
 
 

 
 

 

 

 
 

 
 

For questions, call Jon Ament, at 913-685-2100. 

e-mail:  Jon@AmentBenefits.com 

  

City of Peculiar 

2016 Benefits Overview 



 City of Peculiar  •  2016 Benefits Overview-Effective October 1, 2016  
 

BELOW IS A BRIEF OUTLINE OF IN-NETWORK BENEFITS 

For additional details and Out of Network benefits, please refer to carrier summaries 

 
United HealthCare (NEW) WILDCAT PLAN:  Buy-Up Option (PLAN AD18) 

Choice Care Network  
Office Visit $25 /$50 (No Copay Limits) 

Preventive Care 100% 

Deductible: Individual $500 

Deductible: Family $1,000 

Co-insurance 100% / 70% 

Out of Pocket Maximum: Individual $4,000 includes ALL copays and deductible 

Out of Pocket Maximum: Family $8,000 includes ALL copays and deductibles 

Emergency Room / Urgent Care $300 Copay / $100 Copay Urgent Care 

Hospital:  Inpatient or Outpatient Deductible 

Hi Tech Diagnostics Deductible 

Retail Prescriptions (1 month supply) $10/$45/$85 

Mail Order Prescriptions (3 month supply) 2.5 x Retail Copay $25/ $112.50/ $212.50 

 

United HealthCare TIGER PLAN:  Base Option (PLAN DU4)  NO CHANGES 

Choice Care Network  
Office Visit $30 / $60   

Preventive Care 100% 

Deductible: Individual $500 

Deductible: Family $1,000 

Co-insurance 80%/ 50% 

Out of Pocket Maximum: Individual $5,000 includes ALL copays and deductibles 

Out of Pocket Maximum: Family $10,000 includes ALL copays and deductibles 

Emergency Room / Urgent Care $250 Copay + 20% Coinsurance  / $75 Copay for Urgent 
Care Hospital:  Inpatient or Outpatient Deductible and Coinsurance 

Hi Tech Diagnostics Deductible and Coinsurance 

Retail Prescriptions (1 month supply) $10/$35/$60 

Mail Order Prescriptions (3 month supply) 2.5 x Retail Copay $25/ $100/ $175 

United HealthCare  (NEW) PANTHER PLAN:  Buy-Down Low-Cost Option (PLAN 8KQ) 

Choice Care Network  
Office Visit $35 / $70 (4-OFFICE COPAY LIMIT, Then Deductible) 

Preventive Care 100% 

Deductible: Individual $1,000 

Deductible: Family $2,000 

Co-insurance 80%/ 50% 

Out of Pocket Maximum: Individual $3,000 includes ALL copays and deductibles 

Out of Pocket Maximum: Family $6,000 includes ALL copays and deductibles 

Emergency Room / Urgent Care Deductible  / $100 Copay for Urgent Care 

Hospital:  Inpatient or Outpatient Deductible and Coinsurance 

Hi Tech Diagnostics Deductible and Coinsurance 

Retail Prescriptions (1 month supply) $15/$40/$70 

Mail Order Prescriptions (3 month supply) 2.5 x Retail Copay $37.50/ $100/ $175 

 

 
Dependent age limit is end of the month child turns 26. 
Note:  Pediatric Dental and Vision are covered in under medical, but subject to the deductible and coinsurance. You must enroll in Dental and 
Vision separately for any coverage. 
This is a short-summary only for comparison purposes.  Please consult the insurance carrier Certificates and Summary of Benefits for exact 
level of coverage. 

 
 
 



 

 

 
 

Assurant: Dental Plan 

PPO Network 

Preventive & Diagnostic Services 100% not subject to deductible (every 6-months) 

Deductible: Individual $50 (applies to Basic & Major only) 

Deductible:  Family $150 (applies to Basic & Major only) 

Basic 90% IN / 80% OUT 

Major 60% IN / 50% OUT 

Child Orthodontia (up to age 19) 50% 

Deductible Waived on Preventive Yes 

Endodontics Covered Under Basic 

Periodontics Covered Under Basic 

UCR % 85% 

Maximum Benefit  

   Preventative, Basic & Major $1,500 

   Child Orthodontia (lifetime) $1,500 

Late Entrant Waiting Period 12 Months for Basic & Major Services 

 

Dependent age limit is end of the month child turns 26 
 
 

