

in the Riverside County service area.

This unique plan design makes it

important that you live or work within

the service area since you must travel to

Riverside County for all medical

treatment. You and all enrolled

dependents who reside with you will 

be required to use Riverside County

network providers when seeking

services, except in an emergency.  

The Exclusive Care plan provides

coverage for emergency services 

outside Riverside County. 

This plan does provide an alternative

option for your eligible dependents who

do not reside with you, such as a

dependent going to college out of

Riverside County or a dependent that

lives with another custodial parent

Y O U R  M E D I C A L
P L A N  C H O I C E S

MEDICAL PLAN ELIGIBILITY

Eligible for County Medical Plans Eligible for CalPERS Medical Plan

Elected Officials DDAA Represented Employees
SEIU LEMU Represented Employees
LIUNA RSA Public Safety Employees
Law Enforcement Executive Management  
Management Employees
Confidential Employees
Unrepresented Employees
Resident Physicians

The County of Riverside cares about your health and well-being and is pleased to

offer you a choice of medical plan options. To be eligible, you must be a regular

County employee scheduled to work at least 20 hours per week. Your bargaining or

representation unit determines which medical plans you may elect.
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Your Medical Plan Choices
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outside Riverside County. This

alternative option is not available for

your spouse or dependents who reside

with you. Contact the plan if you have

questions about this option or to enroll

your dependents in the out-of-area 

plan option.

How an EPO Plan Works
If you enroll in the EPO, you (and each

enrolled family member) will choose a

primary care physician (PCP) from the

Exclusive Care network. Your chosen

PCP will coordinate all of your health

care needs. This PCP may be a family

practitioner, internist, pediatrician, 

or general practitioner. If you need

specialty care, your PCP will refer you 

to a network specialist or hospital.

Through your PCP, you will have access

to full-service medical care within the

network (and in some circumstances

outside of the network). Initial visits 

to OB/GYNs and chiropractors who

participate in the network can be made

without a referral from your PCP. You

pay no annual deductible under this

plan and will generally receive 100%

coverage with a small copayment for

certain services. In a life-threatening

emergency, you are covered wherever

you seek services, even if outside of the

network. A number of local urgent care

centers are also included in the network.

For additional information or a

provider directory, visit Exclusive Care

at www.exclusivecare.com or contact

Exclusive Care Member Services at

(800) 962-1133. You may also learn

more about Exclusive Care by attending

a Benefits Fair. If you have an eligible

dependent who lives outside the plan’s

service area, please contact Exclusive

Care for enrollment information.

HMO MEDICAL  PLANS
Health Maintenance 
Organization (HMO)
A health maintenance organization

(HMO) provides comprehensive

medical services with affiliated health

care providers only.

The County offers the following 

HMO plans:

• Health Net HMO

• Kaiser Permanente HMO

How an HMO Plan Works
Health Net Elect Open Access (EOA)
HMO. If you enroll in the Health Net

HMO plan, you (and each enrolled

member of your family) will choose a

primary care physician (PCP) who is

part of the EOA provider network. Your

PCP will coordinate all of your health

care needs. If you need specialty care,

your PCP will refer you to a network

specialist or hospital within the same

participating group. You may change

your PCP at any time. PCP changes 

are generally effective the first of the

month following your request, as long

as you call to request the change by 

the 15th of the month. You have no

annual deductibles or claim forms 

to complete, and you pay only an

affordable copayment each time you 

go to the doctor.

This plan allows you to see a specialist

in Health Net’s statewide PPO network

for office visits, consultations, and

evaluations—without a referral from

your PCP.  For a higher copayment, you

can use this feature of the plan anytime

you like and as often as you like. This

“open access” feature covers only office-

based services as outlined in your

Health Net plan document. Any special 

procedures, inpatient or outpatient

hospitalization, pregnancy-related

services, or other care must be

authorized and performed by your 

PCP and assigned medical group.

Emergency and urgent care are available

worldwide. If you need a provider

directory, visit Health Net online at

www.healthnet.com, or contact Health

Net Member Services toll-free at 

(800) 522-0088.

Kaiser Permanente. If you enroll in the

Kaiser HMO plan, you must go to

Kaiser doctors, hospitals, and other

health care facilities whenever you need

medical care. You pay no annual

deductible under this plan and will

generally receive 100% coverage after a

copayment for office visits. In a life-

threatening emergency, you are covered

wherever you seek services (you pay a

small copayment). If you need a listing

of Kaiser Permanente facilities, visit

www.kp.org, or contact Member

Services at (800) 464-4000. If you have

an eligible dependent who lives outside

of the Kaiser Permanente service

network, please contact the Benefits

Information Line at (951) 955-4981 for

information about enrolling your

dependent. 

Your Medical Plan Choices



C O U N T Y ’ S  I N T R A N E T  S I T E :  H T T P : / / I N T R A N E T. C O . R I V E R S I D E . C A . U S
13

PPO MEDICAL  PLAN
Preferred Provider Organization (PPO)
A PPO plan gives you the freedom to

receive medical services from any

licensed provider you choose, with

lower copayments when you use the

network providers. The County offers 

a PPO plan through Health Net.

How the PPO Plan Works
A PPO is a network of doctors and

health care facilities that provide

services to plan members at special

discounted rates. The PPO plan gives

you the freedom to go to any provider

you choose—but it pays higher benefits

when you go to a doctor or health care

facility in the Health Net PPO network.

You must pay a portion of most covered

medical expenses each year before the

plan will pay benefits. This amount is

called your “deductible.” After the

deductible is paid, you will pay a

percentage of your covered medical

expenses; this percentage is called your

“coinsurance.” If your share of the

medical expenses reaches an amount

called the “out-of-pocket maximum,”

you will not have to pay any more

coinsurance for the rest of the calendar

year (as long as you continue to use

network providers).

In the PPO Network. When you go to 

a PPO provider, your coinsurance will

be lower—and you can take advantage 

of the PPO provider’s discounted rates.

Also, there are no claim forms to

complete when you go to an in-network

provider.

Outside the PPO Network. If you go 

to a doctor or health care facility that

does not belong to the Health Net 

PPO network, your out-of-pocket costs

will be higher. Also, the plan will pay

benefits only up to the “allowed

amount,” which is based on a limited 

fee schedule. You will have to pay any

charges above the allowed amount (in

addition to your regular coinsurance).

If you need a provider directory or want

to learn more about the plan, visit

Health Net online at www.healthnet.com,
or contact Health Net Member Services

at (800) 676-6976.

Your Medical Plan Choices
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Your Medical Plan Choices

COUNTY MEDICAL PLANS COMPARISON CHART

These benefit summaries only highlight your benefits. They are not Summary Plan Descriptions (SPDs). If any discrepancy exists between 

these benefit summaries and the official plan documents, the official plan documents will prevail.

Exclusive Care EPO Kaiser Permanente HMO Health Net HMO

Network Only Network Only Network Only

Choice of physician Any Exclusive Care Any Kaiser Permanente All care must be coordinated
network physician physician and/or facility by your PCP

Deductible None None None

Calendar year out-of-pocket $1,500/person $1,500/person $1,500/person
maximum $3,000/family $3,000/family $3,000/family

Lifetime maximum benefit Unlimited Unlimited Unlimited

Pre-existing condition limitation Fully covered Fully covered Fully covered

Office Visit Benefits

Diagnostic X-ray and lab 100% 100% 100%

Physician hospital visits 100% after $5 copayment at $15 copayment per admission $15 copayment per admission 
physician clinics

Immunizations 100% 100% 100%

Maternity care 100% after $5 copayment 100% 100%

Periodic health 100% 100% 100%
evaluations/physicals

Physician office visits 100% after $5 copayment 100% after $15 copayment 100% after $15 copayment; 100% 
after $30 copayment for 
self-referred specialist visits

Vision exams 100% for screening and refraction 100% after $15 copayment 100% for screening and refraction

Well-baby care 100% 100% 100%

Well-woman care 100% 100% 100%

Prescription Drugs

Network retail pharmacies Generic: $5 copayment  Generic: $10 copayment  Generic: $10 copayment 
(30- to 34-day supply) Preferred brand: $15 copayment (up to 100-day supply) Preferred brand: $25 copayment

Nonpreferred brand: $35 copayment Brand formulary: $25 copay- Nonpreferred brand: $50 copayment
ment (up to 100-day supply) 

Network mail order Generic: $10 copayment Generic: $10 copayment  Generic: $20 copayment
(90-day supply) Preferred brand: $30 copayment  (up to 100-day supply)  Preferred brand: $50 copayment

Nonpreferred brand: $70 copayment/ Brand formulary: $25 copay-  Nonpreferred brand: $100 copayment/
Mail order is MANDATORY for ment (up to 100-day supply) Mail order is MANDATORY for 

maintenance medications after a maintenance medications after 2 fills.

30-day trial.

Hospital and Emergency Room Benefits

Ambulance (medically necessary) 100% 100% 100%

Ambulatory surgical center 100% 100% after $15 copayment 100%

Physician hospital visits 100% after $5 copayment 100% after $100 copayment 100%
per admission

Inpatient hospital 100% at a network facility $100 copayment per  $100 copayment per admission
admission

Outpatient hospital 100% 100%; $15 copayment / pro- 100%
cedure for outpatient surgery

Emergency room services 100% after $100 copayment at a 100% after $50 copayment; 100% after $100 copayment;
network facility   waived if admitted waived if admitted

Urgent care 100% after $20 copayment at network  100% after $15 copayment 100% after $35 copayment;
facility; 100% after $50 copayment  waived if admitted
at non-network facility
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COUNTY MEDICAL PLANS COMPARISON CHART (CONTINUED)

These benefit summaries only highlight your benefits. They are not Summary Plan Descriptions (SPDs). If any discrepancy exists between 

these benefit summaries and the official plan documents, the official plan documents will prevail.

