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Take control of your benefits today! 
Review this guide. It 
includes details on all 
of your benefit options. 

After reviewing the 
benefit options, select 
the coverage that fits 
best for you and your 
family. 

Complete the necessary 
steps to enroll in the 
coverage you select. 

2019 Employee Benefits Guide 
Corporate Staff 
Because Good Health Is Everything 
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What’s inside... 

BBG – Our role and our commitment: 

BBG works with your management team to review available options, 
benchmarking data, and advocates for the best available coverage and 
premium rates. 

BBG is here to support you throughout the year should you encounter 
billing or claims related issues.  If you experience such issues, please contact your Human 
Resources department to obtain our contact information.   

BBG partners with more than 900 employer groups in the Washington, DC metropolitan area, and has 
been supporting these efforts for over 20 years.  We are committed to doing everything within our 
power to ensure you have a positive experience with your benefits package. 
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We encourage all Revature employees and their families to become familiar with and use the resources available to 
them. If you do not find what you need, please contact your group’s plan administrator. 
 
Revature HR Team 
(E)  HR@revature.com 
 
After Enrolling in your plan 

It is highly recommended that you review your payroll deductions to make sure they match your benefit elections. 
Depending on your benefit elections you may or may not receive a new ID card. ID cards can take up to two weeks 
to arrive after the close of open enrollment or the submission of your benefit elections. 

Key Contacts 

Benefit Carrier/Company Customer Service Information 

Medical 
Anthem 

BlueCross BlueShield 

Group Number: TBD 
Customer Service Number: (800) 451-1527 
RX Customer Service Number: (800) 962-8192 
Website: www.anthem.com 

Dental Guardian 
Group Number: 434782 
Customer Service Number: (800) 541-7846 
Website: www.guardiananytime.com 

Vision EyeMed 
Group Number: TBD 
Customer Service Number: (888) 203-7437 
Website: www.eyemed.com 

Life, AD&D, Long and 
Short Term Disability 

Guardian 
Group Number: 434782 
Customer Service Number: (800) 627-4200 
Website: http://www.guardiananytime.com 

Voluntary Term Life  Guardian 
Group Number: 434782 
Customer Service Number: (800) 627-4200 
Website: www.guardiananytime.com 

Employee Assistance 
Plan 

Guardian 

Customer Service Number: (800) 386-7055 
Website: www.ibhworklife.com 
     User Name: Matters 
     Password: wlm70101 

Commuter Transit & 
Parking Benefits 

PrimePay 
Group Number: PRINP8340 
Customer Service Number: (877) 769-3539 
Website: www.primepay.com 

Business Benefits 
Group 

Customer Service for all 
benefits and claims questions 

Phone: (703) 385-7200 / x283 
Email: service@bbgbroker.com 

Finding a Doctor 

It is important to remember that some plans offer limited or no coverage outside of the designated network. For this 
reason, we encourage all of our employees and their families to review the list of In-Network providers for each plan 
and benefit. Once you find a participating provider online it is also recommended that you call the provider’s office 
and verify that they are still an In-Network provider, as online directories may not be current. 
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Revature strives to provide and takes pride in being able to offer comprehensive, essential and affordable benefits 
for our employees and their families. Our benefits package includes: 

Medical Plans provided by Anthem BlueCross BlueShield  

Dental Plan provided by Guardian  

Vision Plan provided by EyeMed 

Life and AD&D, Short Term and Long Term Disability insurance provided by Guardian  

Voluntary Term Life insurance provided by Guardian  

Additional Benefits provided by Anthem BlueCross BlueShield and Guardian 

Commuter Transit & Parking Benefits provided by PrimePay 

This booklet contains an overview of the valuable benefits package available to you at Revature. While every effort 
has been made to ensure that this booklet accurately reflects the provisions of the plans, only the official plan 
documents govern the operation of the plans and payment of benefits. 

Your Employee Benefits 

IMPORTANT! 
A cafeteria plan may allow a participant to change his or her elections for qualified 
benefits upon the occurrence of any of the following IRS recognized events: 

As a result of Revature offering pre-tax deductions, changes to your health benefit elections are only 
permitted during the Open Enrollment period. It is very important that you understand your options 

since you cannot change coverage options unless you experience a Qualifying Event. If you 
experience a Qualifying Event during the plan year, you must notify Human Resources within 30 

days of the event if you wish to make a change to your benefit elections. If the change is not 
submitted within 30 days of the event, you will not be able to make changes to your benefit elections 

until the next Open Enrollment Period. 

 Court order 
 COBRA qualifying event 
 FMLA leave 
 Eligibility for premium assistance through 

Medicare, CHIP, or other governmental 
program 

 Exchange enrollment 
 Reduction in hours of service to under 30  
 Change in Legal Marital Status 

 Divorce/Annulment  
 Death of a Spouse  
 Marriage 
 Legal Separation 

 Change in number of dependents 
 Death 
 Birth 

 Gain or Loss of Eligibility for other group 
coverage 

 Change in employment status of employee or 
spouse 

 Change in place of residence (if moving in or 
out of network area) 

 Entitlement to Medicare or Medicaid 
 Change in coverage  

 Significant cost increases 
 Significant curtailment of coverage 
 Addition of significant improvement of 

benefit package option 
 Change in coverage under other 

employer 
 Loss of health coverage sponsored by 

governmental or educational 
assistance 
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Eligibility for Benefits 

If you are an active, full-time employee working at least 
30 hours per week, you are eligible for coverage 
beginning on the first of the month following your date of 
hire.  
 

