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Network Benefits Non-Network Benefits

You 20%, Plan 80% You 40%, Plan 60%

$2,000 Individual $10,000 Individual
$6,000 Family $30,000 Family

$1,000 Individual No Maximum
$2,000 Family No Maximum

100% 60% after Deductible

80% after Deductible 60% after Deductible

80% after Deductible 60% after Deductible

80% after Deductible 60% after Deductible

80% after Deductible 60% after Deductible

80% 60%

Retail Copays: Retail:
Generic: $10 75% of the

Brand Preferred: $30 In-Network Charge
Brand Non-Preferred: $50 After Copay 

Mail Order Copays: Mail Order:
Generic: $20 Not Covered

Brand Preferred: $60
Brand Non-Preferred: $100

Health Insurance 
 

Monthly Annual Paid % Monthly Per Pay (24 Total)
1,316.99$         15,803.88$      95% 65.85$             32.92$                  
2,295.10$         27,541.20$      80% 459.02$           229.51$                
3,491.28$         41,895.36$      75% 872.82$           436.41$                

1,069.49$         12,833.88$      95% 53.47$             26.74$                  
1,964.76$         23,577.12$      80% 392.95$           196.48$                
2,987.21$         35,846.52$      75% 746.80$           373.40$                

996.00$            11,952.00$      95% 49.80$             24.90$                  
1,828.81$         21,945.72$      80% 365.76$           182.88$                
2,779.69$         33,356.28$      75% 694.92$           347.46$                

1,157.61$         13,891.32$      95% 57.88$             28.94$                  
1,895.03$         22,740.36$      80% 379.01$           189.50$                
2,880.57$         34,566.84$      75% 720.14$           360.07$                

This Benefit Guide is a highlight of coverages. For a complete description, refer to the plan certificates.  The plan documents will govern in all cases.

Retail Copays: Retail: Retail:

Not Covered
Mail Order:

PPO Customer Service: (800) 458-6024
Pharmacy Customer Service: (800) 423-1973 

BCBS Home Page: www.bcbsil.com

April 1, 2026 thru March 31, 2027 - PAYROLL DEDUCTIONS EFFECTIVE 4/10/26 - ALL FULL-TIME STAFF MEMBERS BENEFIT ELIGIBLE

HSA Employee + All Dependents 8,641.71$       

HMO Blue Advantage Employee + All Dependents 8,339.07$       

HSA Employee 694.57$          
HSA Employee + One Dependent 4,548.07$       

HMO IL Employee + All Dependents 8,961.63$       

HMO Blue Advantage Employee 597.60$          
HMO Blue Advantage Employee + One Dependent 4,389.14$       

HMO IL Employee + One Dependent 4,715.42$       

PPO Employee 790.19$          
PPO Employee + One Dependent 5,508.24$       

 Annual
Billed Premium BOE Employee Cost

PPO Employee + All Dependents 10,473.84$     

HMO IL Employee 641.69$          

BCBS Home Page: www.bcbsil.com BCBS Home Page: www.bcbsil.com

HMO Customer Service: (800) 892-2803
Pharmacy Customer Service: (800) 423-1973 

Mail Order:
Generic: $20 80%

Brand Preferred: $60 After Deductible
Brand Non-Preferred: $100

PPO Customer Service: (800) 458-6024
Pharmacy Customer Service: (800) 423-1973 

Mail Order Copays:

After CoinsuranceBrand Non-Preferred: $50

80% 75% of the
After Deductible In-Network Charge

Generic: $10
Brand Preferred: $30

Prescription Drugs Prescription Drugs Prescription Drugs

Hospital Admission Deductible Hospital Admission Deductible Hospital Admission Deductible
None None $0 $300 

Outpatient Surgical/Diagnostic Services Outpatient Surgical/Diagnostic Services Outpatient Surgical/Diagnostic Services
100% 80% after Deductible 60% after Deductible