Vision Service Plan (VSP): Vision Plan 

 VSP Network Frequency Benefit 

Examination Every 12 months $20 Copay 

Single Vision Lenses Every 12 months $25 Copay 

Lined Bifocal Lenses Every 12 months $25 Copay 

Lined Trifocal Lenses Every 12 months $25 Copay 

Frames Every 24 months $130 Retail Frames 

OR Contact Lenses Every 12 months $130 

Elected contact lenses fitting Every 12 months After a maximum $60 Copay 
 

Dependent age limit is end of the month child turns 26 

 
 
 

Assurant: Life and AD&D 

Employer Sponsored Life Coverage $15,000 

Employer Sponsored AD&D Coverage $15,000 

 

All Life and AD&D amounts are subject to an age reduction schedule 
 
 

Assurant: Short Term Disability Plan 

Employer Sponsored Short Term Disability $200 per week 

Elimination Period - Accident 1 day 

Elimination Period - Sickness 8 days 

Benefit Duration 26 weeks 
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Employee Pay Period Deductions (26 Pay Periods) 

WILDCAT PLAN (NEW)- BUY-UP $500 Deductible (100%) $25/50 OV 

Employee Only $27.78 

Employee & Spouse $132.63 

 
Employee & Child(ren) $113.26 

Family $229.47 

 

TIGER PLAN (NO CHANGES)  BASE PLAN $500 Deductible (80%) $30/60 OV 

Employee Only $0 

Employee & Spouse $77.83 

Employee & Child(ren) $63.68 

Family $148.58 

 

PANTHER PLAN (NEW)- BUY-DOWN $1000 Deductible (80%) $35/70 (4-Copay) 

Employee Only $0 

Employee & Spouse $39.10 

Employee & Child(ren) $28.64 

Family $91.41 

  

CURRENT 
COST NEW COST 

City of Peculiar   •    2016 Employee Cost Overview--MEDICAL 



EMPLOYEE COST 
CHANGES 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

www.CompanyEnrollment.com 
 

Username:  peculiar 
Password:   Peculiar (case sensitive) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
EMPLOYEE 
COST 

26-PAY 
PERIODS OCT' 2015 OCT' 2016 

WildCat Buy-Up EE $26.28 $27.78 

  ESP $111.17 $132.63 

  ECH $108.67 $113.26 

  FAMILY ]222.51 $229.47 

        

Tiger Base EE $0.00 $0.00 

  ESP $58.67 $77.83 

  ECH $58.80 $63.68 

  FAMILY $138.51 $148.58 

        

Panther Buy-
Down EE $0.00 $0.00 

  ESP $0.00 $39.10 

  ECH $0.00 $28.64 

  FAMILY $25.55 $91.41 

http://www.companyenrollment.com/


 
 
 
 
 

Employee Pay Period Deductions (26 Pay Periods) 

DENTAL 

Employee Only $0 

Employee & Spouse $4.26 

Employee & Child(ren) $6.23 

Family $10.48 

 

VISION 

Employee Only $0 

Employee & Spouse $0.92 

Employee & Child(ren) $0.97 

Family $2.51 

 

SHORT-TERM DISABILITY 

Employee Only $0 

BASIC $25,000 LIFE POLICY  

Employee Only $0 

 
 
 

 

Enroll online at:   www.CompanyEnrollment.com 
 

Username:  peculiar 
Password:   Peculiar (case sensitive) 
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Dental, Vision,  STD, and Life Costs 

http://www.companyenrollment.com/


 

CONTACT INFORMATION 
 

 

 
Contact for all 
Benefits Info 

(913) 685-2100 or (913) 707-5383 

Jon Ament     Jon@AmentBenefits.com 

 
 

United HealthCare 
Medical (800)  291-2634 

 www.myuhc.com 

 
Vision Service Plan 

 

Vision 
800.852.7600 

 
Sun Life (formerly Assurant) 

 

Dental, STD & 
Life/AD&D 

Customer Advocacy Team at 800-733-7879 

E-mail Customer Advocacy Team at 
kansascitycustomeradvocacy@assurant.com. 

For dental claims inquiries call 800-442-7742. 

 

 

Enroll online at:   www.CompanyEnrollment.com 
 

Username:  peculiar 
Password:   Peculiar (case sensitive) 

 

 

 

This is a brief description of your benefits. If a discrepancy exists, benefits outlined in the carrier certificate will prevail.  
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:Jon@AmentBenefits.com
http://www.companyenrollment.com/
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Vision Service Plan (VSP) 
WWW.VSP.COM 

City of Peculiar 



 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Assurant Dental 
www.assurantemployeebenefits.com 

 
City of Peculiar 



 
 

 
 
 
 
 

 
 
 
 
 

Assurant Dental 
www.assurantemployeebenefits.com 

 
City of Peculiar 



 
 
ASSURANT DENTAL ID CARD: 

 



 
 

 
 
 
 
 
 



 
*Available in units of $10,000 up to $250,000. 
Example:  30 year old electing $100,000 ($0.156 x 100 units = $15.60 per month) 
All additional Voluntary Life applications must include a Health Statement. 
 