When your Coverage Ends 

Your coverage will end on the last day of the month of 
your date of termination, unless it encompasses 
Employer Paid benefits such as Life or Disability which 
end on your termination date. At that time, you will be 
eligible for COBRA benefits for any applicable benefits. 
 

Key Issues to Factor Into Your Planning 

If you have medical coverage elsewhere (through your 
spouse’s employer-sponsored plan, for example), 
consider whether it would be more practical for you to 
cover your dependents (or yourself) under that plan 
(based on your family’s health needs) instead of 
Revature’s medical plan. Remember that benefits 
payable under Revature’s plans are coordinated with 
benefits payable under your spouse’s employer-
sponsored plan. Generally, the benefit, if any, of having 
dual coverage varies widely based on the plans available 
and should be carefully evaluated for exclusions or 
limitations prior to enrolling into one or more plans.  
 
Always review factors like co-pays, coinsurance, 
deductibles, etc. prior to selecting a benefits package. 
Don’t assume your benefit options are the same as prior 
years.  Make sure to select the plan that best addresses 
your current health and welfare needs. 
 
Consider how you have utilized your current plan 

during the previous year and what your expected 
medical needs are for the coming year. 

Review all available options to you, including 
coverage for spouse, children, etc.  

Most benefit plans are “a la carte.” You may take all, 
none, or several of the benefits that fit your needs. 

 
 
 

A Special Note About Timing 

Due to insurance carrier timelines, it is not uncommon to 
receive your ID card after the official start date of your 
coverage. Planning ahead when you may not yet have 
your ID card, will help ensure that you have a smooth 
transition. Here are a few ways to adequately plan 
ahead: 
 If you take any medicine, get a refill before the start 

date of your new coverage. 
 If you have any doctor’s appointments occurring 

within the first few days of your new plan, ask the 
doctor if they will accommodate you or if they can 
reschedule the appointment. 

 

Highlights of the Affordable Care Act (ACA)  

Preventive Services are covered at 100%. 
Dependents are eligible for coverage up to age 26, 

regardless of dependency status.  
No pre-existing medical conditions apply to any new 

or renewing plans with an effective date of 1/1/2014 
or later. 

General Plan Information 

Beginning with the 2019 tax year, the 
individual Mandate provision of the 
Affordable Care Act will end; however, 
several states have passed laws that 
require residents to purchase health 
insurance or pay a penalty. Be sure to 
consider any local or state requirements 
during Open Enrollment.  
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  Deductible 

     

  Jane pays 100% Her plan pays 0% 

        

Coinsurance/Copayment   Coinsurance 
The percentage or amount the member is required to 
pay in conjunction with their insurance plan after the 
deductible has been met. 
 
Copayment 
A fixed payment that an insurer may require the 
patient to pay for certain covered expenses (such as 
office visits or prescription drugs). Copays go toward 
your out of pocket maximum but do not go toward 
your deductible.  

     

Jane pays 20% Her plan pays 80%  

        

Out of Pocket Maximum 
The maximum amount a member will pay out-of-
pocket during the benefit period. This amount includes 
deductibles, coinsurance and copayments. Once the 
out of pocket maximum is met, the insurer will pay 
100% of the allowed amount for covered services, for 
the remainder of the benefit period.    

  Out of Pocket Maximum 

    

  Jane pays 0% Her plan pays 100% 

        

Out of Network / Balance Billing   

Out of Network 
An out-of-network provider does not contract with the 
health insurance plan. In many cases, the insurance 
company will not pay or will pay substantially less for 
services you receive from an out-of-network provider. 
Out of network claims may be subject to balance 
billing. In these instances, the provider will bill the 
patient for the difference between what the patient’s 
insurance pays and what the provider bills.  

     

Jane pays 20% Her plan pays 80%  

Deductible 
The amount that must be paid per benefit period 
before insurance begins to pay its portion of claims. 
The deductible amount may vary based on whether it 
is individual or family coverage.  

Key Terms 
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Medical Benefits  
Anthem BlueCross BlueShield Plans 

To find participating providers 
http://www.anthem.com/health-insurance/provider-directory/searchcriteria  

Login or search as a guest. When searching as a guest, select medical 
coverage and the state you would like to search. Under network select “National 
PPO (BlueCard PPO) 

 You will receive a higher 
level of benefits and 
discounted fees. 

 You will not have to worry 
about reasonable and 
customary limitations. 

 You will get more covered 
services. 