Exclusive Care EPO Kaiser Permanente HMO Health Net HMO

Network Only Network Only Network Only

Mental Health Treatment

Inpatient Benefit 100%; unlimited admissions 100%; unlimited admissions $100 copayment per admission 
(unlimited admissions)

Outpatient Benefit $5 copayment/visit $15 copayment/private visit; $15 copayment/visit 
(unlimited visits) $7 copayment/group visit (unlimited visits)

(unlimited visits)

Substance Abuse Treatment

Inpatient Detoxification 100%; unlimited admissions $100 copayment per day, as $100 copayment per admission 
medically necessary (detox only) (unlimited admissions)

Outpatient Detoxification $5 copayment/visit $15 copayment/private visit; $15 copayment/visit 
(unlimited visits) $5 copayment/group visit (unlimited visits)

(unlimited visits)

Other Benefits

Allergy testing and 100% after $5 copayment 100% after $15 copayment; 100% after $15 copayment
treatment $3/injection

Chiropractic 100% after $15 copayment; up to  100% after $15 copayment/visit; Not covered (discounts available   
12 visits/calendar year up to 20 visits/calendar year through Health Net’s Decision 

Power program)

Durable medical equipment 50% 100% 50%, up to a maximum benefit 
of $2,000/calendar year

Family planning
- Elective pregnancy 100% after $50 copayment for 1st 100% after $15 copayment $100 copayment

termination trimester; $100 for 2nd trimester; 
3rd trimester not covered
unless life-threatening 

- Infertility services 50% of costs, up to a lifetime   50% of costs 50% of allowed charges 
maximum benefit of $10,000

- Tubal ligation 100% 100% $100 copayment

- Vasectomy 100% 100% after $15 copayment $75 copayment

Home health care 100% 100% 100% after $15 copayment

Hospice – routine home and  100% 100% 100%
inpatient respite care

Hospice – 24-hour continuous home   100% 100% 100%
care and general inpatient care

Physical therapy $5 copayment/visit; up to 30 visits/ 100% after $15 copayment 100% after $15 copayment
disability (within 90-day period)

Skilled nursing facility 100%; up to 100 100% up to 100 $100 copayment; up to 100 
days/disability days/calendar year days/calendar year

Please refer to the individual medical plan booklets for detailed lists of covered

expenses, exclusions and limitations. Medical plan booklets are available 

from your Department Representative, at a Benefits Fair, or by contacting 

the Benefits Information Line at (951) 955-4981.

Your Medical Plan Choices
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COUNTY MEDICAL PLANS COMPARISON CHART (CONTINUED)

These benefit summaries only highlight your benefits. They are not Summary Plan Descriptions (SPDs). If any discrepancy exists between 

these benefit summaries and the official plan documents, the official plan documents will prevail.

Health Net PPO

PPO Network Out-of-Network

Choice of physician Any network provider Any licensed provider
Annual Deductible $500/person

$1,000/family
Calendar year out-of-pocket maximum $3,000/person

$6,000/family
Lifetime maximum benefit Unlimited
Pre-existing condition limitation 6-month waiting period applies for adults unless proof of previous coverage is provided
Office Visit Benefits

Physician office visits 100% after $20 copayment 40% after deductible
Diagnostic X-ray and lab 20% after deductible 40% after deductible
Adult preventive care (includes 100% 40% after deductible
mammography, Pap smear, 
sigmoidoscopy, and prostate exam)
Well-baby care 100% 40% after deductible
Well-woman care 100% 40% after deductible
Vision exams 100% after $20 copayment 40% after deductible
Prescription Drugs*

Network retail pharmacies Generic: $5 copayment Regular copayment plus 50% of the drug’s average  
(up to a 30-day supply) Preferred brand: $15 copayment wholesale price (AWP) and whatever the pharmacy  

Nonpreferred brand: $45 copayment charges above the AWP
Network mail order Generic: $10 copayment Mail order is  Not covered
(up to a 90-day supply) Preferred brand: $25 copayment MANDATORY for  

Nonpreferred brand: $75 copayment maintenance medi-
cations after 2 fills.

Hospital and Emergency Room Services

Inpatient hospital services 20% after deductible 40% after deductible; benefits limited to $600 per day
Physician hospital visits 20% after deductible 40% after deductible
Ambulatory surgical center 20% after deductible 40% after deductible
Ambulance (medically necessary) 20% after deductible 40% after deductible
Hospital emergency room 20% after deductible; a separate $50 20% after deductible; a separate $100 

deductible applies if not admitted deductible applies if not admitted
Urgent care facility 20% after deductible; a separate $20 20% after deductible; a separate $100 

deductible applies if not admitted deductible applies if not admitted
Mental Health Treatment

Inpatient services 20% after deductible 40% after deductible; benefits limited to $600 per day
Outpatient services 100% after $20 copayment 40% after deductible
Substance Abuse Treatment

Inpatient program 20% after deductible 40% after deductible; benefits limited to $600 per day
Outpatient office visits 100% after $20 copayment 40% after deductible
Other Benefits

Chiropractic 20% after deductible; benefits limited to 15 visits 40% after deductible
per calendar year

Durable medical equipment 20% after deductible 40% after deductible
Benefits limited to $6,000 per calendar year

Family planning 20% after deductible 40% after deductible
Home health care 20% after deductible 40% after deductible

Benefits limited to $110 per day and 120 days per calendar year
Hospice services 20% after deductible 40% after deductible
Infertility services 20% after deductible 40% after deductible

Benefits subject to a separate $500 lifetime deductible and a lifetime maximum 
benefit of $2,000; GIFT, ZIFT, in vitro fertilization, intrafallopian transfers, 

and artificial insemination not covered
Rehabilitation therapy (includes 20% after deductible 40% after deductible
outpatient physical, speech, Benefits limited to $5,000 per calendar year
occupational, respiratory, and 
cardiac therapy)
Skilled nursing facility 20% after deductible 40% after deductible; benefits limited to $250 per day

Benefits limited to 100 days per calendar year

* If you have a prescription filled with a brand-name drug when a generic equivalent is available, you will pay the copayment PLUS the cost difference between that drug and the
generic (unless your physician indicates that the brand-name drug must be dispensed as written). Some medications require prior authorization from Health Net. Maintenance 
medications must be filled through HealthNet’s Maintenance Choice Mandatory Mail Service Program.

Your Medical Plan Choices



Y O U R  D E N TA L
P L A N  C H O I C E S
Dental coverage is an important part of

your benefits package and a key to your

overall health. The County is pleased to

offer you a choice of plans, providers

and coverage options. To be eligible, you

must be a regular County employee

scheduled to work at least 20 hours per

week and in one of the bargaining or

employee units listed below. 

DENTAL  PLAN
EL IG IB I L I TY

• Confidential

• DDAA

• Elected Officials

• LEMU (Law Enforcement

Management)

• LIUNA

• Management

• RSA Public Safety

• SEIU

• Unrepresented

• Resident Physicians

ABOUT  YOUR  DENTAL
BENEF ITS
The highlights of your dental plans are

presented in the chart on the next page.

Under the Delta Dental PPO plan, 

you’ll notice that the Delta Premier

dentists are shown in the same category

as out-of-network dentists. That’s

because the plan reserves the highest

level of benefits for services received

from Delta Dental PPO providers.

Please refer to the individual dental 

plan booklets for detailed lists of

covered expenses, exclusions and

limitations. Dental plan booklets are

available from your Department

Representative, at a Benefits Fair or by

contacting the Benefits Information

Line at (951) 955-4981.

Note: Dentistry has changed in recent

years and continues to change on a

regular basis. Much of this change is due

to new materials, new technology, and

new scientific discoveries, as well as

changes in the way dentists run their

practices. As a result of these changes,

dentists are making a large number of

treatment recommendations. It’s the

dentist’s responsibility to inform the

patient about all of the reasonable and

appropriate services that are available,

regardless of the patient’s dental

coverage. It’s the patient’s responsibility

to ask the right questions about these

options and treatment.

Always request a pre-treatment estimate

of predetermination of benefits before

having major dental work done. Don’t

be afraid to ask questions! Do not agree

to any treatment unless you fully

understand what condition is being

treated, why it is being treated, and the

costs of that treatment. When in doubt,

contact your dental plan; you’ll find the

phone number for each plan on the

back cover of this guide.

Your Dental Plan Choices
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PLEASE USE THE FOLLOWING

FOOTNOTE REFERENCES WITH THE

DENTAL PLANS COMPARISON 

CHART ON  THE NEXT PAGE:

1. You will pay any amount charged by 

your provider that is in excess of 

the Delta Dental PPO fee.

2. Under the DeltaCare USA program,

there are no additional charges for

precious metal costs on molar teeth.

However, under the Delta Dental PPO

program, there are additional costs

for precious metals on molar teeth.

3. Applies to standard cases only. 

Other discounts apply for non-

standard cases.

4. The Delta Dental PPO program will

pay for an amalgam filling on a

molar tooth after you pay the

applicable deductible. You will be

responsible for the additional costs

for precious metals.

Note: The DeltaCare USA DHMO—

Low-Option Plan (11A) will no

longer be offered. If you are

currently enrolled in this plan,

you’ll need to elect a new dental

plan option for 2014. If you don’t

make a new dental plan election

during Annual Enrollment, you and

your current enrolled dependents

will be automatically enrolled in

the Delta Dental High Option Plan

(10A) for 2014.
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COUNTY DENTAL PLANS COMPARISON CHART

These benefit summaries only highlight your benefits. They are not Summary Plan Descriptions (SPDs). If any discrepancy exists between 

these benefit summaries and the official plan documents, the official plan documents will prevail.

