
TO BE COMPLETED BY GROUP

ADMINSTRATOR ONLY

Group No:

Effective Date:
Admin. Name:

EMPLOYEE NAME: LAST FIRST MIDDLE

DATE OF FULL-TIME EMPLOYMENT DATE OF BIRTH SOCIAL SECURITY NUMBER

GROUP NAME:

GROUP ADDRESS:

CHECK ONE ONLY:
  I am rejecting Employee Coverage.   I am rejecting Dependent/Spouse Coverage.

I certify that I have been given the opportunity to participate in the group health insurance plan offered by my employer
and have declined to participate.  I have declined to participate for the following reason (check one):

  Another plan offered by my employer   A government plan (type):
  My spouse's group coverage   COBRA or State Continuation
  An individual plan   Other (explain):
  I and/or my dependents are currently not covered by any other health benefit plan.

Names of any dependents rejecting coverage for this group plan:

Signature of Employee: Date:

In addition, if you have an 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" or any longer period that applies 
under the plan after the marriage, birth, adoption, or placement for adoption or foster care.

Notice of Rejection of Coverage must be received by North Carolina Medical Society Employee Benefit Plan within 30 days of the date that employee is first 
eligible for coverage.

Declination of Coverage

I understand that if I elect to apply for coverage for myself, my spouse, and/or my dependent children through this employer 
health benefit plan at a later time, the application may be subject to an extended waiting period for pre-existing conditions or I 
may be delayed until the employer's open enrollment period.

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 the dependents in this plan if you or your dependents lose 
eligibility for that other coverage (or if the employer stops contributing towards your or your dependents' other coverage).
However, you must request enrollment within "30 days" or any longer period that applies under the plan after your or your 
dependents' other coverage ends (or after the employer stops contributing toward the other coverage).

Important Notice of Special Enrollment

North Carolina Medical Society
Employee Benefit Plan

DOC001  1/1/06

Product Selection PPO 500-80 PPO 750-80 PPO 1000-80 PPO 1500-80 PPO 2000-80 PPO 2500-60 PPO 3500-80 PPO 5000-60
In-

network
Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

Annual Deductible1

(individual/family)
$500/
1,500

$1,000/
3,000

$750/
2,250

$1,500/
4,500

$1,000/
3,000

$2,000/
6,000

$1,500/
4,500

$3,000/
9,000

$2,000/
6,000

$4,000/
12,000

$2,500/
7,500

$5,000/
15,000

$3,500/
10,500

$7,000/
21,000

$5,000/
10,000

$10,000/
20,000

Coinsurance Maximum $3,000/
9,000

$6,000/
18,000

$3,000/
9,000

$6,000/
18,000

$3,000/
9,000

$6,000/
18,000

$4,000/
12,000

$8,000/
24,000

$4,500/
13,500

$9,000/
27,000

$4,500/
13,500

$9,000/
27,000

$3,000/
9,000

$6,000/
18,000

$5,000/
10,000

$10,000/
20,000

Lifetime Benefit Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited
Preventive Care2 100% N/A 100% N/A 100% N/A 100% N/A 100% N/A 100% N/A 100% N/A 100% N/A
Office Visit
(primary/specialist) $20/40 70%

after Ded $20/40 70%
after Ded $20/40 70%

after Ded $20/40 70%
after Ded $25/50 70%

after Ded $25/50 70%
after Ded $20/40 70%

after Ded $35/70 70%
after Ded

Maternity Care 80% 
after Ded

70% 
after Ded

80% 
after Ded

70% 
after Ded

80%
after Ded

70%
after Ded

80%
after Ded

70%
after Ded

80%
after Ded

70%
after Ded

60%
after Ded

40%
after Ded

80%
after Ded

70%
after Ded

60%
after Ded

40%
after Ded

Urgent Care $50 $50 $50 $50 $50 $50 $50 $50 $50 $50 $50 $50 $50 $50 $70 $70
Emergency Room $150 $150 $150 $150 $150 $150 $150 $150 $150 $150 $150 $150 $150 $150 $150 $150