 Benefits Reset on a Contract year February 1st to January 31st 

IN NETWORK 

NEW! 
National 

KeyCare PPO 

NEW! 
National 

KeyCare PPO HSA 

Doctor Co-Pay (PCP/Specialist) $20/$20 Ded + Coins 

Deductible (Individual/Family) $500/$1500 $1500/$3000 

Coinsurance (Insurance/Member) 80%/20% 80%/20% 

Inpatient Hospitalization Ded + Coins Ded + Coins 

Outpatient Surgery (PCP/ Specialist) Ded + Coins Ded + Coins 

Physical Therapy Ded + Coins / 30 visits max Ded + Coins / 30 visits max 

Chiropractic Ded + Coins / 30 visits max Ded + Coins / 30 visits max 

Lab / X-Ray / Advanced Diagnostics Ded + Coins Ded + Coins 

Urgent Care $20 Copay Ded + Coins 

Emergency Room Ded + Coins + $150 Copay Ded + Coins 

Out-of-Pocket Maximum (Ind/Fam) $2400/$7200 $3000/$6000 

OUT-OF-NETWORK   

Deductible (Individual/Family) $900/$2700 $3000/$6000 

Coinsurance (Insurance/Member) 60%/40% 60%/40% 

Out-of-Pocket Maximum (Ind/Fam) $6850/$13700 $6000/$12000 

COVERED PRESCRIPTIONS   

Deductible   $0 Combined w/med 

Retail (Tier 1/Tier 2/Tier 3) $15/$35/$60 Ded + Coins 

Mail-Order (Tier 1/Tier 2/Tier 3) $30/$70/$120 Ded + Coins 

Tier 4 (Specialty) 50% up to $100 Ded + Coins 

Monthly Deductions   

Employee Only $87.90 $54.50 

Employee + Spouse $342.81 $274.70 

Employee + Child(ren) $359.13 $287.78 

Employee + Family $522.37 $418.59 
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Health Savings Account (HSA) 

IMPORTANT NOTES! 
To be eligible for an HSA, you 
must meet the following 
requirements:  
 Must be covered under a high 

deductible health plan (HDHP) on 
the first day of the month. 

 Must have no other health 
coverage including, but not 
limited to Medicare, Tricare, or 
any other first-dollar coverage. 

 Cannot be claimed as a 
dependent on someone else's 
tax return.  

Important Notes: Under the last-
month rule, you are considered to be 
an eligible individual for the entire 
year if you are an eligible individual 
on the first day of the last month of 
your tax year (December 1 for most 
taxpayers).  
 

If you meet these requirements, you 
are an eligible individual even if your 
spouse has non-HDHP family 
coverage, provided your spouse's 
coverage doesn’t cover you. 

Can I use my HSA to pay for 
medical expenses incurred 
before I set up my account?  
No. You cannot reimburse qualified 
medical expenses incurred before 
your account is established.  
 

It is your responsibility to activate your 
HSA account and respond to any Patriot 
Act related inquiries once enrolled in your 
HDHP plan. Failure to do so may result in 
non-reimbursable expenses and/or 
account closure.   

What is an HSA? 
A Health Savings Account (HSA) is a 
tax-advantaged savings account that 
can be used for your health care 
expenses. Your contribution comes 
out of each paycheck and is 
deposited into the account for future 
use. 
 
If you have a qualified high 
deductible health plan, an HSA can 
help provide some security for your 
health care costs and limit out-of-
pocket expenses. 
 
Is an HSA right for you? 
HSAs can be very cost effective, 
but they are not for everyone.  
 
If you have a high deductible health 
insurance plan and are able to come 
up with a reasonable estimate of your 
health care expenses each year, you 
could potentially save a great deal of 
money with an HSA. 
 
If you have a chronic condition but 
you know your annual expenses and 
are able to budget enough money to 
cover your health care costs, an HSA 
could also be beneficial.  
 
If you are unable to cover 
unexpected expenses up front, you 
might want to consider a more 
traditional plan. Otherwise, you can 
change your future contributions and 
pay yourself back with tax-free 
money as long as your account was 
open and active at the time of the 
expense.  
 

Advantages of an HSA 
An HSA can help you save money 
and conveniently pay for health care 
costs. 
 
An HSA provides triple tax benefits. 
Since the deposits are coming 
straight out of each paycheck, the 
money you contribute to an HSA is 
pretax, and the interest that 
accumulates in the account is tax-
free. In addition, money withdrawn 
from an HSA is not taxed, provided 
that you use it for qualified medical 
expenses. 
 
Consulting an accountant when 
filing your taxes for the first time 
with an  HSA is recommended to 
ensure you receive all the tax 
advantages. 
 
You can budget for anticipated 
expenses each year such as 
maintenance medications or regularly 
scheduled non-preventive care. If you 
do not utilize all your funds, your 
balance will continue to grow each 
year and will be available for you to 
use for future health care expenses. 
Any unspent dollars will roll over 
each year. 
 
Investments 
Employees or other individuals with 
HSAs may invest the funds in their 
accounts after meeting a required 
minimum balance. HSA funds may 
be invested in the same types 
of investments approved for IRAs 
(e.g., bank accounts, annuities, 
certificates of deposit, stocks, mutual 

funds, or bonds). The account holder 
controls all decisions over how the 
money is invested. Owners of HSAs 
can also choose not to invest their 
funds. 
 