DeltaCare USA DHMO Local Advantage Delta Dental PPO

EPO Plus

High-Option Plan (10A) In-Network Delta Dental Premier Dentists

PPO Dentists Out-of-Network Dentists

Annual deductible None None None $50 individual  |  $150 family
Calendar year None $1,500/person $1,500/person $1,200/person
maximum benefit
Diagnostic and Preventive

Exams No charge No charge No charge No charge
Cleaning No charge No charge No charge No charge
Full mouth X-rays No charge No charge No charge No charge
Topical fluoride – child No charge No charge No charge No charge
Sealants (per tooth) $5 No charge (under age 14) No charge No charge
Restorative

Fillings – amalgam (silver) No charge You pay 10% You pay 20% of the PPO fee You pay 50% of the PPO 
fee after the deductible

Fillings – composite resin No charge You pay 10% You pay 20% of the PPO fee You pay 50% of the PPO 
(tooth-colored) for anterior fee after the deductible
(front) teeth
Fillings – composite resin $45–$75 When decay is present,  Not covered4 Not covered
(tooth-colored) for posterior you pay the cost difference
(back) teeth between amalgam

and resin

For cosmetic purposes to 
replace an alloy/amalgam 
filling, you pay 50% 

Endodontics

Single root canal $45 You pay 10% You pay 20% of the PPO fee You pay 50% of the PPO 
fee after the deductible

Bicuspid root canal $90 You pay 10% You pay 20% of the PPO fee You pay 50% of the PPO 
fee after the deductible

Molar root canal $205 You pay 10% You pay 20% of the PPO fee You pay 50% of the PPO 
fee after of the deductible

Periodontics

Periodontal scaling and root No charge You pay 10% You pay 20% of the PPO fee You pay 50% of the PPO  
planing 4 or more teeth/ fee after the deductible
quadrant
Crowns and Bridges

Crowns $35–$195 You pay 35% You pay 40% of the PPO fee You pay 50% of the PPO  
fee after the deductible

Bridges $55–$195 You pay 35% You pay 40% of the PPO fee You pay 50% of the PPO  
fee after the deductible

Prosthodontics

Complete upper denture $100 You pay 35% You pay 40% of the PPO fee You pay 50% of the PPO   
fee after the deductible

Complete lower denture $100 You pay 35% You pay 40% of the PPO fee You pay 50% of the PPO  
fee after the deductible

Oral Surgery

Simple extraction No charge You pay 10% You pay 20% of the PPO fee You pay 50% of the PPO  
fee after the deductible

Impaction $25–$90 You pay 10% You pay 20% of the PPO fee You pay 50% of the PPO  
fee after the deductible

Cosmetic

Veneers No benefit You pay 50% Not covered Not covered
Teeth whitening $125 You pay 50% Not covered Not covered
Replacement of existing Not covered You pay 50% Not covered Not covered
amalgam filling with composite
Orthodontics

Child $1,700 You pay $120 down, You pay 50% of the PPO fee You pay 50% of the PPO
$120 per month for  fee after the deductible
24 months2

Adult (19 and up) $1,900 You pay 50% of the PPO fee You pay 50% of the PPO 
fee after the deductible

Lifetime maximum benefit None None $1,500/person $1,200/person
1, 2, 3, 4 Refer to the box on page 17 for footnote references.

Your Dental Plan Choices



C O U N T Y ’ S  I N T R A N E T  S I T E :  H T T P : / / I N T R A N E T. C O . R I V E R S I D E . C A . U S
19

Y O U R  V I S I O N
B E N E F I T S

VSP HIGHLIGHTS

Benefit Duration Participating Provider Non-Participating Provider

Exams (every 12 months) $20 copayment $20 copayment

Lenses (every 24 months) $20 copayment $20 copayment

Frames (every 24 months) $20 copayment $20 copayment

Contacts
- Visually necessary (every 24 months) No copayment No copayment
- Elective (every 24 months) No copayment No copayment

Benefit Maximum Participating Provider Non-Participating Provider

Eye examinations 100% 100% up to $45

Eyeglass lenses and frames or contact lenses
- Single vision lenses 100% 100% up to $45
- Bifocal lenses 100% 100% up to $65
- Trifocal lenses 100% 100% up to $85 
- Lenticular lenses 100% 100% up to $125

Frames 100% up to $120 100% up to $47

Contacts (in lieu of frames and lenses)
- Medically necessary 100% 100% up to $210 
- Elective 100% up to $120 100% up to $105

Note: If you receive a vision exam and purchase lenses and frames in a 12-month period, 
you pay only one $20 copayment.

Good vision is an important component

of your overall health. To be eligible for

vision benefits, you must be a regular

County employee scheduled to work at

least 20 hours per week and in one of

the bargaining or employee units listed

below. Your bargaining or employee unit

determines the plans for which you 

are eligible.

VSP  EL IG IB I L I TY
The County provides VSP coverage at

no cost for employees in the groups

listed and their eligible dependents. You

do NOT need to enroll yourself, but you

do need to elect coverage for your

eligible dependents. The plan pays

benefits and offers discounts for most

vision care expenses you incur while

covered by the plan, subject to the

maximum amounts shown below.

• Elected Officials

• Management

• Confidential

• Unrepresented

• DDAA

• LEMU (Law Enforcement

Management)

• Resident Physicians

Your Vision Plan Choices
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MEDICAL  EYE  SERV ICES
(MES )  PLAN EL IG IB I L I TY
The County offers two vision options

through MES for employees represented

by the bargaining units listed below.

• SEIU

• LIUNA

• RSA Public Safety

For MES, you may choose between: 

• Plan 1 – Eye Exam and Eyewear, or 

• Plan 2 – Eyewear Only

Both plans have no deductible and

include discounts for contact lenses.

Both MES plans allow you to choose

care from in-network or out-of-network

providers. When you receive care from

in-network providers, the plan pays the

provider directly, and your out-of-pocket

costs are lower. The plan pays benefits

and offers discounts for most vision care

expenses you incur while covered under

the plan, subject to the maximum

benefit amounts.

MES PLAN HIGHLIGHTS

Benefit Duration Plan 1 – Eye Exam and Eyewear Plan 2 – Eyewear Only

Exams 12 months Not covered

Lenses 12 months 12 months

Frames 12 months 12 months

Contacts
- Visually necessary 12 months 12 months 
- Elective 12 months 12 months

Percentage Payable Plan 1 – Eye Exam and Eyewear Plan 2 – Eyewear Only

Eye examinations 100% Not covered

Eyeglass lenses and 100% 100%
frames or contact lenses

Benefit Maximum In-Network Out-of-Network In-Network Out-of-Network

Eye examinations 100% Up to $60 for Not covered Not covered
ophthalmologist; 
or up to $50 for 
optometrist

Eyeglass lenses or 
contact lenses
- Single vision lenses 100% 100% up to $43 100% 100% up to $43 
- Bifocal lenses 100% 100% up to $60 100% 100% up to $60 
- Trifocal lenses 100% 100% up to $75 100% 100% up to $75 
- Lenticular lenses 100% 100% up to $120 for 100% 100% up to $120 for 

monofocal; or 100% monofocal; or 100% 
up to $200 for multifocal up to $200 for multifocal 

Frames 100% up to $75 100% up to $40 100% up to $75 100% up to $40

Contacts (in lieu of 
frames and lenses)
- Medically necessary 100% 100% up to $250 100% 100% up to $250 
- Elective $100 allowance if $100 allowance if $100 allowance if $100 allowance if 

chosen in lieu of chosen in lieu of chosen in lieu of chosen in lieu of 
all other services all other services all other services all other services

Your Vision Plan Choices



Y O U R  F L E X I B L E
S P E N D I N G
A C C O U N T  C H O I C E S
Flexible Spending Accounts (FSAs) help

you save money by setting aside pretax

dollars to pay for certain health care and

dependent care expenses. The County

offers a Health Care FSA and a

Dependent Care FSA. Each year you have

the option of enrolling in one or both of

these accounts. To participate, you must

be a regular County employee scheduled

to work at least 20 hours per week and in

one of the bargaining or employee units

listed below.

FSA  EL IG IB I L I TY

• Confidential

• DDAA

• Elected Officials

• LEMU (Law Enforcement

Management)

• LIUNA

• Management

• RSA Public Safety

• SEIU

• Unrepresented

• Resident Physicians

HOW THE  FLEX IBLE
SPENDING ACCOUNTS
WORK
This is a high-level summary. After
you enroll, you will receive a complete
FSA kit with detailed instructions.
1. Make contributions. Your annual

election is taken pretax in equal

amounts over the plan year.

2. Incur expenses. When you access

services and pay any required copays,

deductibles, coinsurance or

dependent care expense.

3. Submit your expenses and reimburse

yourself. You reimburse yourself by

submitting a claim, along with your

receipt or explanation of benefits
(EOB), to the FSA plan coordinator.

Your claim will be paid from the 

pretax money you accumulate in your

Flexible Spending Accounts. Eligible

expenses incurred in the 2014

calendar year (January 1, 2014–

December 31, 2014) or the grace

period (January 1, 2015–March 15,

2015), and submitted by April 15,

2015 will be reimbursed. 

TAX  SAV INGS
The money you put into an FSA is

deducted from your paycheck before

taxes are withheld, so you end up paying

taxes on a smaller portion of your

income. This means more take-home

pay for you!

IMPORTANT  FSA  RULES

• Expenses will be reimbursed only if

they were incurred during the 2014

calendar year (January 1 through

December 31) or the 2½ -month

grace period (January 1 through

March 15, 2015). You have until 

April 15, 2015 to submit 

reimbursement requests.

• If your employment with the County

ends, you can be reimbursed only for

claims incurred up to your last day of

employment, unless you elect

COBRA for a Health Care FSA.

Your Flexible Spending Account Choices
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IMPORTANT! 

As a result of health care reform,

your maximum contribution to the

Health Care FSA is limited to

$2,500. Be sure to estimate your 

expenses carefully—you will forfeit

any money remaining in your

account after the plan year closes.
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DETAILS ABOUT YOUR FLEXIBLE SPENDING ACCOUNTS

Health Care FSA Dependent Care FSA

Your contributions

Deducted in 24 equal amounts 
from your pay warrants.

Eligible expenses

A complete list of eligible expenses 
is listed in IRS Publications 502 and 
503, which are available by calling 
(800) 829-3676 or logging on to:
www.irs.gov/publications/p502,
www.irs.gov/publications/p503, 
or http://benefits.rc-hr.com.

Please note that some tax-
deductible expenses, such as 
long-term care and medical plan 
premiums, cannot be paid with 
the money in your FSA. Also, 
an expense is eligible for 
reimbursement based on the date 
on which it was incurred, regardless
of when you actually paid the 
expense.

Information is also available 
from ASI. 

Federal income tax

You may contribute from $240 to 
$2,500 per year.

Expenses that could be deducted 
on your federal income tax return 
for you, your spouse and/or any 
dependent you list on your tax return, 
provided they have not been 
reimbursed by other coverages.

