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Under all the medical plans, coverage is provided for 
a person receiving benefits for a medically necessary 
mastectomy who elects breast reconstruction after the 
mastectomy, for:

 ■  Reconstruction of the breast on which the 
mastectomy has been performed.

 ■  Surgery and reconstruction of the other breast to 
produce a symmetrical appearance.

 ■ Prostheses.

 ■  Treatment of physical complications for all stages 
of a mastectomy, including lymphedemas (swelling 
associated with the removal of lymph nodes.)

This coverage is provided in consultation with the 
attending physician and patient. These benefits are subject 
to the same deductibles and coinsurance amounts that 
apply to other benefits provided under your medical plan.

Under federal law, group health plans and health insurance 
issuers offering group insurance coverage generally may 
not restrict benefits for any hospital length of stay in 
connection with childbirth for the mother or newborn 
child to:

 ■  Less than 48 hours following a normal vaginal 
delivery or

 ■ Less than 96 hours following a cesarean section

However, the plan or health insurance issuer may pay for a 
shorter stay if the attending provider (e.g., your physician, 
nurse midwife, or physician assistant), after consultation with 
the mother, discharges the mother or the newborn earlier.

In addition, under federal law, plans and issuers may not 
set the level of benefits or out-of-pocket costs so that any 
later portion of the 48-hour (or 96-hour) stay is treated in 
a manner less favorable to the mother or the newborn than 
any earlier portion of the stay.

In addition, a plan or issuer may not, under federal law, 
require that a physician or other health care provider 
obtain authorization for prescribing a length of stay up to 
48 hours (or 96 hours). However, to use certain providers 
or facilities, or to reduce your out-of-pocket costs, you may 
be required to obtain precertification. Please contact your 
health plan’s member services unit.

The program is a confidential service designed to help you 
and your family resolve personal problems that may affect 
your health, family life, or job performance. 

Up to 10 EAP visits are provided by ComPsych. The EAP is 
available 24 hours a day, 7 days a week. Program counselors 
are available for consultations during business hours and are 
on call for emergencies. To speak to a counselor or make an 
appointment, call (877) 595-5283 or visit their Web site at: 
www.guidanceresources.com (password: Baltimore).
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 ■  CareFirst BlueCross BlueShield Regional Dental PPO

 ■  CareFirst BlueCross BlueShield Regional  
Dental Traditional

 ■ CIGNA Dental Care DHMO (DHMO)

The CareFirst Dental PPO Program offers two levels of 
benefits in one plan. When you need dental care, you 
may see the dentist of your choice. Benefit levels and 
out-of-pocket expenses are determined based upon 
whether you receive dental care from a preferred dentist.

 When you use a Preferred Provider, you receive the highest 
level of coverage with the least amount of out-of-pocket 
expense. In order to choose a preferred dentist, please refer to 
the Preferred Dental Provider directory or contact Member 
Services at (866) 891-2802.

 You may choose to use dentists outside of the network, but 
your costs may be higher. There are two types of out-of-
network dentists:

 ■  Participating dentists are not preferred dentists, 
but they have agreed to bill only up to the allowed 
benefit amount by CareFirst BlueCross BlueShield, 
thus limiting your out-of-pocket expense.

 ■  Non-participating dentists have no agreement 
with CareFirst BlueCross BlueShield and may bill 
you up to their charges, which may increase your 
out-of-pocket expense. Members who receive care 
from non-participating dentists must pay for their 
services at the time the services are rendered and 
must file a claim for reimbursement directly from 
CareFirst BlueCross BlueShield.

 ■  Each enrolled family member receives up to $1,000 
in paid benefits per calendar year

 ■ Flexibility to choose any dentist

 ■  CareFirst Preferred and Participating Providers 
will file claims for you and cannot balance bill you

 ■  Preventive care is available with no out-of-pocket 
expense if a CareFirst Preferred Provider is used

The CareFirst Traditional Dental Program allows you 
the freedom to choose any dentist. If you seek care from a 
CareFirst participating provider, the dentist cannot bill you 
the difference between their charge and the allowed amount. 
You are only responsible for deductibles and coinsurance. 
A non-participating provider will bill for any amount over 
CareFirst’s allowed benefit.

 ■  Each enrolled family member receives up to $750 in 
paid benefits per calendar year.

 ■ Flexibility to choose any dentist.

 ■  CareFirst’s Participating Providers will file claims 
for you and cannot balance bill.

CIGNA Dental Care is a dental health maintenance 
organization (DHMO). You must select and seek services 
from your DHMO facility. No benefits are available if 
non-participating dentists are used. For the most current 
information regarding participating dentists in your area, 
you may obtain a personalized provider directory by calling 
CIGNA’s automated dental office locator at (800) 367-1037. You 
may also visit CIGNA’s Web site at www.cigna.com/dental. 
Both resources are available 24 hours a day. You may change 
your primary dentist selection by calling Member Services. In 
most cases, the change will take effect on the first day of the 
following month.

 ■ There is no deductible.

 ■ There are no annual dollar maximums.

 ■ There are no claim forms for you to file.

 ■  All preventive care and some restorative care is 
available with zero copayments from you.

 ■  Complex procedures are available for low, pre-set 
patient charges that are published in the Patient 
Charge Schedule.

 ■  If you are covered by CIGNA Dental for at least 
one year prior to retirement, you may convert 
your coverage to an individual policy as a retiree 
following the 18 month COBRA period.

An informational package is available from the Office of 
Employee Benefits and Retirement which contains the 
CIGNA provider directory and the patient schedule of 
copayments for all covered dental services.
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* CareFirst payments based on allowed benefits. Non-participating providers can bill any amount over the CareFirst BlueCross BlueShield allowed benefit. 
** Calendar Year means January 1 through December 31.
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All employees who have a full-time equivalency of .5 or 
greater are eligible for the vision care plan. The Board 
pays 100% of the cost for eligible employees. You have the 
option of covering your dependents.

Benefits are provided through Vision Service Plan’s  (VSP) 
national network of optometrists and opthalmologists. 
The plan is designed to protect your visual wellness. 
Consequently, you may have to pay extra if you 

choose certain cosmetic or elective eyewear options. 
Before selecting your eyewear, ask your doctor what is 
fully covered by your VSP plan. The following chart 
summarizes the main benefits of your plan:

1 Based on your last date of service.
2  Your plan provides a 20 percent discount on non-covered 

complete pairs of prescription glasses when provided by a 
VSP doctor.

3  Patients choosing contacts use their eligibility for a frame 
and lenses.

4  Your plan includes a 15 percent discount off the VSP doctor’s 
professional services when buying contact lenses. Materials 
are provided at the customary fees.

5  Your VSP doctor must get prior approval from VSP for 
medically necessary contact lenses.

6  Laser vision correction (PRK and LASIK surgery) is 
available through contracted laser centers. Must see VSP 
provider for referral. Call 888-354-4434 for information.

7  If your lens prescription changes before you are eligible for 
new lenses and that prescription meets at least one of the 
following criteria, lenses and frames will be replaced at a 
12 month frequency; a) a new prescription differs from the 
original by at least a .50 diopter sphere or cylinder; b) an 
axis change of 15 degrees or more; c) a .5 prism diopter 
change in at least one eye.

*  Claims must be submitted within twelve months of the date 
of service.
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