Outpatient Hospital Services Outpatient Hospital Services Outpatient Hospital Services
100% 80% after Deductible 60% after Deductible

Inpatient Hospital Services Inpatient Hospital Services Inpatient Hospital Services
100% 80% after Deductible 60% after Deductible

Emergency Room Services Emergency Room Services Emergency Room Services
100% after $150 Copay (Waived if Admitted) 100% after $150 Copay (Waived if Admitted) 90% after Deductible

Specialist Office Visit Specialist Office Visit Specialist Office Visit
100% after $40 Copay 80% after Deductible 60% after Deductible

Physician Office Visit Physician Office Visit Physician Office Visit
100% after $20 Copay 80% after Deductible 60% after Deductible

100% 100% 60% after Deductible

$1,000 Individual Subject to the Above 
$2,000 Family 

Preventive Health Screenings Preventive Health Screenings Preventive Health Screenings
Out-of-Pocket Maximum

Rx Out-of-Pocket Maximum Rx Out-of-Pocket Maximum Rx Out-of-Pocket Maximum
RX Copays Apply RX Copays Apply

$1,500 Individual $3,000 Individual $6,000 Individual
$3,000 Family $6,000 Family $12,000 Family

Plan Deductible Plan Deductible Plan Deductible

Out-of-Pocket Maximum Out-of-Pocket Maximum Out-of-Pocket Maximum
Deductible, ER Copay, Coinsurance Applies Physician, Specialist, ER Copays Applies Deductible, Coinsurance Applies

Coinsurance Coinsurance Coinsurance
Plan 100% You 20%, Plan 80% You 40%, Plan 60%

Medical and Prescription Drug Benefits are Insured by: BlueCross BlueShield of Illinois       

PPO Plan HMO Plans HSA Plan
HMO IL & Blue Advantage Network Benefits Network Benefits Non-Network Benefits

$500 Individual Combined None $1,700 Individual $3,000 Individual
$1,500 Family Combined $3,400 Family $6,000 Family



Dental Insurance 
 

Monthly Annual Paid % Monthly Per Pay (24 Total)
41.63$              499.56$          95% 2.08$                1.04$                     
88.94$              1,067.28$       80% 17.79$              8.89$                     

135.72$            1,628.64$       75% 33.93$              16.97$                   

37.25$              447.00$          95% 1.86$                0.93$                     
68.97$              827.64$          80% 13.79$              6.90$                     

119.34$            1,432.08$       75% 29.84$              14.92$                   

$0 Copay up to $130 Allowance, 20% off Remaining Balance 

Vision Insurance 
 

Monthly Annual Paid % Monthly Per Pay (24 Total)
5.76$                69.12$             0% 5.76$                2.88$                     

10.95$              131.40$          0% 10.95$              5.48$                     
11.52$              138.24$          0% 11.52$              5.76$                     
16.94$              203.28$          0% 16.94$              8.47$                     

Employee Assistance Program (EAP) is Provided by: Workplace Solutions

April 1, 2026 thru March 31, 2027 - PAYROLL DEDUCTIONS EFFECTIVE 4/10/26 - ALL FULL-TIME STAFF MEMBERS BENEFIT ELIGIBLE

203.28$           

Contact Lenses 

Lenses: Up to $130 Max Reimbursement Lenses: $0 Copay up to a $130 Allowance
Fitting: Standard: $40 Copay; Premium: 10% off Retail Fitting: Not Covered

BOE 
 Annual

69.12$             
PPO Employee + Spouse 131.40$           
PPO Employee + Child(ren) 138.24$           

Up to $91 Max Reimbursement 

$10 Copay 

Face to Face Counseling Sessions: 6 Per Episode / Telephonic Counseling & Internet Resources: Unlimited 
Username for Work-Life & Legal-Financial Portal: ArborPark / Access Code for Lifespeak OnDemand Portal: Lifespeak