Hospital-Inpatient 80% 
after Ded

70%
after Ded

80% 
after Ded

70%
after Ded

80% 
after Ded

70% 
after Ded

80%
after Ded

70%
after Ded

80%
after Ded

70%
after Ded

60%
after Ded

40%
after Ded

80%
after Ded

70%
after Ded

60%
after Ded

40%
after Ded

Hospital-Outpatient2,3 80% 
after Ded

70%
after Ded

80% 
after Ded

70%
after Ded

80%
after Ded

70%
after Ded

80%
after Ded

70%
after Ded

80%
after Ded

70%
after Ded

60%
after Ded

40%
after Ded

80%
after Ded

70%
after Ded

60%
after Ded

40%
after Ded

Prescription Drugs $10/35/50

Copay + 
charge over 
In-network 

allowed 
amount

$10/35/50

Copay + 
charge over 
In-network 

allowed 
amount

$10/35/50

Copay + 
charge over 
In-network 

allowed 
amount

$10/35/50

Copay + 
charge over 
In-network 

allowed 
amount

$10/35/50

Copay + 
charge over 
In-network 

allowed 
amount

$10/35/50

Copay + 
charge over 
In-network 

allowed 
amount

$10/35/50

Copay + 
charge over 
In-network 

allowed 
amount

$10/40/55

Copay + 
charge over 
In-network 

allowed 
amount

Mental Health: 
Office visit/Outpatient 
Inpatient

100%
80% 

after Ded

70% 
after Ded

100%
80% 

after Ded

70% 
after Ded

100%
80% 

after Ded

70% 
after Ded

100%
80% 

after Ded

70% 
after Ded

100%
80% 

after Ded

70% 
after Ded

100%
60% 

after Ded

70% 
after Ded

40% 
after Ded

100%
80% 

after Ded

70% 
after Ded

100%
60% 

after Ded

70% 
after Ded

40% 
after Ded

Substance Abuse: 
Office visit/Outpatient
Inpatient

100%
80% 

after Ded

70% 
after Ded

100%
80% 

after Ded

70% 
after Ded

100%
80% 

after Ded

70% 
after Ded

100%
80% 

after Ded

70% 
after Ded

100%
80% 

after Ded

70% 
after Ded

100%
60% 

after Ded

70% 
after Ded

40% 
after Ded

100%
80% 

after Ded

70% 
after Ded

100%
60% 

after Ded

70% 
after Ded

40% 
after Ded

Routine Eye Exam 
Lens & Frame coverage

100%
$150

N/A
$150

100%
$150

N/A
$150

100%
$150

N/A
$150

100%
$150

N/A
$150

100%
$150

N/A
$150

100%
$150

N/A
$150

100%
$150

N/A
$150

100%
$150

N/A
$150

Health Program
PPO Products

1PPO deductibles are individual.  If one or more dependents are covered, each covered person has an individual deductible and a combined family deductible.
2Preventive Care Services from an in-network provider for preventive diagnosis only are covered 100% not subject to copayment or deductible.  Out-of-network preventive care services are not covered 	
	 except for pap smears, mammograms and PSAs which are subject to 70% coinsurance after deductible.   
3In-Network Outpatient Labs and Mammograms without surgery or other services are covered at 100%. BG001 (08/11)



TO BE COMPLETED BY GROUP

ADMINSTRATOR ONLY

Group No:

Effective Date:
Admin. Name:

EMPLOYEE NAME: LAST FIRST MIDDLE

DATE OF FULL-TIME EMPLOYMENT DATE OF BIRTH SOCIAL SECURITY NUMBER

GROUP NAME:

GROUP ADDRESS:

CHECK ONE ONLY:
  I am rejecting Employee Coverage.   I am rejecting Dependent/Spouse Coverage.

I certify that I have been given the opportunity to participate in the group health insurance plan offered by my employer
and have declined to participate.  I have declined to participate for the following reason (check one):

  Another plan offered by my employer   A government plan (type):
  My spouse's group coverage   COBRA or State Continuation
  An individual plan   Other (explain):
  I and/or my dependents are currently not covered by any other health benefit plan.

Names of any dependents rejecting coverage for this group plan:

Signature of Employee: Date:

In addition, if you have an 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" or any longer period that applies 
under the plan after the marriage, birth, adoption, or placement for adoption or foster care.

Notice of Rejection of Coverage must be received by North Carolina Medical Society Employee Benefit Plan within 30 days of the date that employee is first 
eligible for coverage.

Declination of Coverage

I understand that if I elect to apply for coverage for myself, my spouse, and/or my dependent children through this employer 
health benefit plan at a later time, the application may be subject to an extended waiting period for pre-existing conditions or I 
may be delayed until the employer's open enrollment period.

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 the dependents in this plan if you or your dependents lose 
eligibility for that other coverage (or if the employer stops contributing towards your or your dependents' other coverage).
However, you must request enrollment within "30 days" or any longer period that applies under the plan after your or your 
dependents' other coverage ends (or after the employer stops contributing toward the other coverage).

