


$600 $600

$200
$600

$600

$25 copayment

$25 copayment

$25 copayment

Not covered
Not covered
Not covered

Not covered**

Not covered**

$150 copayment
80% after deductible (30 days/years)

50% after deductible

*Pre-existing Condition Limitation:

  

A 10-month waiting period from the 
effective date of enrollment will apply to any pre-existing condition and any resulting 
complication or operation. The 10-month waiting period will be waived if the team member 
provides evidence of continuous coverage with any insurance carrier, provided there has 
not been a lapse in coverage of more than 63 days.

*Vision Coverage:  VSP vision coverage is available for any team member. Any 
team member who waives health care coverage will still have VSP at no cost. This 
coverage is paid for 100% by CENTECH. VSP includes an eye exam covered in full every 
12 months, after a $10 copay.

 

Premium 
Self  

  Self + spouse  
Self + l chi d  
Self + family  

 

Coverage Options

ASI Tricare Supplement:  Supplemental plan in lieu of BlueCross 
BlueShield plans are available to team members with Tricare. Those who 
select the Tricare supplement will have their health claims filed by their 
providers with Tricare first; they will be able to submit the Tricare Explanation 
of Benefits (EOB) statement to ASI for additional coverage. Between Tricare 
and the ASI supplemental plan, 100% of eligible charges will be covered. 
Premiums are 100% paid by team member.

Dental Insurance:  Provided by MetLife, preventive services (e.g. oral 
exams, cleanings, X-rays) are covered at 100% of UCR with no deductible. 
Basic services (e.g., fillings, root canals, extractions, endodontics, periodon
tics, repairs to crowns/bridges/dentures) are covered at 80% of UCR (90% if 
a MetLife participating dentist is used), subject to a $50 annual deductible. 
Major services (e.g., crowns, bridges, dentures) are covered at 50% of UCR 
(60% if a MetLife participating dentist is used) subject to the same deductible. 
Orthodontic services for eligible dependents are covered at 50% with a $1,000 
lifetime maximum. The combined yearly maximum for preventive, basic and 
major dental care is $1,500.

E.  SUPPLEMENTAL, VOLUNTARY FINANCIAL INSURANCE

F. VOLUNTARY LONG TERM CARE INSURANCE
   F/T team members may elect Voluntary Long Term Care 

Insurance. This is a disability-based benefit that pays when the insured is 
unable to perform two or more Activities of Daily Living (ADLs) or when the 
insured suffers severe cognitive impairment. Benefits normally are for nursing 
home care, professional home health care, adult day care, or an assisted 
living facility. Benefits are provided by Unum Provident and are 100% team 
member paid through payroll deductions.

G. SECTION 125 FLEX PLAN
   F/T team members, under Section 125 of the Internal Revenue 

Code, may elect to have the amounts spent on medical insurance premiums, 
uninsured medical expenses, and dependent or child care expenses deducted 
from their pay on a pre-tax basis and deposited into a reimbursement account. 
As expenses are incurred, team members are reimbursed from the reimburse-
ment account.

50% after deductible

100%

100%

100%

100%

$150 copayment

$150 after
deductible

50% after deductible

80% after deductible

$300 after deductible

50% after deductible

50% after deductible

 

E.  SUPPLEMENTAL, VOLUNTARY FINANCIAL INSURANCE

F. VOLUNTARY LONG TERM CARE INSURANCE

 

G. SECTION 125 FLEX PLAN
 

D.  MEDICAL/DENTAL INSURANCE      D.  MEDICAL/DENTAL INSURANCE      

Deductible + 20% of 
allowed benefit

Deductible + 20% of 
allowed benefit

Deductible + 20% of 
allowed benefit

Plan pays + 100% of 
allowed benefit

$10 per visit
$10 per visit

$20 per visit
$20 per visit

$50 per visit

No charge

No charge

Paid as in network
Paid as in network

Paid as in network

Deductible + 20% of 
allowed benefit

Deductible + 20% of 
allowed benefit

No charge

Visits 1 - 5
No charge

Visits 6 - 20
50% of allowance

Deductible + 20% of 
allowed benefit

Deductible + 20% of 
allowed benefit

Deductible + 50% of 
allowed benefit

Visits 1-5:
Deductible + 10% 

of allowance
Visits 6-20:

Deductible + 50% 
of allowance

$4000
$8000
$8000
$8000

$15 copayment

$35 copayment/$60 copayment

2.5X copayment

$15 copayment

$35 copayment/$60 copayment

2.5X copayment

$10 copayment

$25 copayment/$45 copayment

2X copayment

Deductible + 30% of 
allowed benefit

Deductible + 30% of 
allowed benefit

Deductible + 30% of 
allowed benefit

Plan pays + 100% of 
allowed benefit No charge

No charge

No charge

No charge after
deductible is met

20% of allowed benefit
20% of allowed benefit

Plan pays 100% of 
allowed benefit

Deductible + 20% of 
allowed benefit

Debuctible + 10% of
allowance

Debuctible + 10% of
allowance

Debuctible + 10% of
allowance

Paid as in network
Paid as in network

Paid as in network

Deductible + 30% of 
allowed benefit

Deductible + 30% of 
allowed benefit

No charge after deductible
is met

No charge after deductible
is met

No charge after 
deductible is met

No charge after 
deductible is met

$100 copayment
then deductible

Deductible + 30% of 
allowed benefit
(limit 20 days)