Contact Information: Home Page: www.wseap.com / Customer Service: (877) 215-6614

Policy Contact Information: Home Page: www.eyemed.com; Customer Service: (866) 939-3633

Employee Assistance Program

Life AD&D Benefits are Insured by: BlueCross BlueShield of Illinois

PPO Employee 

Employee Voluntary Life: Increments of $10,000 to the Lessor of $500,000 or 5 x Earnings. Terminates at Retirement

Policy Contact Information: Home Page: www.bcbsil.com/ancillary/employees / Customer Service: (800) 721-7987

Basic Life AD&D: Contingent Upon Employment Contract. Reduces 50% at Age 70; Terminates at Retirement.

Spouse Voluntary Life: Increments of $10,000 to the Lessor of $250,000 or 50% the Employee's Benefit. Terminates at Retirement 
Dependent Child(ren) Voluntary Life: 15 Days to 6 Months: $1,000; 6 Months to Age 20 (26 FT Student): Increments of $2,500 to $10,000

PPO Employee + Family

April 1, 2026 thru March 31, 2027 - PAYROLL DEDUCTIONS EFFECTIVE 4/10/26 - ALL FULL-TIME STAFF MEMBERS BENEFIT ELIGIBLE

 Up to $40 Max Reimbursement 

Life Insurance

Exams 

Billed Premium

Frames 

Employee Cost 

Lenses 

$25 Copay Single: Up to $30; Bifocal: Up to $50; Trifocal & Lenticular: Up to $70 Max 
Reimbursement

HMO / BlueCare 630 Employee + One Dependent 165.53$           
HMO / BlueCare 630 Employee + All Dependents 358.02$           

Vision Benefits are Insured by: EyeMed 

Exam: Every 12 Months; Lenses/Contact Lenses Every 12 Months; Frames: Every 24 Months 

PPO Plan 
Insight Network Benefits Out-of-Network Benefits

Benefit Frequency 

PPO Employee + One Dependent 213.46$           
PPO Employee + All Dependents 407.16$           

HMO / BlueCare 630 Employee 22.35$             

Billed Premium BOE Employee Cost 
 Annual

PPO Employee 24.98$             

Policy Contact Information:  Home Page: www.bcbsil.com Customer Service: (800) 367-6401

Orthodontia Services For Dependent Children to Age 19 
50% of Maximum Plan Allowance 50% of Usual and Customary 

Orthodontia Lifetime Maximum 
$750 Per Individual 

HMO / BlueCare 630

 Plan Network Benefits: Refer to DMO Copay Schedule 

Basic Services 
80% of Maximum Plan Allowance 80% of Usual and Customary 

Major Services 
50% of Maximum Plan Allowance 50% of Usual and Customary 

Calendar Year Deductible 
$50 Per Individual: $150 Per Family (Waived For Preventive Services ) 

Preventive Services 
100% of Maximum Plan Allowance 100% of Usual and Customary 

$1,000 Per Individual 

Dental Benefits are Insured by: BlueCross BlueShield of Illinois       

 PPO Dental Plan
Network Benefits Non-Network Benefits

Calendar Year Maximum 

http://portal.eyemedvisioncare.com/wps/portal/em/eyemed/members


 
 
 
Arbor Park School District 145 is pleased to offer to you and 
your family our comprehensive benefits program. Our benefits 
program contains a variety of plans intended to enhance your life 
and those of your family members now and in the future.  As 
part of this benefits program, you will be asked to make choices 
about the benefits described in this booklet.  
  