Examples of eligible expenses 
include medical, dental, and vision 
plan deductibles, copayments, and 
coinsurance.

Examples of ineligible expenses 
include cosmetic surgery and products 
that you use for general health (such 
as vitamins and toothpaste). 
You cannot use the FSA to pay for 

over-the-counter drugs unless you 

have a “letter of medical necessity”

from your health care provider.

You cannot claim a federal tax return
deduction for expenses reimbursed 
by your FSA.

You may contribute from $240 to 
$5,000 per year, if your tax filing status is
“married filing jointly” or “head of household.” 
If you are married and file separate tax returns,
you may contribute up to $2,500 per year.

Expenses to care for eligible dependents that
allow you (and your spouse, if married) to work
or look for work.

Eligible dependents include:
• Children under age 13 who qualify 

as dependents on your federal 
income tax return

• Your spouse (or other eligible 
dependent) who is physically or 
mentally incapable of self-care

Examples of ineligible expenses include 
food, clothing, education, and payments to a
dependent relative, or care provided during 
non-working hours.

• You cannot use reimbursed expenses 
toward the Earned Income Credit or the 
Child Care Tax Credit.

• You are required to list the Social Security 
number or tax identification number for any 
dependent care provider.

• You and your spouse cannot contribute 
more than $5,000 combined.

• You must spend all the money in your accounts, or you

will forfeit any remaining funds. IRS rules do not allow

you to carry over a FSA balance from one year to the

next, so be sure to estimate your contributions

carefully.

• Your contributions will be in effect for the entire 

plan year. You cannot stop or change your FSA

contributions during the plan year unless you have a

qualified status change, such as marriage, divorce, or

birth or adoption of a child. See page 31 for more

information about making midyear election changes.

• Money cannot be transferred between the Health Care

FSA and the Dependent Care FSA for expense

reimbursement.

• Each year during Annual Enrollment, you must decide

whether you want to participate in the FSAs—your

enrollment election does not automatically carry over

to the next year.

Your Flexible Spending Account Choices



Y O U R  L I F E
INSURANCE CHOICES

BASIC LIFE INSURANCE

Standard Life Insurance Standard Life Insurance

(Group Policy #641685-D) (Group Policy #641685-A)

Eligible groups • SEIU • Elected Officials • DDAA
• LIUNA • Confidential • LEMU

• Management • RSA Public Safety
• Unrepresented

Coverage amount Coverage is equal to 1x annual $50,000
salary up to $50,000 RSA Public Safety coverage is $10,000

Coverage reduction* Coverage is reduced at certain Coverage is reduced at certain 
ages as follows: ages as follows:
• Age 65 to 65% of original amount • Age 65 to 65% of original amount
• Age 70 to 50% of original amount • Age 70 to 50% of original amount

* If you were age 70–74 before January 1, 2013, your life insurance is 40% of the original amount and your spouse’s 
coverage is $0. If you were age 75 or older before January 1, 2013, your life insurance is 25% of the original 
amount and your spouse’s coverage is $0.

Life insurance offers you and your family financial protection if you or a covered

family member dies. The County provides basic life insurance coverage at no cost to

you. Additionally, you may purchase group supplemental life insurance through The

Standard Insurance Company for yourself, your spouse/domestic partner and your

eligible dependents. Deductions for life insurance coverage are taken on an 

after-tax basis.

To enroll, change your coverage, or update your beneficiary information, you will use

The Standard’s online enrollment website. Go to www.Standard.com/enroll and log

in to the site. Online enrollment for supplemental life insurance is required, as paper

enrollment forms are no longer accepted.

Detailed step-by-step instructions describing the enrollment process are also

available on the County of Riverside benefit website at: http://benefits.rc-hr.com.

Your Life Insurance Choices
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DUAL  COVERAGE  
Note: You may elect double coverage if you and your spouse/domestic partner are

both County employees.



SUPPLEMENTAL LIFE INSURANCE

Eligible Groups

Coverage Start Date

Beneficiaries

Coverage Options – 
subject to guaranteed
coverage amounts
(see pages 25 & 26)

Coverage Reduction – 
occurs automatically; age 
determines cost per $1,000 
of reduced coverage

Coverage Decrease and 
Termination

Standard Life Insurance (Group Policy #641685-D)

• SEIU
• LIUNA

Spouses/domestic partners and dependent children under 
age 26 are also eligible. Coverage for children begins at live 
birth and ends at age 26. 

Standard Life Insurance (Group Policy #641685-A)

• Elected Officials • DDAA
• Management • LEMU
• Confidential • RSA Public Safety
• Unrepresented

Spouses/domestic partners and dependent children under
age 26 are also eligible. Coverage for children begins at live
birth and ends at age 26.

• If you sign up for life insurance during Annual Enrollment, the full amount of your benefit that is not subject to EOI (see
pages 25-26) will go into effect on January 1, 2014. If you want to purchase more than this, you will have to provide the
insurance company with satisfactory evidence of good health. The portion of your benefit subject to EOI will go into effect
when Human Resources receives approval from the insurance company.

• If you sign up for life insurance at any time other than Annual Enrollment, you will have to give the insurance company
satisfactory evidence of good health. If you want to purchase more than the guaranteed coverage amount, you will have 
to provide the insurance company satisfactory evidence of good health. Coverage will go into effect when The Standard
approves the election.

A beneficiary is the person or persons you name to receive death benefits. You may choose or change beneficiaries at any 
time by going online to www.Standard.com/enroll.

* Disabled dependents—When a disabled child nears age 26, The Standard must receive an application for disabled child coverage within 31 days following the
child’s 26th birthday. If The Standard approves the request, the child can remain on the policy as an overage disabled dependent, as long as the child continues to
meet the eligibility criteria of a disabled child.

Important Note: You must elect supplemental coverage for yourself before you can elect coverage for your spouse, domestic partner or
dependent children.

This is not the Group Insurance certificate. This is only a benefit summary to highlight Supplemental Life Insurance coverage options. If any
discrepancy exists between the summary and the official policy, the official policy will prevail. A detailed description of life insurance
coverage is available at http://benefits.rc-hr.com.

• Employees: Increments of $10,000 up to $600,000
• Spouse/Domestic Partner: Increments of 

$5,000 up to $100,000
• Dependent Children*: $5,000 or $10,000

Coverage is reduced at certain ages as follows:
• Age 65 to 65% of original amount
• Age 70 to 50% of original amount

• You may terminate or decrease supplemental 
life insurance coverage at any time during 
the year.

• Your coverage automatically ends when your 
employment ends, or when you are no longer eligible 
for benefits.

• Employees (coverage max = 7x annual salary; coverage 
amounts over certain limits subject to proof of good health)
- $10,000 - $250,000 - $500,000
- $50,000 - $300,000 - $550,000
- $100,000 - $350,000 - $600,000
- $150,000 - $400,000
- $200,000 - $450,000

• Spouse/Domestic Partner
- $10,000
- $30,000
- $50,000

• Dependent Children*
- $5,000
- $10,000

Coverage is reduced at certain ages as follows: 
• Age 65 to 65% of original amount
• Age 70 to 50% of original amount

• You may terminate or decrease supplemental 
life insurance coverage at any time during 
the year.

• Your coverage automatically ends when your 
employment ends, or when you are no longer eligible 
for benefits.

Your Life Insurance Choices
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SUPPLEMENTAL  L IFE  INSURANCE
How to Enroll for Supplemental Life Insurance
1. Determine your eligibility. See chart below.

2. Complete your enrollment online. Go to www.Standard.com/enroll and log in to the site.

3. Complete any required Evidence of Insurability (EOI) forms online. Review the EOI description carefully to determine if

an EOI form is required. Online enrollments submitted without required EOI will delay the processing or may result in denial

of your application.

4. Print a copy of your Summary of Changes for your records.



Your Life Insurance Choices
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When Is Evidence of Insurability Required?
The charts below show the coverage amounts you may elect without providing proof of good health, or EOI.

Group Policy #641685-D

• SEIU

• LIUNA

Guaranteed coverage amount within 60 days of eligibility

(within 60 days of date of hire or within 60 days from date entering an eligible bargaining unit)

Employee Supplemental Life Spouse/Domestic Partner Supplemental Life Dependent Child Supplemental Life

No EOI required up to $250,000 No EOI required up to $50,000 No EOI required

Enrolling during annual enrollment

(you do not currently have coverage and you are beyond the initial eligibility period)

Employee Supplemental Life Spouse/Domestic Partner Supplemental Life Dependent Child Supplemental Life

No EOI required up to $100,000 EOI required No EOI required

Increasing coverage during annual enrollment

(you currently have coverage and you are requesting additional coverage)

Employee Supplemental Life Spouse/Domestic Partner Supplemental Life Dependent Child Supplemental Life

You may increase your coverage by one level EOI required No EOI required
without EOI, up to $250,000. Amounts in 
excess of $250,000 will require EOI.

Note: Employee supplemental life insurance may not exceed seven times your annual earnings.

Group Policy #641685-A

• Elected Officials • DDAA

• Management • LEMU

• Confidential • RSA Public Safety

• Unrepresented

Guaranteed coverage amount within 60 days of eligibility

(within 60 days of date of hire or within 60 days from date entering an eligible bargaining unit)

Employee Supplemental Life Spouse/Domestic Partner Supplemental Life Dependent Child Supplemental Life

No EOI required up to $250,000 No EOI required up to $20,000 No EOI required
($290,000 for RSA Public Safety)

Enrolling during annual enrollment

(you do not currently have coverage and you are beyond the initial eligibility period)

Employee Supplemental Life Spouse/Domestic Partner Supplemental Life Dependent Child Supplemental Life

EOI required EOI required No EOI required

Increasing coverage during annual enrollment

(you currently have coverage and you are requesting additional coverage)

Employee Supplemental Life Spouse/Domestic Partner Supplemental Life Dependent Child Supplemental Life

You may increase your coverage in increments  You may increase coverage by one $5,000 No EOI required
of $10,000 without EOI, if currently enrolled   increment without EOI
for less than $600,000

Note: EOI will not be waived (as described above) if you or your spouse/domestic partner previously submitted EOI that was not approved, or if EOI is
required for reinstatement for coverage.