What can my HSA pay for? 
HSA funds can be used to pay for 
any “qualified medical expense” even 
if that expense is not normally 
covered by a medical plan. For 
example, most health insurance does 
not cover chiropractic or 
acupuncture, but HSAs can. For a full 
list of qualified expenses visit: 
www.irs.gov/publications/p502/
index.html 

 
What about my FSA? 
Participation in an HSA restricts your 
enrollment to a limited purpose FSA. 
A limited-purpose health flexible 
spending account (referred to as a 
limited-purpose FSA) is much like a 
typical, general-purpose health FSA. 
However, under a limited-purpose 
FSA, eligible expenses are limited to 
qualifying dental and vision expenses 
for you, your spouse, and your 
eligible dependents. 

Contribution Limit 
(employer + 
employee) 

2019 

Single $3,500 

Family $7,000 

Catch-Up (55+) 
(Single or Family) 

$1,000 
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Prescription Benefits	
What can I expect to pay? 

After any applicable deductible, the amount you pay 
depends on the drug your doctor prescribes. Refer to 
your Medical Benefits page for details.  

 
What you pay falls into one of four tiers: 

Preferred Generic/Tier 1 - This is the lowest cost tier. 
Your plan may include an additional benefit where 
some Tier 1 drugs are further discounted and 
considered Value Drugs/Tier 1a and include generics 
and some over-the-counter brand products.  

Preferred Brand/Tier 2 - These are commonly brand-
name medications that don’t have a generic 
equivalent.  

Non-Preferred Brand and Generic/Tier 3 - These are 
the high-priced brand name and generic medications.  

Specialty/Tier 4 - These specialty drugs may be 
injected, infused or taken by mouth. When enrolled in 
a plan with 4 drug tiers, you pay the highest cost at 
this level.  

 
To find your exact costs: 

Check your Plan Design and Benefits summary.  
www.anthem.com/pharmacyinformation/ 
 

Why is the formulary subject to change? 

A carrier may add or remove drugs for certain reasons. 
They might also move a drug from one coverage tier to 
another. Here are some reasons why: 

As brand-name drugs lose their patents and generic 
versions become available, the brand-name may be 
covered at a higher out-of-pocket cost while the 
generic may be covered at a lower out-of-pocket 
cost. 

 The Food and Drug Administration (FDA) approves 
many new drugs throughout the year.  

Drugs can be withdrawn from the market or may 
become available without a prescription.  

 
As new drugs are developed, it takes time for insurance 
carriers to evaluate their effectiveness. New drugs can be 
very costly. To keep costs down for members, while still 
making sure you get the safest, most effective, and 
reasonably-priced drug available, some carriers have 
instituted a step therapy program. 
 

 

 

 

What is step therapy? 

Step therapy is a type of prior authorization for 
medications. It requires trying other medications before 
“stepping up” to drugs that cost more. The carrier wants 
to know that less expensive options don’t work before 
your plan will cover the more expensive drug. Here’s an 
example of step therapy: 

You try an over-the-counter medication for your 
allergy, but it doesn’t control your symptoms. 

Your doctor prescribes a prescription drug that still 
doesn’t give you relief. 

A third medication that's more expensive works well, 
but requires step therapy. 

 
In this case, your prescription may be covered. If you 
haven't tried step therapy, the drug may cost you more, 
or may not be covered at all. 
 

What do I need to do if my prescription 
requires step therapy? 

If your drug needs approval, either you or your 
pharmacist will need to let your doctor know. They might 
switch your therapy to another drug that doesn’t require 
approval from the health plan or your doctor will contact 
our Pharmacy Help Desk to start the approval process 
and tell us the information we need. 

Prescription Drug Savings: Brand vs. Generic 
They are the same: Generic drugs are FDA 
approved copies of brand-name drugs that have 
exactly the same dosage, intended use, effects, 
route of administration, risks, safety, and 
strength as the original drug. Although they may 
look or taste different, generic drugs are cheaper 
because manufacturers have not had the 
expense of developing and marketing the drug. 

They save you money: Generic drugs are often 
80 percent less expensive than brand-name 
medication. The next time you need a 
prescription, ask if a generic equivalent is 
available. Or, if your doctor does not specifically 
tell you to only take the brand-name drug, ask 
your pharmacist to fill your prescription with the 
generic version, if one is available.  

 
You may be subject to a Brand Penalty for 
choosing a brand name prescription when there 
is a generic available. In this situation you would 
pay your copay along with the difference 
between the brand name and generic drug.
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Dental Benefits 
Guardian Dental Plan 

Benefits Reset on a Contract year February 1st - January 31st 

IN NETWORK Guardian PPO 
Guardian PPO 

Alternative 

Deductible (Waived for preventive) $50 $25 

Preventive (Class I) 100% 100% 

Basic (Class II) 80% 90% 

Major (Class III) 50% 60% 

Orthodontia (Class IV) 50% 50% 

Maximum Benefit (per member) $1,500 $2,500 
Orthodontia Lifetime  

Maximum Benefit (per member) 
$1000 Child Only $2500 Child Only 

Waiting Period for Major Services none none 

OUT-OF-NETWORK MAC 90th UCR 

Deductible $100 $75 

Preventive (Class I) 100% 100% 

Basic (Class II) 50% 75% 

Major (Class III) 25% 50% 

Orthodontia (Class IV) 50% 50% 

Deductible Waived for Preventive No No 

Maximum Benefit (per member) $1,500 $2,500 
Orthodontia Lifetime  
Maximum Benefit (per member) 