Visits 1-5:
Deductible + 30% 
of allowed benefit

Visits 6-20:
Deductible + 50% 
of allowed benefit

Visits 6-20:
Deductible + 50% 
of allowed benefit

No charge after 
deductible is met

Visits 1-5:
No charge after
detuctible is met

Deductible + 20% of 
allowed benefit

Deductible + 20% of 
allowed benefit

Deductible + 20% of 
allowed benefit

Deductible + 20% of 
allowed benefit

Deductible + 20% of 
allowed benefit

Deductible + 20% of 
allowed benefit

Deductible + 20% of 
allowed benefit

Paid as in network

In Network Out of Network In Network

Employee
Employee +1
Family

VSP Vision Plan

Single

w/Children
Family

w/Spouse

MetLife Dental Contribution

CareFirst PPO Option 6

Health care coverage includes medical, dental, vision and prescription drugs. Health care coverage is provided by CareFirst BlueCross BlueShield  
and is effective the first of the month following date of hire. All enrollments are completed online.

CareFirst HSA PPO Option 3 BlueCross Blue Shield
of AL 579

In Network Out of Network In Network Out of Network
$250

$1000
Individual
Individual & Child(ren)
Individual & Adult
Family

Office Visit for Illness
Adult Physical Exam
Routine GYN Visit
Well-Child Care (0 to 17 years of age)

Physician’s Office (emergency or urgent care)
Urgent Care Center
Emergency Room (waived if admitted)
Inpatient Facility Services

Outpatient Facility Services

Inpatient Facility Services (25 days/benefit year)

Outpatient Services (20 visits/benefit year & prior
authorization required)

Generic

Formulary/Non Formulary

Mail Order (90 day supply)

No Deductible
No Deductible
No Deductible
No Deductible

$500
$1000
$1000
$1000

$250
$500
$500
$500

$500

$1000
$1000

$20 per visit
$20 per visit

$20 per visit
No charge

$10 per visit

No charge

Deductible + 10% 
if allowance 

(limit 20 days)

$2000
$4000

$4000
$4000

$10 per visit
$10 per visit

Chiropractic - Outpatient Spinal Manipulation

Vision Routine Exam (1 visit/benefit year) Total minus $33 $10 per visit Total minus $33
Employee Contribution/Pay PeriodEmployee Contribution/Pay PeriodEmployee Contribution/Pay Period

Diagnostic Services

X-Rays & Lab Tests

Paid as in network Deductible + 30% of 
allowed benefit

No charge after 
deductible is met

Deductible + 20% of 
allowed benefit$15 per visit Deductible +10% of 

allowance

No charge

No charge

Deductible + 20% of 
allowed benefit

Deductible + 20% of 
allowed benefit

Deductible +10% of 
allowance

Deductible +10% of 
allowance

Deductible + 30% of 
allowed benefit

Deductible + 30% of 
allowed benefit

No charge after 
deductible is met

No charge after 
deductible is met

Deductible + 20% of 
allowed benefit

Deductible + 20% of 
allowed benefit

$10 per visit

Team Member Cost:  Team member payments are made through payroll deductions each pay period (24 pay periods per year) on a pre-tax basis. CENTECH will provide a $25.00 monthly opt out credit 
to team members who waive group medical coverage.
CENTECH contributes $1,000/single and $2,000/double or family to employee HSA.
* The plan documents will govern should a discrepancy be found between the above summaries and the plan documents.
**Some services are not covered out of network in AL, but are covered at 80% outside of AL.

PREVENTATIVE SERVICES

HOSPITAL & EMERGENCY SERVICES

MENTAL HEALTH/SUBSTANCE ABUSE

RX DRUGS

CareFirst PPO Option 6 CareFirst PPO Option 20

Provided by WellNet Provided by WellNet Provided by BlueCross BlueShield 

Out of Network

$200
$600

$600

Employee Contribution/Pay Period

Not Covered**100%

100%

100%

80% after
deductible Not Covered

Not Covered

Not Covered

Not Covered$10 copayment

$20/$35 copayment

2X copayment

Not Covered

Provided by BlueCross BlueShield of AL

Dental Plan

VSP Vision Plan

D. MEDICAL/DENTAL INSURANCE

 Eligibility: F/T TEAM MEMBERS

ANNUAL DEDUCTIBLE

OTHER SERVICES

OPEN ENROLLMENT: 4TH QUARTER - EFFECTIVE JANUARY 1 

E. SUPPLEMENTAL, VOLUNTARY FINANCIAL INSURANCE
 Eligibility:

 Eligibility:

 Eligibility:

E.  SUPPLEMENTAL, VOLUNTARY FINANCIAL INSURANCEE.  SUPPLEMENTAL, VOLUNTARY FINANCIAL INSURANCEF. VOLUNTARY LONG TERM CARE INSURANCE

G. SECTION 125 FLEX PLAN

one

 F/T team members may elect the Combined Insurance benefit that 
financially compensates team members for a variety of medical issues. The 
Combined Insurance benefit provides each team member with direct compensation  
due to injuries sustained in an accident, unexpected sickness or hospitalization, 
diagnosis of cancer, heart attacks, etc. 
paid deduction.