Group Policy #641685-A

• Elected Officials • DDAA

• Management • LEMU

• Confidential • RSA Public Safety

• Unrepresented

Age of Monthly Rate 

Employee per $1,000 

of Coverage

< 29 $0.027

30-34 $0.036

35-39 $0.045

40-44 $0.072

45-49 $0.108

50-54 $0.171

55-59 $0.324

60-64 $0.405

65 + $0.963

Monthly Rates 

for Covering Children

Coverage Monthly 

Amount Rate

$5,000 $0.315

$10,000 $0.63

Your Life Insurance Choices
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Group Policy #641685-D

• SEIU

• LIUNA

Age of Monthly Rate 

Employee per $1,000 

of Coverage

< 35 $0.050

35-39 $0.072

40-44 $0.115

45-49 $0.187

50-54 $0.317

55-59 $0.504

60-64 $0.626

65 + $1.181

Monthly Rates 

for Covering Children

Coverage Monthly 

Amount Rate

$5,000 $0.72

$10,000 $1.44

Cost of Coverage
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G E N E R A L
E L I G I B I L I T Y
EMPLOYEE  EL IG IB I L I TY
You are eligible to participate in the

benefits program if you are a regular

County employee scheduled to work at

least 20 hours per week. Your bargaining

unit or employee group determines

which plan options are available to you

and your dependents.

DEPENDENT  EL IG IB I L I TY
You may enroll your eligible dependents

in your medical, dental, and vision

coverage. Eligible dependents include

your:

• Spouse to whom you are legally

married, in accordance with

applicable state law.

• Registered domestic partner, if you

and your domestic partner meet all of

the criteria listed below. A domestic

partnership is defined as two people

who both:
--- Are at least 18 years of age,

unmarried, and not a blood
relative close enough to bar
marriage in the State of
California;

--- Live in a mutually exclusive
relationship in which you are
jointly responsible for each other’s
welfare and financial obligations;

--- Live in the same principal
residence and intend to do so
indefinitely; and

--- Have registered with the State of
California by completing a
Declaration of Domestic
Partnership, having both partners’
signatures notarized and filed
with the Secretary of State.

• Based on state law (AB26 and AB25),

the following partners are eligible to

register with the state:
--- Specified same-sex domestic

partnerships between persons
who are both at least 18 years 
of age.

--- Specified opposite-sex domestic
partnerships in which one or both
partners are age 62 or older.

• Children. Your child must be under

age 26. Eligible children include your

or your spouse’s/registered domestic

partner’s:
--- Natural child
--- Stepchild
--- Adopted child who is adopted by

you or placed in your physical
custody for adoption prior to age
18. “Placed for adoption” means
that you have assumed a legal
obligation for total or partial
support of the child in
anticipation of adopting the child.
The child must be available for
adoption and the legal process
must have begun.

--- Child for whom you have legal
custody or guardianship

--- Child for whom you are required
to provide coverage for due to a
qualified medical child support
order (QMCSO). A QMCSO
includes a judgment, decree, or
other order issued by a court of
competent jurisdiction or through
an administrative process
established under state law.
Coverage cannot be discontinued
for any child who is enrolled to
comply with a QMCSO unless

Important Note: 

If you are enrolling a registered

domestic partner for coverage,

you will not be able to do so

using the online enrollment

website. You must complete a

Benefit Election Form available

from your Department

Representative or at

www.workforceexchange.net.
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you submit written evidence that
the order is no longer in effect.

--- Disabled child over age 26 (who,
except for age, meets the above
eligibility requirements), if he or
she is incapable of self-support
because of a mental or physical
disability that existed before 
age 26 (and continuously on a
County-sponsored plan since age
26). The child must be dependent
on you or your spouse/registered
domestic partner for support and
claimed as your dependent for
federal income tax purposes.
Coverage for a disabled child 
may be established only when you
first enroll for benefits or as a
continuation of coverage beyond
age 26.

The following are examples of

individuals who are not considered

eligible dependents:

• Your spouse following final decree 

of dissolution, divorce, or legal

separation.

• Someone else’s child (such as your

grandchildren, nieces, or nephews),

unless you have been awarded legal

custody or guardianship.

• Parents or grandparents, regardless 

of their IRS dependent status.

IMPORTANT  NEWS
ABOUT  DEPENDENT
EL IG IB I L I TY
During Annual Enrollment, you MUST

review your dependent elections online

and certify that each enrolled dependent

continues to meet our eligibility rules.

You also must be prepared to provide

appropriate documentation to confirm

your dependent’s eligibility if you are

selected for a dependent audit. If you’re

enrolling a dependent for the first time,

you will be required to provide

documentation before the end of the

Annual Enrollment period.

Please keep the following rules in mind:

1. It is against the law to enroll ineligible

family members. If you do, you may

have to pay for all costs incurred by

the ineligible dependent from the

date the coverage began.

2. If you do not add newly eligible

family members to your health plan

within the 60-day period of eligibility,

you will have to wait until the next

Annual Enrollment period before you

can enroll them.

3. Your former spouse/registered

domestic partner, parents, parents-in-

law, other relatives, and non-disabled

children age 26 and over are not

eligible for coverage under your

health care plans.

4. You must drop coverage for your

enrolled dependent when he or she

loses eligibility (for example, if you

and your spouse divorce, or your

child reaches age 26 or gets a job

where benefits are offered.

REQUIRED  PROOF  
OF  EL IG IB I L I TY
You will need to provide proof of

eligibility the first time you request that

a dependent be added to your medical,

dental, or vision plan, and periodically

during routine audits. Once you have

completed your eBenefits online

enrollment or Benefit Election Form,

submit all of the necessary

documentation to your Department

Representative. If you are making

changes during Annual Enrollment, the

deadline is October 4, 2013. Please
remember to keep a copy of all
documentation for your records.

Legal Spouse
A certified copy of your marriage

certificate must be submitted at the time

your spouse is enrolled. If a certified

copy of your marriage certificate is not

available to meet the 60-day enrollment

period or Annual Enrollment deadline,

you are required to provide a copy of

the marriage certificate (certified with

state seal) as soon as it is available (but

no later than 30 days from the date your

request was received by Human

Resources and when requested during a

routine audit.

Domestic Partner
You must provide a copy of the

Declaration of Domestic Partnership
registered with the Secretary of State

and your partner’s Social Security

number.

Children
For a natural child or stepchild, provide

a copy of the child’s birth certificate. For

an adopted child or a child for whom

you have legal custody or guardianship,

you must provide a copy of the child’s

birth certificate and a copy of the

judgment, decree, or order issued by a

court. You must also provide the child’s

Social Security number.

Disabled Children 
(Age 26 or Over)
You must submit a Member
Questionnaire for the Disabled
Dependent Form and a Medical Report
Form. These forms must be received

within 60 days of your initial

enrollment or the child’s 26th birthday.

The forms must be approved by the

insurance carrier upon enrollment and

updated upon request. You must also

submit a copy of your most recent

General Eligibility
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federal income tax return indicating

that the child is a qualified dependent

and provide the dependent’s Social

Security number.

You may enroll a disabled child who is

age 26 or over ONLY upon the initial

enrollment or as a CONTINUATION of

coverage on a County-sponsored plan

beyond age 26. In other words, your

child must have been disabled before

reaching age 26, unless you are a new

employee enrolling for the first time.

Also, you must claim the child as a 

deduction on your federal income 

tax return.

For life insurance coverage
You must complete and submit The

Standard’s forms to document that your

child is disabled. These forms must be

submitted within 31 days after:

• The date on which coverage would

otherwise end because of your child’s

age; or

• The effective date of your initial

coverage, if your child is disabled on

that date. 

At reasonable intervals thereafter, 

The Standard may require proof of 

your child’s continued disability and

may have your child examined at 

The Standard’s expense.

WHAT TO  EXPECT  WHEN
YOU BECOME EL IG IBLE
FOR  MEDICARE
Medicare is a federal health insurance

program for people age 65 or older.

Medicare also covers some people under

age 65 with certain disabilities and

people with end-stage renal disease

(permanent kidney failure requiring

dialysis or a kidney transplant).

Medicare has several parts:

• Medicare Part A is hospital

insurance that helps pay for inpatient

care in a hospital or skilled nursing

facility (following a hospital stay),

some home health care, and hospice

care. You usually don’t pay a monthly

premium for Part A coverage if you

or your spouse paid Medicare taxes

while working.

• Medicare Part B is medical insurance

that helps pay for doctors’ services,

outpatient hospital care, and many

other medical services and supplies

that are not covered by Part A. You

are responsible for paying the

monthly Medicare Part B premium 

to Social Security.

• Medicare Part D provides

prescription drug coverage. You pay a

premium for Part D coverage when

you elect it.

If you become eligible for Medicare

while you are still working—and

covered under one of the County’s

medical plans for active employees—

you do not need to sign up for Medicare
Part B or Part D until you retire. You

will have an opportunity after your

employment ends to sign up for Part B

and Part D coverage without paying

late-enrollment penalties.

If you are eligible for the County’s

medical waiver program, you may elect

to have Medicare as your only medical

plan and waive County coverage (see

pages 4–5 for details). In this case, you

would need to sign up for Parts A, B,

and D. Please review the Medicare

benefit limitations carefully; they can be

substantial.

For more information about Medicare

enrollment dates and benefits, contact:

Centers for Medicare & Medicaid

Services (CMS)

(800) 633-4227
TTY: (877) 486-2048
www.medicare.gov – see the

publication Medicare and You

Social Security Administration

(800) 772-1213
TTY: (800) 325-0778
www.ssa.gov/pubs/10043.html

General Eligibility



Y O U R  C O V E R A G E
WHEN COVERAGE
BEGINS
If you are enrolling for coverage or

making changes to your current benefits

elections during Annual Enrollment,

most of your new 2014 coverage

elections will be effective January 1,

2014. Your deductions for medical,

dental, and vision coverage will begin

with the first pay warrant in December

2013. Deductions for the Flexible

Spending Accounts (FSAs) will begin on

your first pay warrant in January 2014.

Keep in mind that health coverage

effective dates will be delayed if you are

not actively at work or if your enrolled

dependent is admitted/confined to a

hospital on the effective date coverage

was to begin.