$1000 Child Only $2500 Child Only 

Waiting Period for Major Services none none 

ADDITIONAL COVERAGE INFO   

Perio and Endo Services Basic Basic 

Implants Covered Yes Yes 

White Fillings Covered Yes Yes 

Dependent Age/Student Age 26/26 26/26 

Open Enrollment Annual Annual 

Monthly Deductions   

Single $21.50 $34.09 

Employee + Spouse $42.80 $67.85 

Employee + Child(ren) $50.86 $98.95 

Family $72.16 $135.37 

To find a participating provider:  

https://www.guardiananytime.com/fpapp/FPWeb/dentalSearch.process 

 Guardian PPO, select plan: PPO 

 Dental Network, Select - DentalGuard Preferred 

What Does 
Dental Insurance Cover? 

Dental coverage focuses on 
preventive and diagnostic 
procedures in an effort to avoid 
more expensive services 
associated with dental disease and 
surgery. The type of service or 
procedure determines the amount 
of coverage for each visit. Each 
type of service fits into a class of 
services according to complexity 
and cost. Dental services are 
generally broken up into the 
following classes: 

 Class I – diagnostic and 
preventive care (cleanings, 
exams, X-rays) 

 Class II – basic care and 
procedures (fillings, root canals) 

 Class III – major care and 
procedures (crowns, bridges, 
dentures) 

 Class IV – orthodontia (braces) 
 
Because dental coverage typically 
focuses on preventive care, Class I 
services are covered at the highest 
percentage. Class II services are 
then covered at a slightly lower 
percentage, followed by Class III 
services, which are covered at the 
lowest level. For example, if a plan 
follows a “100-80-50” structure, 
Class I services are covered at 100 
percent, Class II at 80 percent and 
Class III at 50 percent. 
 
Class IV services are frequently 
covered under a separate lifetime 
maximum (instead of the annual 
maximum) and often limit coverage 
to children under the age of 19. 
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Vision Benefits 
EyeMed Vision Plan 

Benefits Reset on a Contract year February 1st to January 31st 

IN NETWORK 
NEW!  

Eyemed 
Vision  

Routine Eye Examination $0 copay 

Materials (Single/Bifocal/Trifocal Lenses)  $0 copay 

Frames $0 copay 

Elective Contact Lenses Up to $130 

Standard Progressive Lenses $55 Copay 

LASIK 
Up to 15% off retail; 5% off 

promotionals 

OUT-OF-NETWORK  

Routine Eye Examination Up to $45 

Frames Up to $45 

Single Vision Lenses Up to $52 

Bifocal Lenses Up to $82 

Trifocal Lenses Up to $101 

Elective Contact Lenses Up to $97 

SCHEDULE OF FREQUENCY  

Eye Examination 12 months 

Lenses 12 months 

Frame 12 months 

Contacts 12 months 

Contacts are in lieu of glasses Yes 

Monthly Deductions  

Single $5.45 

Employee + Spouse $10.34 

Family $16.01 

Employee + Child(ren) $10.89 

To find participating providers:  

https://www.eyemedvisioncare.com/locator/locator.emvc?execution=e1s1 
 
Under "Choose Network", select Insight 

Whom you see may depend on 
the level of care you need. 

 An optician is a specialist in 
fitting eyeglasses and making 
lenses to correct vision problems. 

 An optometrist is a primary 
healthcare doctor of the eye and 
visual system who provides 
comprehensive eye and vision 
care, which includes refraction 
and dispensing, detection of 
disease in the eye, and the 
rehabilitation of conditions of the 
visual system. 

 An optometrist may perform an 
eye exam and write a prescription 
for corrective lenses, while an 
optician may fill that prescription. 

 An ophthalmologist is a medical 
doctor who specializes in all 
aspects of eye care including 
diagnosis, management, and 
surgery of ocular diseases and 
disorders. 

It’s common for ophthalmologists or 
optometrists to work side-by-side 
with opticians to serve a patient’s 
overall eye care and eyewear needs. 
Let’s use a real-life scenario: an 
optometrist performs your thorough 
eye exam and prescribes corrective 
lenses. You’re then escorted to the 
eyeglass area where an optician 
helps you select your frames and 
lens options. If surgery is indicated 
or if the optometrist detects an eye 
concern that is outside of his or her 
scope of practice, you may be 
referred to an ophthalmologist for 
more advanced care. Now keep in 
mind, this is one typical scenario, but 
not necessarily indicative of all 
situations. 
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Life and Accidental Death and 
Dismemberment 
Revature provides a replacement for lost income in the 
event of your untimely death, thereby providing an 
inheritance for heirs and funds for final expenses.    

 
Voluntary Term Life**  
This would be in addition to the group paid insurance 
and should be based on your family’s personal financial 
needs.     
 
**Premium rates are available in the ADP enrollment 
system.  Rates will be based on age.   

As a part of Revature’s benefits, we provide you with Life and Accidental Death & Dismemberment (AD&D) 
coverage as well as Short Term Disability (STD) and Long Term Disability (LTD) insurance. You also have the 
opportunity to enroll in supplemental Voluntary Term Life coverage. These programs offer you and your family 
financial protection against some of the uncertainties life can bring. 