 

 
 
 

Voluntary Life 
www.assurantemployeebenefits.com 

 
City of Peculiar 



  CITY OF PECULIAR—OCT. 1, 2016 
 

  OPEN ENROLLMENT COVERAGE ELECTION FORM   

Please complete the health and benefit options for this year’s open enrollment: 
 

DATE OF HIRE:______________________ (NEW HIRES ONLY) 
 

PRINT NAME:  ____________________________________________________________________________________ 
 

    (RETURN TO CITY OF PECULIAR) 
 

Health Insurance  

 PANTHER PLAN (NEW)- BUY-DOWN $1000 
Deductible (80%) $35/70 (4-Copay Limit) UNITED  (PANTHER) 

 

$1000 Ded. 80% ($35/$70 OV)-(4-Copay Limit OPTION # 1 
 Check One 

Coverage Employee Costs (Per 26-Pay Period) 
   

Employee    $0.00 
   

EE & Spouse $39.10 
   

EE & Children $28.64 
   

Family $91.41 
  LIST   

DEPENDENTS:        
 

Health Insurance 

 TIGER PLAN (NO CHANGES)  BASE PLAN 
$500 Deductible (80%) $30/60 OV UNITED (TIGER) 

 

$500 Deductible 80% ($35/$70 OV) OPTION # 2 
 Check One 

Coverage Employee Costs (Per 26-Pay Period) 
   

Employee    $0.00 
   

EE & Spouse $77.83 
   

EE & Children $63.68 
   

Family $148.58 
  LIST 

DEPENDENTS:   
:       

 

Health Insurance 

 WILDCAT PLAN (NEW)- BUY-UP $500 
Deductible (100%) $25/50 OV UNITED (WILDCAT) 

 

$500 Deductible 100% ($25/50 OV) OPTION # 3 
 Check One Coverage Employee Costs (Per 26-Pay Period) 
   

Employee    $27.78 
   

EE & Spouse $132.63 
   

EE & Children $113.26 
   

Family $229.47 
 

LIST DEPENDENTS:       
 

 

  
 

       



    

Dental Care Sun Life (Assurant) ASSURANT DENTAL 
 





  
 Check One Coverage Employee Costs (Per 26-Pay Period) 
   

Employee    $0.00 
   

EE & SP $4.26 
   

EE & CH $6.23 
   

Family $10.48 
 

 

Vision Care  Vision Service Plan VSP 
 



  
 

  
 

    Vision Rates VSP: 

 Check One Coverage Employee Costs (Per 26-Pay Period) 
   

Employee    $0.00 
   

EE & SP $0.92 
   

EE & CH $0.97 
   

Family $2.51 
 

      
 

 

Life Insurance   ASSURANT    

I would like to enroll in the $15,000 basic life insurance.  (Basic Employee Life is 100% Employer Paid 

       I would like to enroll in the $15,000 basic life insurance (100% employer paid).  


My beneficiary is (please provide beneficiary 

names):Please show on enrollment form: 
 

  

Primary____________________________Secondary_____________________   

       Please add basic dependent life insurance.   

  
  

  

List dependents:  ____________________________________________________   

  
  

  

  
  

  
NOTE: If electing life only, you will still need to complete ASSURANT'S enrollment form.   

INSURANCE CARRIERS REQUIRE THAT YOU COMPLETE THE COMPANY FORM WHEN MAKING LIFE INSURANCE CHANGES. 

Voluntary Life Insurance  ASSURANT    

I would like purchase additional Voluntary Life Insurance on myself (and spouse?)     

Please complete ASSURANT enrollment form with Voluntary Life insurance completed with amounts. 

 I am purchasing the following amounts (see Voluntary Rate Chart for costs):   

  Self: __$__________________________Spouse: ___$__________________ 

  CHILDREN:____$_____________________________ 
 

  

*NOTE:  Amounts over guarantee require a health statement on Assurant form. 

NOTE:  THIS ELECTION FORM IS FOR INTERNAL USE ONLY, AND NOT FOR ENROLLMENT PURPOSES.   

PLEASE ENROLL ONLINE, IF YOU ARE ADDING DEPENDENTS.   

     

 

    
Signature_____________________________________Date__________________________ 

    
Print Name__________________________________________________________________ 

PLEASE MAKE A COPY AND RETURN TO THE CITY OF PECULIAR. PAGE 2 OF 2 
 