NEW EMPLOYEE
COVERAGE
You are eligible to commence coverage

beginning the first of the month

immediately following your date of 

hire, or you may elect within your 

initial eligibility period to delay

commencement of coverage to a later

date, but no later than the first of the

month immediately following the end

of your 60-day initial eligibility period.

Unless you designate a future date that

falls within your 60-day initial eligibility

period, your coverage will begin on the

first of the month following receipt of

your completed Benefit Election Form.

Premiums for the medical, dental, and

vision plans are collected in advance of

the month of coverage.  

If your enrollment occurs after
deductions for premiums would

normally have been taken, the
County will deduct all missed
premiums in addition to the

current required premiums in 
full on the first available 

pay warrant(s). 

You will also receive flexible
benefit credits for the elected

coverage period to offset the cost
of premiums. The effective date
and coverage choices you make

could result in a significant
premium deduction from your 

pay warrant(s), up to and
including your full pay. Please

keep this in mind when electing
coverage and plan accordingly for

additional deductions. 

If you do not elect a medical plan

within your initial 60-day eligibility

period, you will automatically be

defaulted into the lowest-cost PPO plan

offered and you will be deemed to have

elected participation in the plan. You

will not be permitted to modify the

election during the plan year, except

when the change is requested as a result

of and is consistent with a qualified

change in status as defined by the

Internal Revenue Code, section 125. 

For additional information on changes

during the plan year, see page 31.

WHEN COVERAGE  ENDS
Coverage ends for you and your

enrolled dependents at the end of 

the month for which a full month’s

Your Coverage
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IMPORTANT:

You must notify Human Resources

within 60 days of a change in

status, or the County will not be

able to change your benefit

elections and/or refund your

premium deductions. Any midyear

benefit change must be consistent

with the qualified status change

and can be processed 

by submitting a new Benefit

Election Form within 60 days of

the event to your Department

Representative. Most changes are

made prospectively from the date

that Human Resources receives a

properly completed and signed

Benefit Election Form. Any

exceptions for births or adoptions

will be made to comply with

special enrollment rights defined

under the Health Insurance

Portability and Accountability Act

(HIPAA). Benefit Election Forms are

available on the County’s

website—Workforce Exchange—at

www.workforceexchange.net, from

your Department Representative, or

by contacting the Benefits

Information Line at (951) 955-4981.

premiums have been collected.

Typically, this will be the end of the

next month following the month of

termination for medical, dental, and

employee-paid vision coverage, and on

your last day of work for supplemental

life insurance coverage and the Flexible

Spending Accounts. If you have paid

only half of the monthly premium

when you terminate or lose eligibility,

your premium payment will be

refunded and your coverage will end 

at the end of the month of your

termination. 

In the case of a midyear qualifying

event, coverage will end at the end of

the month in which the qualifying

event occurs. In all events, coverage

may terminate earlier if premiums are

not received on time. See the section on

COBRA for details about how you

and/or your enrolled dependents may

continue coverage when eligibility is

lost due to a qualifying event.

MAKING MIDYEAR
CHANGES
The benefit elections you make as a new

hire or during Annual Enrollment will

stay in effect for the entire plan year, if

you remain eligible for benefits. Each

year during the Annual Enrollment

period, you have an opportunity to

change your coverage elections for the

following year. However, after Annual

Enrollment ends, you can make changes

to your health care and FSA coverage

ONLY if they are on account of and
consistent with a qualified change of
status as defined by the Internal

Revenue Service (IRS). Qualified status

changes include:

• Marriage or registration of a

domestic partner

Your Coverage

• Divorce or dissolution of a registered

domestic partnership

• Birth or adoption of a child

• Death of a spouse/registered domestic

partner or a child

• Change in your spouse’s/registered

domestic partner’s employment

• Significant changes in your

spouse’s/registered domestic partner’s

employer’s medical coverage

• Child’s loss of eligibility due to age or

marital status

• Full-time/part-time employment

status change that results in an

insurance eligibility change

• You, your spouse/registered domestic

partner, or your dependent child

becomes eligible for Medicare 

or Medicaid

• A judgment, decree, or court order

requires a coverage change

• Commencement of or return from an

unpaid leave of absence

Most status changes are easy to manage.

Simply complete a Benefit Election
Form and return it to your Department

Representative within 60 days of the

event that caused the status change. You

must include documentation of the

event (such as a certified marriage

license). Most changes are made

prospectively from the date that Human

Resources receives a properly completed

and signed Benefit Election Form.
Exceptions are made for birth or

adoption to comply with special

enrollment rights defined under the

Health Insurance Portability and

Accountability Act (HIPAA).

Please keep in mind that any changes 

to your coverage must be consistent

with the qualified status change. For

example, if you get married, you may

enroll your new spouse in the benefit
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plans—but you cannot make unrelated

changes, such as switching from one

medical plan to another.

IF YOU GET DIVORCED

Be sure to notify Human Resources

if you get divorced or end your

registered domestic partnership.

Your ex-spouse/registered domestic

partner will no longer be eligible for

supplemental life insurance

coverage under the County plans.

However, he or she can convert the

supplemental life insurance

coverage to an individual policy or

continue it on a portable basis.

Also, you may want to change your

beneficiary designation if your

marriage or domestic partnership

ends. See your Human Resources

representative for details and forms.



O T H E R  I M P O R TA N T
I N F O R M AT I O N
PAT IENT  PROTECT ION
NOT ICE
The Health Net HMO plan and

Exclusive Care EPO plans generally

require the designation of a primary

care provider. You have the right to

designate any primary care provider

who participates in the plan’s network

and who is available to accept you or

your family members. For children, you

may designate a pediatrician as the

primary care provider.  

You do not need prior authorization

from Health Net or Exclusive Care, or

from any other person (including a

primary care provider), in order to

obtain access to obstetrical or

gynecological care from a health care

professional in the plan’s network who

specializes in obstetrics or gynecology.

The health care professional, however,

may be required to comply with certain

procedures, including obtaining prior

authorization for certain services,

following a preapproved treatment

plan, or following procedures for

making referrals.

For information about how to select a

primary care provider, and for a list 

of the participating primary care

providers—including a list of

participating health care professionals

who specialize in obstetrics or

gynecology—contact Health Net or

Exclusive Care. Contact information 

is listed on the back cover of 

this guide.

MEDICA ID  AND THE
CHILDREN’S  HEALTH
INSURANCE  PROGRAM
(CHIP )
If you are eligible for health coverage

from your employer but are unable to

afford the premiums, you can inquire

about the premium assistance programs

that some states have to help pay for

coverage. These states use funds from

their Medicaid or CHIP programs to

help people who are eligible for

employer-sponsored health coverage,

but need assistance in paying their

health premiums. 

If you or your dependents are already

enrolled in Medicaid or CHIP, you can

contact your Medicaid or CHIP office 

to find out if premium assistance is

available.  

If you or your dependents are NOT

currently enrolled in Medicaid or CHIP,

and you think you or any of your

dependents might be eligible for either

of these programs, you can contact 

your Medicaid or CHIP office, or you

can contact (877) KIDS NOW or visit

www.insurekidsnow.gov to find out

how to apply.

Other Important Information
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Once it is determined that you or your

dependents are eligible for premium

assistance under Medicaid or CHIP,

your employer’s health plan is required

to permit you and your dependents to

enroll in the plan—as long as you and

your dependents are eligible, but not

already enrolled in the employer’s plan.

This is called a “special enrollment”

opportunity, and you must request
coverage within 60 days of being
determined eligible for premium
assistance.

For more information, contact 

Medicaid at (916) 445-4171 or visit

http://www.dhcs.ca.gov/Pages/
default.aspx.

MARRIED  TO  ANOTHER
COUNTY  EMPLOYEE?
Coordinate Your Coverage to
Save Money
The County of Riverside recognizes that

increasing premiums are a burden for

employees. By providing flexible benefit

credit increases only to employees

enrolled in the County’s medical plans,

the County is able to provide more

dollars to employees who are actually

paying the County’s medical premiums.

It’s important for you to understand

how to make the most of your benefit

options.

If you are married to a County

employee or have a registered domestic

partner who works for the County, you

may want to consider your medical plan

options carefully during the Annual

Enrollment period. When you and your

spouse or registered domestic partner

each choose to enroll in a County-

sponsored medical plan, you will both

receive the maximum flexible benefit

credit available. The result of these

choices may mean more take-home pay

for you and your family!

How You Might Save Money
Let’s assume that you and your spouse

or registered domestic partner are

both County unrepresented

employees, and you were both hired

before November 13, 2003 and are

therefore eligible to waive County-

sponsored medical coverage.

Example 1: You enroll yourself 

and your spouse/registered domestic

partner in Exclusive Care, which

requires a monthly premium of $890.09.

Your spouse/registered domestic

partner, after reviewing the “Can You

Waive County Coverage?” information

on pages 4–5, chooses to be covered

under YOUR County medical coverage

INSTEAD of being covered as an

employee. He or she then elects the

medical waiver option and provides

information about your County plan

online during Annual Enrollment. To

continue receiving flexible benefit

credits, your spouse/registered domestic

partner enrolls in the Health Care

Flexible Spending Account at $10 per

pay period ($20 per month). In this

specific example, your family will have a

combined flexible benefit credit of

$446.91 after premiums are paid 

(see next page).

Other Important Information
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Example 1: You Your Spouse/DP Net Family Credit

County’s flexible benefit credit contribution $823.00 $534.00
Cost for Exclusive Care, 2-party coverage ($890.09)
County subsidy
Cost for Health Care FSA enrollment ($20.00)

Flexible benefit credits remaining ($67.09) $514.00 $446.91

Example 2: However, if you and your spouse/registered domestic partner each elect single coverage under Exclusive

Care, you each will pay the premium rate for employee only and receive the maximum flexible benefit credit. Your

spouse/registered domestic partner is not required to enroll in another County-sponsored plan to receive flexible

benefit credits. Your family will have a combined flexible benefit credit remaining after premiums are paid (see below).