Income Replacement Benefits 

Evidence of Insurability 

If you elect to add coverage outside of your initial 
eligibility or elect amounts of coverage higher than 
the guarantee issue amount you will be required to 

complete an Evidence of Insurability form.

Life and AD&D   

Benefit Amount    $100,000 

Voluntary Term Life    

Employee Benefit Amount 
Up to $150,000 

not to exceed 5x employee 
annual salary 

Employee Guaranteed Issue  $150,000 

Spouse Benefit Amount 
 Up to $25,000 

not to exceed 50% of 
employee coverage 

Spouse Guaranteed Issue  $25,000 

Dependent Children Amount 
$2,000 to $10,000 

not to exceed 10% of 
employee coverage 

Dependent Children 
Guaranteed Issue  

$10,000 

* Please note that guarantee issue amounts apply 
only at time of hire or a change in status from part-
time to full-time. All request for an increase in 
coverage during Open Enrollment will require an EOI.  

Short Term Disability   

Weekly Benefit 60% 

Maximum Weekly Benefit Up to $2,000 

Accident Benefits Begin 8th day 

Sickness Benefits Begin 8th day 

Duration of Benefits Up to 12 weeks 

Long Term Disability   

Monthly Benefit 60% 

Maximum Monthly Benefit Up to $10,000 

Elimination Period 90 days 

Max Duration of Benefits 
Up to Social Security 

Normal Retirement Age 

Tax free disability benefits!  

The Long-Term and Short-Term Disability plans are 
designed as “Gross Up”, so at the time of claim, 
employees would not be required to pay tax on any 
disability benefits they receive. Revature will add 
the premium cost of the LTD and STD premium to 
your W-2 at the end of each year. In short, 
Revature will pay the premium and the employee 
will be responsible for paying the tax on the 
premium, resulting in a tax-free benefit at the time 
of a disability claim. 

Short Term Disability  
If you become disabled, short-term disability will 
provide you with weekly payments of either a fixed 
amount or a set percentage of your regular income. 
Short-term disability insurance provides income 
replacement when you are unable to work for a short 
period of time due to disability, sickness or injury not 
related to your job.  
 

Long Term Disability  
If you become disabled, long-term disability insurance 
will pay out a set amount or a percentage of your 
regular income in monthly intervals. Long-term 
disability provides you income protection for extended 
periods of time due to disability, sickness or injury not 
related to your job.  
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Commuter Transit & Parking Benefits 

Features of the FSA plan 

Plan year 02/01/19 - 1/31/20 

Parking and Transit $265 per month each 

You must re-enroll annually -  No Exceptions! 

The Commuter Transit & Parking Benefits 

A Transportation Reimbursement Account is an employer sponsored plan governed by Section 132 of the Internal 
Revenue Code. This plan allows employees to pay for work-related transit vouchers, vanpooling, and qualified 
parking expenses with pretax dollars.  

 Transit Passes / Commuter Highway Vehicle - $260 per month 

Qualified Parking - $260 per month 

 

Eligible Expenses 

For more information about eligible transportation expenses, please refer to IRS Publication 15-B available at https://
www.irs.gov/publications/p15b/ar02.html#en_US_2016_publink1000193740. 

 

What is a Commuter Transit Benefit?  

 A Commuter Transit Benefit is a pre-tax benefit account used to pay for public transit – including train, subway, 
light rail, bus, and ferry - as part of your daily commute to work.  It’s a great way to put extra money in your 
pocket each month and make your commute more convenient and affordable.  You may contribute to your 
account up to $260 per month on a pre-tax basis to pay for transit expenses, which means you end up paying 
less in taxes and taking home more of your paycheck.  

 A vanpool can be organized by a company or by an individual. An eligible vanpool has seating for 6 or more 
adult passengers (excluding the driver). Fifty percent of a vanpool seating capacity is used for employee 
transport, and 80 percent of the mileage is to transport employees. 

What is a Commuter Parking Benefit?  

 A Commuter Parking Benefit is a pre-tax benefit account used to pay for parking as part of your daily commute 
to work, including parking at or near you place of work or at a location near where you take public transportation 
to get to work. It’s a great way to put extra money in your pocket each month and make your commute more 
convenient and affordable.  

 You may contribute to your account up to $265 per month on a pre-tax basis to pay for parking expenses, which 
means you end up paying less in taxes and taking home more of your paycheck. Plus, you can opt to have your 
parking provider paid directly taking one item off your to do list. 

How does it work?  

http://www.mybenefitfunds.com/primeflex/ 

 You will need to complete your enrollment via the ADP enrollment system 

 Any election made by the 15th of the month will be effective on the 1st of the month following your election. Any 
election made after the 15th of the month will be effective on the 1st of the second month following your election. 

 Once enrolled, you will receive a PrimePay FLEX Card which can be used to pay for eligible Parking and Transit 
expenses.  It works just like a debit card - swipe and go!  The money will be available on the card the same day 
as the payroll cycle. 

 PrimePay has an online portal that is very comprehensive. You can check your balance, file claims, view 
pending or past claims, opt-in/out of electronic communications (email/mobile text), and more.   