Highlights of Your Benefits 
 
 Contributory Medical &                                                       

Prescription Drug Coverage 
o BCBSIL PPO Plan  
o BCBSIL HMO IL Plan 
o BCBSIL HMO Blue Advantage Plan 
o BCBSIL HSA Plan  

 Contributory Dental Coverage 
o BCBSIL Dental PPO Plan 
o BCBSIL Dental HMO Plan 

 
 Voluntary Vision Coverage 
 Non-Contributory Basic Life and Accidental Death & 

Dismemberment (AD&D) Coverage 
 Voluntary Supplemental Life AD&D Coverage 
 Voluntary Dependent Life AD&D Coverage 
 Employee Assistance Program (EAP) 
 Transit Benefit 
 

Eligibility 
 
Medical, Dental, Vision, Life AD&D, Voluntary 
Supplemental & Dependent Life AD&D All full-time 
employees regularly scheduled to work at least 30 hours per 
week are eligible to participate in our benefits plan.  Employee’s 
benefits will become effective on the date of hire. In addition to 
covering yourself, you may also choose to cover dependents 
including your spouse, civil union partner, domestic partner and 
eligible dependent children. 
 
 
 
 
Medical The District’s medical coverage is provided by 
BlueCross BlueShield of Illinois (BCBSIL).  
 
BCBSIL PPO Preferred Provider Organization (PPO) offers 
an extensive national network of physicians and hospitals that 
have agreed to provide services at discounted rates. You may 
visit any doctor in any practice or specialty without a referral, but 
you are covered at a higher level if you receive care from a 
provider in the BCBS network rather than outside of the 
network.   
 
HMO IL & BlueAdvantage HMO An HMO plan is available 
with the choice of two HMO provider networks: HMO Illinois 
and Blue Advantage.  The HMO Illinois network has a slightly 
larger scope of network providers.  The HMO plans require that 
you select a medical group and primary care physician (PCP) 
from the BCBSIL directory. Covered females may select a 
Woman’s Principal Health Care Provider (WPHCP) in addition 
to her PCP. All care must be provided or coordinated by your 
PCP, WPHCP or medical group.   
 

BCBSIL HSA Health Savings Account (HSA) offers the same 
network of physicians and hospitals as the PPO.  Additionally, 
you may also visit any doctor, in any practice or specialty without 
a referral and like the PPO you are covered at a higher level if 
you receive care from a BCBS in-network provider. You may 
establish a tax advantaged account to help pay for a variety of 
medical expenses incurred.   
 
 
     
 
Dental Our dental PPO plan is provided through BCBSIL. The 
dental PPO works in the same way as the medical PPO in that 
you will receive the maximum benefits if you receive care from a 
PPO in-network dentist. While you may still be covered if you 
choose an out-of-network dentist, those benefits may be 
reduced. We also offer a DMO plan which allows you to seek 
services at an in-network provider at a set copayment. 
 
 
 
 
 
Vision Our voluntary vision plan is provided by EyeMed. By 
visiting in-network providers you will pay a copay and any 
applicable amounts after your allowance for materials and 
services.  When visiting out of network providers, you may be 
eligible for a reimbursement.   
  
 
 
 

Life and AD&D To financially assist families in the 
unfortunate event of an employee’s loss of life, the District 
provides employees with basic term life insurance through 
BlueCross BlueShield of Illinois at no cost.  An additional 
benefit may be payable for accidental death or non-work-related 
dismemberment.  
 
Voluntary Supplemental Life In addition to the basic term 
life insurance benefit the District provides employees the 
opportunity to purchase additional amounts of Life and AD&D 
insurance.   The District also provides employees the 
opportunity to purchase life insurance for spouses and 
dependent child(ren). 
 
 
 
 
 
EAP An Employee Assistance Program is provided by 
WorkPlace Solutions at no cost to you.  The EAP provides a 
variety of expert support services to assist with day-to-day life 
issues. 
 
 
 
 
Transit Members can enroll in the commuter benefit with Wex 
which allows you to set aside pre-tax dollars to purchase transit 
(train/bus) benefits for commuting to and from work. Benefit 
can be elected at any time throughout the year.  

                                                                             
If you have any additional benefit questions, please contact the 
District’s human resources department. 

YOUR EMPLOYEE BENEFITS 

LIFE AD&D  
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