Example 2: You Your Spouse/DP Net Family Credit

County’s flexible benefit credit contribution $823.00 $823.00
Exclusive Care, single coverage ($441.99) ($441.99)

Flexible benefit credits remaining $381.01 $381.01  $762.02

Net Family Savings (Monthly): $315.11

Comparing these two examples shows how changing the way you enroll in benefits may save your family money.

Your potential savings may differ from the above examples, depending on your specific benefit elections. For example,

your choice of plan(s), the number of family members you need to enroll in your plans, your flexible benefit credits,

and your waiver requirements for your bargaining or employee unit will affect your specific out-of-pocket benefit costs. 

Use these examples as a reference to help you explore your benefit options. You may find that you and your

spouse/registered domestic partner can use your benefits together in a way that provides you more money to care for

your family. Review the “Can You Waive County Coverage?” section on pages 4–5 for details about waiving coverage, as

well as what is required to receive flexible benefit credits.

Other Important Information
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TAXAT ION OF  BENEF ITS
According to the IRS, the amount 

the County pays toward covering

dependents who do not meet the

definition of a “tax-qualified”

dependent, as defined by Internal

Revenue Code Section 152, must be

reported as ordinary or imputed
income to you. This means the value 

of your non-tax-qualified dependent’s

coverage is subject to income taxes.

Additionally, you cannot pay the

premiums for these dependents on a

pretax basis, nor can you use the funds

in your Flexible Spending Accounts to

pay for their health care or dependent

care expenses. Please read the following

information carefully to determine if

you are eligible to make pretax

premium contributions for your

dependents.

Tax-Qualified Dependents
To qualify as a tax-qualified 

dependent during a given tax year, 

your dependent must:

1. Share your principal residence for the

full tax year, except for temporary

absences, such as vacation, military

service, or education; and

2. Receive more than half of his or her

support from you. 

Your spouse automatically qualifies 

as a tax-qualified dependent. Your 

non-spouse dependents, including 

your registered domestic partner and 

his or her dependent children, will be

tax-qualified if the above criteria are

met for a full tax year.

Designating Dependents 
as Tax-Qualified
Your dependents, except your registered

domestic partner/same-sex spouse and

his or her children, are designated by

the County as tax-qualified by default.

To change your dependent’s default 

tax-qualified designation, you must

submit a completed Dependent Tax
Certification Form to your Department

Representative.

Designating Domestic Partners
and Their Dependents as 
Tax-Qualified
Your registered domestic partner and

his or her children are designated as

non-tax-qualified by default. If your

registered domestic partner and his or

her children meet the definition of tax-

qualified, you can receive the tax benefit

by completing and returning the

Dependent Tax Certification Form to

your Department Representative.

The Dependent Tax Certification Form
is available from your Department

Representative or online at the Benefits

website. To access the form online, go to

http://benefits.rc-hr.com or, from a

County computer without Internet

access, http://intranet.co.riverside.ca.us.
Click on the “Forms” button on the

right-hand side of the screen and 

look for the Dependent Tax
Certification Form.

Whenever you have a change in tax

qualification for a dependent, it is your

responsibility to submit this form

within 30 days of the tax-status change.

Submission of the Non-Qualified
Dependent Certification Form will NOT

remove your dependent from your

medical, dental, and/or vision plan.

The IRS does not permit partial-year

tax-qualified designations. If your

dependent is not tax-qualified for any

portion of the year, then the County is

required to consider that dependent as

non-qualified for the full year. Upon

receiving your Non-Qualified
Dependent Certification Form, the

County will recalculate your imputed

taxes for the entire calendar year and

make the appropriate adjustment on

your pay warrant.

Other Important Information
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MONTHLY  RATES  AND IMPUTED INCOME 

Monthly Rates Monthly Imputed Income

Plan Single Employee + 1 Employee + 1 Non-Qualified 2 or More Non-

Family Dependent Qualified Dependents

Exclusive Care EPO $442.00 $890.10 $1,116.96 $448.10  $674.96

Kaiser Permanente $609.26 $1,209.02 $1,570.68 $599.76 $961.42

Health Net HMO $620.62 $1,233.76 $1,601.82 $613.14 $981.20 

Health Net PPO $969.14 $1,930.82 $2,508.00 $961.68 $1,538.86

Local Advantage Plus $40.14 $77.92 $114.42 $37.78 $74.28 

Local Advantage Blythe $29.22 $51.26 $77.46 $22.04 $48.24

Delta Dental PPO $43.58 $78.02 $113.68 $34.44 $70.10 

DeltaCare USA DHMO – $22.84 $33.80 $52.00 $10.96 $29.16 
High-Option Plan (10A)

Medical Eye Services Plan 1 $9.24 $13.96 $18.88 $4.72 $9.64 

Medical Eye Services Plan 2 $7.80 $12.42 $17.14 $4.62 $9.34

Calculating and Reporting Imputed Income
In general, your imputed income is the sum of (1) the amount the County

contributes toward coverage of your non-tax-qualified dependent and (2) the

amount you contribute toward coverage for your non-tax-qualified dependent for

the medical, dental, and/or vision plans. Review the table below for the imputed

income amount.

Taxation Example
You and your three children are covered by Exclusive Care. You add your registered

domestic partner to your coverage. Your premium for family coverage remains at

$1,116.96 per month, but you are taxed differently.

Total monthly premium $1,116.96

Imputed amount taxable $448.10

Additional taxes (assuming 28% federal tax rate) $125.47

Note: California income tax is not required on imputed income.

Other Important Information
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COORDINAT ING YOUR
COUNTY  PLAN WITH
OTHER  COVERAGE
Cost is an important factor when

choosing a health plan—but it

shouldn’t be the only thing you

consider. If you have other health plan

coverage, you should think about how

your plans will coordinate your

benefits before selecting a County plan.

Careful research before enrollment will

ensure that you make the best decision

for your specific situation.

How Coordination of Benefits
Provisions Affect Your Coverage
Most health plans include coordination
of benefits (COB) provisions. These

provisions are designed to prevent

duplication of payments when you or

your dependents are covered by more

than one insurance plan. COB

rules generally result in 100% health

plan coverage; however, if the plans’

COB provisions don’t work well

together, COB rules can result in YOU

paying up to 100% of your health care

expenses.

Your “primary plan” will pay your 

claim first. Your claim, along with the

detail of what was paid by your primary

plan, will then be submitted to your

“secondary plan,” which will pay

benefits according to the COB

provisions.

You should review the provisions 

of your other coverage. Before 

making a selection, call the plan’s

Member Services to get a thorough

understanding of how your plan will

coordinate.

STANDARD RULES  FOR
COORDINAT ION OF
HEALTH  CARE  BENEF ITS
Which Plan Pays First?
The following rules are a standard in the

health care industry and will generally

establish the order in which benefits will

be determined:

1. Any plan that has no coordination of

benefits provision will pay first.

2. When all plans have a coordination 

of benefits provision, the plan that

covers the person as an employee will

pay first.

3. When two plans (one covering 

each parent) cover the same child 

as a dependent, the plans will pay in

this order:

• The plan that covers the parent 

whose birthday falls earlier in 

the year pays first.

• If both parents have the same 

birthday, the plan that has covered 

one parent the longest pays first.

IMPORTANT  NOT ICE
ABOUT  YOUR
PRESCR IPT ION DRUG
COVERAGE  AND
MEDICARE
Please read this notice carefully and

keep it where you can find it. This

notice has information about your

current prescription drug coverage with

the County-sponsored medical plans

and about your options under

Medicare’s prescription drug coverage.

This information can help you decide

whether or not you want to join a

Medicare drug plan. Information about

where you can get help to make

decisions about your prescription drug

coverage is at the end of this notice.

1. Medicare prescription drug coverage

became available in 2006 to everyone

with Medicare. You can get this

coverage if you join a Medicare

prescription drug plan or join a

Medicare Advantage plan (like an

HMO or PPO) that offers

prescription drug coverage. All

Medicare drug plans provide at least a

standard level of coverage set by

Medicare. Some plans may also offer

more coverage for a higher monthly

premium. 

2. The County of Riverside has

determined that the prescription 

drug coverage offered by the County-

sponsored health plans is, on average

for all plan participants, expected to

pay out as much as or more than

standard Medicare prescription drug

coverage pays and is considered

Creditable Coverage. 

Because your existing coverage is, on

average, at least as good as standard

Medicare prescription drug coverage, you

can keep this coverage and not pay a

higher premium (a penalty) if you later

decide to join a Medicare drug plan.

You can join a Medicare drug plan when

you first become eligible for Medicare

and each year from October 15 through

December 7. However, if you lose

creditable prescription drug coverage

through no fault of your own, you will

be eligible for a 60-day Special

Enrollment Period (SEP) because you

lost creditable coverage to join a Part D

plan. In addition, if you lose or decide to
leave employer- or union- sponsored
coverage, you will be eligible to join a
Part D plan at that time using an 

Other Important Information
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Other Important Information

employer group Special Enrollment
Period. You should compare your

current coverage, including which drugs

are covered at what cost, with the

coverage and costs of the plans offering

Medicare prescription drug coverage in

your area. 

If you decide to join a Medicare drug
plan, your County of Riverside plan
coverage will be affected. See below for
more information about what happens
to your current coverage if you join a
Medicare drug plan.

Your current coverage pays for other
health expenses in addition to
prescription drugs. If you enroll in a
Medicare prescription drug plan, you
and your eligible dependents will not 
be eligible to receive all of your health
and prescription drug benefits. 

If you drop your current prescription 
drug coverage and enroll in Medicare
prescription drug coverage, you may
enroll back into the County-sponsored
health plans during an open enrollment
period under the County’s benefit plans.

You should also know that if you drop

or lose your coverage with a County-

sponsored plan and don’t join a

Medicare drug plan within 63

continuous days after your current

coverage ends, you may pay a higher

premium (a penalty) to join a Medicare

drug plan later. 

If you go 63 continuous days or longer

without prescription drug coverage

that’s at least as good as Medicare’s

prescription drug coverage, your

monthly premium may go up by at least

1% of the base beneficiary premium per

month for every month that you did not

have that coverage. For example, if you

go 19 months without coverage, your

premium may consistently be at least

19% higher than the base beneficiary

premium. You may have to pay this

higher premium (a penalty) as long as

you have Medicare prescription drug

coverage. In addition, you may have to

wait until the following October to join

a Medicare prescription drug plan.