 If you terminate employment, there will be a period of time after your termination for which you may submit 
claims for expenses incurred prior to termination. 
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Additional Benefits 

Reach out to HR or visit your benefits’ webpage for additional information on the benefits listed on this page. 

Benefit 
Program 

Overview Contact  

Anthem 24/7 
NurseLine 

Registered nurses can discuss symptoms you’re experiencing, 
how to get the right care in the right setting and more, and you can 
call as often as you like with your questions or concerns, 24 hours 
a day, seven days a week.  

1-800-337-4770 

Anthem Health/
Disease 
Management 
Programs 

Members have access to several programs that are designed to 
keep them healthy. Future Moms is designed to help through a 
pregnancy. ConditionCare assists with compliance and maintaining 
goals.  

Future Moms: 1-800-828-
5891 
ConditionCare: 1-800-445-
7922 
 

Anthem Healthy 
Lifestyles 

Set personal goals, customize trackers, access videos, articles, 
healthy recipes, and more. Join groups and share progress. Earn 
points that can be exchanged for rewards.   
  

Login at www.anthem.com. 
Select the Health & Wellness 
tab and "Get Started".  
www.FindAHealthierYou.com 

Anthem 
LiveHealth 
Online 

Chat with a state-licensed/board-certified doctor via live chat on a 
smart-phone, tablet or laptop. Doctors can answer questions, make 
a diagnosis and write basic prescriptions. Members can also use 
this while traveling, as long as they select a doctor in the particular 
state they are traveling. As of 1/1/2016, behavioral health 
professionals have been added, allowing members four behavioral 
service appointments.  

Use or free app or go to 
livehealthonline.com or call 1-
844-784-8409 

Anthem Special 
Offers  

Discount programs on gym memberships, smoking cessation 
programs, weight loss programs (such as Weight Watchers, Jenny 
Craig), stress management programs, home fitness equipment, as 
well as alternative medicine, such as acupuncture or massage 
therapy.  
 

Login at www.anthem.com. 
Select the Discounts tab.  

Guardian - EAP 
WorkLifeMatters 

Balancing your work and home life is not always easy.  With 
WorkLifeMatters, your confidential employee assistance program, 
you don’t have to face life’s challenges along.  WorkLifeMatters 
provides support and guidance for matters that range from 
personal issues you might be facing to providing information on 
every day topics that affect your life.  Support and guidance is 
just a phone call away.  

Connect to a counselor for 
free support services:  
(800) 386-7055 
Available 24 hours a day, 7 
days a week 
Visit: www.ibhworklife.com 
User Name: Matters 
Password: wlm70101 

Guardian - 
College Tuition 
Services 

Welcome to the College Tuition Benefits Rewards program!  You 
can use your College Tuition Benefits Rewards at over 340 
private colleges and universities across the nation.  You will 
receive 2,000 rewards for each year you have Guardian Dental 
Plan benefits.  Each Tuition Reward point equals a $1 tuition 
reduction.  Tuition Rewards can be given to your relatives 
including children, nephews, nieces and grandchildren.  

To learn more:  
www.guardian.collegetuition
benefit.com 
 Or call (215) 839-0119 

Guardian - Will 
Prep 

WillPrep Services are available to eligible members with 
Voluntary Life plan. Keep an up-to-date will is essential to 
ensuring that your assets are distributed as you intended, no 
matter the size of your estate.   

For more information:  
www.ibhwillprep.com 
User Name: WillPrep 
Password: GLIC09 
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Required Federal Notices 

MEDICARE D 
Revature’s Prescription Plan through Anthem BlueCross BlueShield, is at least as 
good as the 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.  This is known as Creditable coverage.  You can join a 
Medicare drug plan when you first become eligible for Medicare and each year 
from October 15th through December 7th. However, if you lose creditable 
prescription drug coverage, through no fault of your own, you will be eligible for a 
sixty day Special Enrollment Period to join a Medicare Part D plan. 
 
NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT OF 1996 (NMHPA) 
The Newborns’ Act, and its regulations, provides that health plans and insurance 
issuers may not restrict a mother’s or newborn’s benefits for a hospital length of 
stay that is connected to childbirth to less than 48 hours following a vaginal delivery 
or 96 hours following a delivery by cesarean section. However, the attending 
provider (who may be a physician or nurse midwife) may decide, after consulting 
with the mother, to discharge the mother or newborn child earlier. The Newborns’ 
Act, and its regulations, prohibits incentives (either positive or negative) that could 
encourage less than the minimum protections under the Act as described above. A 
mother cannot be encouraged to accept less than the minimum protections 
available to her under the Newborns’ Act, and an attending provider cannot be 
induced to discharge a mother or newborn earlier than 48 or 96 hours after 
delivery. 
 