For more information about this
notice or your current prescription
drug coverage:
Contact the County of Riverside at 

(951) 955-4981 for further information.

Note: You’ll get this notice each year.

You will also get it before the next

period you can join a Medicare drug

plan and if this coverage through the

County-sponsored health plans changes.

You also may request a copy. 

For more information about your
options under Medicare prescription
drug coverage:
More detailed information about

Medicare plans that offer prescription

drug coverage is in the “Medicare &

You” handbook. You’ll get a copy of the

handbook in the mail every year from

Medicare. You may also be contacted

directly by Medicare drug plans. 

For more information about Medicare
prescription drug coverage:
• Visit www.medicare.gov.

• Call your State Health Insurance

Assistance Program (see the inside

back cover of your copy of the

Medicare & You handbook for 

their telephone number) for

personalized help. In California, 

call (800) 510-2020.

• Call (800) MEDICARE, or 

(800) 633-4227. TTY users should

call (877) 486-2048.

If you have limited income and

resources, extra help paying for

Medicare prescription drug coverage is

available. For information about this

extra help, visit Social Security on the

Web at www.socialsecurity.gov, or call

(800) 772-1213. TTY users should call

(800) 325-0778.

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

Date: October 1, 2013

Name of Entity/ The County of 
Sender: Riverside

Contact-Position/ Human Resources, 
Office: Benefits Division

Address: 4080 Lemon Street,
Riverside CA 92501

Phone Number: (951) 955-4981

Other Important Information
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HEALTH  INSURANCE
PORTAB IL I TY  AND 
ACCOUNTAB IL I TY  ACT
(H IPAA)
Keeping your personal health

information private is your right. That’s

why the U.S. government passed the

“Privacy Rule”—part of the Health

Insurance Portability and Accountability

Act of 1996 (HIPAA). The Privacy Rule

protects your health information and

makes it illegal for health care providers

to reveal information about your health

without your permission, unless needed

to treat your condition. It also prevents

the improper use of health information

by health care benefit insurers and

administrators. Doctors’ offices and

health care facilities are required by law

to obtain your written permission to

appropriately reveal information about

your health.

If you would like to get a copy of the

notice describing how the County of

Riverside may use and disclose your

personal health information, contact the

Human Resources Benefits Information

Line at (951) 955-4981. If you have a

privacy concern or complaint, you may

reach out to any of the contacts listed

on this page under “Privacy Complaint

Contacts.”

WOMEN’S  HEALTH  AND
CANCER  R IGHTS
Federal law requires a group health plan

to provide coverage for the following

services to an individual receiving plan

benefits in connection with a

mastectomy:

• Reconstruction of the breast on

which the mastectomy has been

performed

• Surgical reconstruction of the other

breast to produce a symmetrical

appearance

• Prosthesis and treatment of physical

complications for all stages of

mastectomy, including lymphedemas

(swelling associated with the removal

of lymph nodes) 

The group health plan must 

determine the manner of coverage in

consultation with the attending

physician and patient. Coverage for

breast reconstruction and related

services is subject to deductibles and

coinsurance amounts that are consistent

with those that apply to other benefits

under the plan.

Privacy Complaint
Contacts

County Privacy Office
P.O. Box 1569

Riverside, CA 92502
(951) 955-1000

Riverside County Regional
Medical Center
Privacy Officer

26520 Cactus Avenue
Moreno Valley, CA 92555

(951) 486-4659

Office on Aging
6296 Rivercrest Drive,

Suite K
Riverside, CA 92507

(800) 510-2020

Community Health Agency
Privacy Officer

4065 County Circle Drive
Riverside, CA 92503

(951) 358-5000

Mental Health
Privacy Officer

4095 County Circle Drive
Riverside, CA 92503

(951) 358-4500

Public Social Services
Privacy Officer

10281 Kidd Street
Riverside, CA 92503

(951) 358-3030

Occupational Health 
& Wellness

P.O. Box 1569
Riverside, CA 92502

(951) 778-3978

Veterans Services
1153A Spruce Street
Riverside, CA 92507

(951) 766-2566

Employee Assistance
Services

3600 Lime Street,
Suite 111

Riverside, CA 92501
(951) 778-3970 or (760) 328-6863

Exclusive Care Plan
P.O. Box 1508

Riverside, CA 92502
(800) 962-1133

U.S Department of Health
& Human Services Region
IX Office of Civil Rights
50 United Nations Plaza,

Room 322
San Francisco, CA 94102

Tel: (415) 437-8310 
TDD: (415) 437-8311
Fax: (415) 437-8329
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IN IT IAL  COBRA
NOT IF ICAT ION OF
R IGHTS  AND
OBL IGAT IONS
Federal law requires the County of

Riverside to offer all covered active

employees and their covered spouses

and dependents (“Qualified

Beneficiaries”) the opportunity to elect

a temporary extension of their health

and welfare plan coverage (called

“Continuation Coverage,” “COBRA

Continuation Coverage,” or “COBRA

Coverage”) in certain instances where

coverage under a group plan would

otherwise end. A group health plan

includes any major medical plan, dental

plan, vision plan, health Flexible

Spending Account (FSA) or other plan

sponsored by the County that provides

medical care.

Coverage
“Qualified Beneficiaries” are generally

the employee, the employee’s spouse or

the employee’s dependent children who

are covered by the Plan on the day

before a “Qualifying Event.” This notice

is to provide you, your covered spouse

and covered dependents (all of whom

may be Qualified Beneficiaries if Plan

coverage is lost) with a brief summary

of your rights and obligations under

current COBRA law.

Please note that COBRA Coverage is not

available to domestic partners and their

children because they do not meet the

legal definition of “Qualified

Beneficiaries.”

Both you and your spouse/

domestic partner should read this

notice carefully and keep it with

your records.

You must notify the Plan Administrator

in writing with the current addresses of

covered dependents who do not reside

with you and with any change of

address for yourself so that the Plan

Administrator can send this and other

notifications to you and your

dependents.

Other Important Information



WELLNESS  REDEF INED
The County of Riverside’s benefits 

are a valuable element of the

overall compensation package

for our employees. We aim to

ensure that our benefits program

and plans are competitive and

provide reasonable levels of

coverage that serve the diverse needs 

of our employees. Our commitment 

to you goes beyond a competitive

benefits package to include a focus 

on promoting good health and overall

well-being.

OPT IMAL  HEALTH  AND
WELLNESS  PROGRAM
The Optimal Health and Wellness

Program offers an integrated education

and activity-based program that gives

you the tools to help you take charge of

your health. The program outlines

simple strategies to help you improve

your overall health and well-being. 

EL IG IB I L I TY  TO
PART IC IPATE
Employees who participate in a County-

sponsored medical plan (Exclusive Care,

Kaiser Permanente, Health Net HMO,

or PPO) are eligible to participate in

this program, as are their covered

spouses or registered domestic partners.

EL IG IB I L I TY  TO  EARN
INCENT IVES

Employees who are enrolled in a

County-sponsored medical plan

(Exclusive Care, Kaiser

Permanente, Health Net HMO,

or PPO) are eligible to earn

incentives.*

PROGRAM ACT IV IT IES  

• Webinars on Demand

• Lunch and Learn Classes

• Lunch and Move Low-Impact 

Exercise Classes

• Self-Guided Programs

• Comprehensive activity tracking

• Live Webinars

• Life Skills/Classes/Webinars

WHO TO CONTACT
County of Riverside Optimal Health

and Wellness Program 

(951) 778-3978
www.rc-hr.com/wellness

* Please visit the wellness website to 
learn more about incentive eligibility.

Make Wellness
Part of Your Life
www.rc-hr.com/wellness

M A K E  W E L L N E S S
PA R T  O F  Y O U R  L I F E

Make Wellness Part of Your Life
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CONTACT INFORMATION

Plan Telephone Website

Medical

Health Net (HMO) (800) 522-0088 www.healthnet.com

Health Net (PPO) (800) 676-6976 www.healthnet.com

Exclusive Care (EPO) (800) 962-1133 www.exclusivecare.com

Kaiser Permanente (HMO) (800) 464-4000 www.kp.org

PERSCare (PPO) (877) 737-7776 www.calpers.ca.gov

PERS Choice (PPO) (877) 737-7776 www.calpers.ca.gov

PERS Select (PPO) (877) 737-7776 www.calpers.ca.gov

PORAC (800) 655-6397 www.porac.org

Wellness Program

Riverside County Optimal Health and Wellness Program (951) 778-3978 www.rc-hr.com/wellness

Dental

DeltaCare USA (HMO) (800) 422-4234 www.deltadentalins.com

Delta Dental (PPO) (800) 765-6003 www.deltadentalins.com

Local Advantage (EPO) (888) 540-9488 http://benefits.rc-hr.com

Vision

Vision Service Plan (VSP) (800) 877-7195 www.vsp.com

Medical Eye Services (800) 877-6372 www.mesvision.com

Life Insurance

The Standard (800) 628-8600 www.standard.com
• Technical questions (866) 623-0622
• Continued benefits (conversion/portability) (800) 378-4668

Employee Assistance Services (EAS)

Employee Assistance Services (EAS) (951) 778-3970 or (760) 328-6863 www.rc-hr.com/eas/

Other Benefits and County Resources

eBenefits Online Enrollment System Entry Call the Benefits Information Line www.workforceexchange.net or 
for assistance at (951) 955-4981 http://intranet.co.riverside.ca.us

Riverside County Human Resources (951) 955-4981 http://benefits.rc-hr.com or 
Benefits Information Line TTY: (951) 955-8688 http://intranet.co.riverside.ca.us

Fax: (951) 955-8538 Email: benefits@rc-hr.com

FSA Claims Administrator (ASIFlex) (800) 659-3035 www.asiflex.com

CalPERS (888) 225-7377 www.calpers.ca.gov

Enterprise Solutions Help Desk (formerly Oasis Help Desk) (951) 955-9900 Email: oasishelpdesk@co.riverside.ca.us

September 2013

C O N TA C T
I N F O R M AT I O N