THE WOMEN’S HEALTH AND CANCER RIGHTS ACT OF 1998 
Do you know that your plan, as required by the Women’s Health and Cancer Rights 
Act of 1998, provides benefits for mastectomy-related services including all stages 
of reconstruction and surgery to achieve symmetry between the breasts, 
prostheses, and complications resulting from a mastectomy, including 
lymphedema? Contact your Employer Representative for more information.  
If you have had or are going to have a mastectomy, you may be entitled to certain 
benefits, under the Women’s Health and Cancer Rights Act of 1998 (WHCRA). For 
individuals receiving mastectomy-related benefits, coverage will be provided in a 
manner determined in consultation with the attending physician and the patient, for:  
 All stages of reconstruction of the breast on which the mastectomy was 

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

appearance;  Prostheses; and   
 Treatment of physical complications of the mastectomy, including 

lymphedemas.   
These benefits will be provided subject to the same deductible and co-insurance 
particulars that are applicable to other medical and surgical benefits provided under 
this Plan. Revature has provided the detailed information regarding deductible and 
co-insurance for the Revature  Group Health Plan. For more information or to get a 
copy of the Summary Plan Description containing these details contact your 
Employer Representative. 
 
NOTICE OF PRIVACY PRACTICES 
Protecting the confidentiality of your personal medical information has always been 
an important priority. We continue to maintain policies to safeguard the privacy of 
your medical information and comply with federal law (specifically, “HIPAA” and the 
privacy rules issued under HIPAA). We are required by federal law to protect the 
privacy of your individual health information (referred to in this reminder as 
“Protected Health Information”). We are also required to provide you with this 
reminder regarding our policies and procedures on your Protected Health 
Information. For more information about your privacy rights or to request a copy of 
the Health Plan’s Notice of Privacy Practices contact your Employer 
Representative. The Notice of Privacy Practices provides detailed information on 
how the Health Plan may use your information as well as what rights you have 
regarding that information. 
 
 
 
 
 
 
PREMIUM ASSISTANCE UNDER MEDICAID AND THE CHILDREN’S  HEALTH 

INSURANCE PROGRAM (CHIP)  
If you or your children are eligible for Medicaid or CHIP and you’re eligible for 
health coverage from your employer, your state may have a premium assistance 
program that can help pay for coverage, using funds from their Medicaid or CHIP 
programs. If you or your children aren’t eligible for Medicaid or CHIP, you won’t be 
eligible for these premium assistance programs but you may be able to buy 
individual insurance coverage through the Health Insurance Marketplace. For more 
information, visit www.healthcare.gov. 
 
If you or your dependents are already enrolled in Medicaid or CHIP and you live in 
any of the 50 States or the District, contact your State Medicaid or CHIP office to 
find out if premium assistance is available: http://www.insurekidsnow.gov/. 
 
If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you 
think you or any of your dependents might be eligible for either of these programs, 
contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or 
www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it 
has a program that might help you pay the premiums for an employer-sponsored 
plan.  
 
If you or your dependents are eligible for premium assistance under Medicaid or 
CHIP, as well as eligible under your employer plan, your employer must allow you 
to enroll in your employer plan if you aren’t already enrolled. This is called a 
“special enrollment” opportunity, and you must request coverage within 60 days of 
being determined eligible for premium assistance. If you have questions about 
enrolling in your employer plan, contact the Department of Labor at  http://
www.askebsa.dol.gov or call 1-866-444-EBSA (3272). 
 
*OMB Control Number 1210-0137 (expires 12/31/2019) 
 
HIPAA SPECIAL ENROLLMENT RIGHTS NOTICE 
If you are declining enrollment for yourself or your dependents (including your 
spouse) because of other health insurance or group health plan coverage, you may 
be able to enroll yourself and your dependents in this plan if you or your 
dependents lose eligibility for that other coverage (or if the employer stops 
contributing toward your or your dependents’ other coverage). However, you must 
request enrollment within 30 days after you or your dependents’ other coverage 
ends (or after the employer stops contributing toward the other coverage). In 
addition, if you have a new dependent as a result of marriage, birth, adoption, or 
placement for adoption, you may be able to enroll yourself and your dependents. 
However, you must request enrollment within 30 days after the marriage, birth, 
adoption, or placement for adoption.  
 
To request special enrollment or obtain more information, contact your Employer 
Representative. 
 
PATIENT PROTECTION CHOICE OF PROVIDERS 
In cases where the Revature Group Health Plan allows or required a participant to 
designate a primary care provider, the participant has the right to designate any 
primary care provider who participates in the network and who is available to 
accept the participant or participant’s family members.   
 
Until you make this designation, Revature Group Health may designate a primary 
care provider automatically. For information on how to select a primary care 
provider, and for a list of the participating primary care providers, you can contact 
your Employer Representative. For children, you may designate a pediatrician as 
the primary care provider.   
 
You do not need prior authorization from the Revature Group Health Plan 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 our 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 pre-approved treatment plan, or 
procedures for making referrals.  For a list of participating health care professionals 
who specialize in obstetrics or gynecology, contact your Employer Representative. 

IMPORTANT PATIENT PROTECTION AND AFFORDABLE CARE ACT NOTICES, ERISA NOTICES AND CONTACTS FOR MORE INFORMATION 

The no ces in this package describe important rights that you have under the terms of the Revature Group Health Plan. If you have any 
ques ons or need addi onal informa on regarding these no ces you can contact: 

Your Employer Representa ve: Revature HR Team /(703) 372‐0300 / HR@Revature.com 
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www.BBGbroker.com 