Important Notice of Special Enrollment

North Carolina Medical Society
Employee Benefit Plan

DOC001  1/1/06

Product Selection PPO 1-2-3 1000 PPO 1-2-3 1500 PPO 1-2-3 2000 PPO 1-2-3 2500 PPO 1-2-3 3500
In-

network
Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

Annual Deductible1

(individual/family) $1,000/3,000 $2,000/4,000 $1,500/3,000 $3,000/6,000 $2,000/4,000 $4,000/8,000 $2,500/5,000 $5,000/10,000 $3,500/7,000 $7,000/14,000

Coinsurance Maximum $2,000/4,000 $4,000/8,000 $2,000/4,000 $4,000/8,000 $4,000/8,000 $8,000/16,000 $5,000/10,000 $10,000/20,000 $5,000/10,000 $10,000/20,000

Lifetime Benefit Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited

Level 1

Routine Wellness Exams2

Routine Eye Exam 
Screening Services2

Screening Colonoscopy2,3

Screening Mammography2,3

100% N/A 100% N/A 100% N/A 100% N/A 100% N/A

Other Primary Care Office-based Services
$20 60% after 

deductible $20 60% after 
deductible $25 50% after 

deductible $25 50% after 
deductible $25 50% after 

deductible

Level 2

Inpatient Hospital
Inpatient Mental Health
Inpatient Substance Abuse

$250 per 
admission, 

then 90% after 
deductible

$500 per 
admission, 

then 60% after 
deductible

$250 per 
admission, 

then 90% after 
deductible

$500 per 
admission, 

then 60% after 
deductible

$250 per 
admission, 

then 80% after 
deductible

$500 per 
admission, 

then 50% after 
deductible

$250 per 
admission, 

then 80% after 
deductible

$500 per 
admission, 

then 50% after 
deductible

$250 per 
admission, 

then 80% after 
deductible

$500 per 
admission, 

then 50% after 
deductible

Inpatient Professional 90% after 
deductible

60% after 
deductible

90% after 
deductible

60% after 
deductible

80% after 
deductible

50% after 
deductible

80% after 
deductible

50% after 
deductible

80% after 
deductible

50% after 
deductible

Level 3

Specialist Office-Based Services2

Specialist Outpatient Facility-Based Services2

Outpatient Hospital Services2,4

Therapies
CT Scans, MRIs, MRAs and PET scans5

Outpatient Mental Health
Outpatient Substance Abuse

70% after 
deductible

60% after 
deductible

70% after 
deductible

60% after 
deductible

60% after 
deductible

50% after 
deductible

60% after 
deductible

50% after 
deductible

60% after 
deductible

50% after 
deductible

Urgent Care
Emergency Room

70% after 
deductible

70% after 
deductible

70% after 
deductible

70% after 
deductible

60% after 
deductible

60% after 
deductible

60% after 
deductible

60% after 
deductible

60% after 
deductible

60% after 
deductible

Prescription Drugs $10/35/50

Copay + charge 
over 

In-network al-
lowed amount

$10/35/50

Copay + charge 
over 

In-network al-
lowed amount

$10/35/50

Copay + charge 
over 

In-network al-
lowed amount

$10/35/50

Copay + charge 
over 

In-network al-
lowed amount

$10/35/50

Copay + charge 
over 

In-network al-
lowed amount

Lens and Frame Coverage $150 $150 $150 $150 $150 $150 $150 $150 $150 $150

Health Program
PPO 1-2-3 Products

1PPO deductibles are individual.  If one or more dependents are covered, each covered person has an individual deductible and a combined family deductible.
2Preventive Care Services from an in-network provider for preventive diagnosis only are covered 100% not subject to copayment or deductible.  Out-of-network preventive care services are not covered except for 		
	 pap smears, mammograms and PSAs which are subject to 70% coinsurance after deductible.  
3When performed alone, provided in any setting.  Performed with surgery or other services, subject to deductible and coinsurance.  See Level 3.
4Includes hospital and hospital-based services, outpatient clinic services, surgery, outpatient ambulance, and outpatient diagnostic services.
5In any location, including physician’s office. BG001 (08/11)



TO BE COMPLETED BY GROUP

ADMINSTRATOR ONLY

Group No:

Effective Date:
Admin. Name:

EMPLOYEE NAME: LAST FIRST MIDDLE

DATE OF FULL-TIME EMPLOYMENT DATE OF BIRTH SOCIAL SECURITY NUMBER

GROUP NAME:

GROUP ADDRESS:

CHECK ONE ONLY:
  I am rejecting Employee Coverage.   I am rejecting Dependent/Spouse Coverage.

I certify that I have been given the opportunity to participate in the group health insurance plan offered by my employer
and have declined to participate.  I have declined to participate for the following reason (check one):

  Another plan offered by my employer   A government plan (type):
  My spouse's group coverage   COBRA or State Continuation
  An individual plan   Other (explain):
  I and/or my dependents are currently not covered by any other health benefit plan.

Names of any dependents rejecting coverage for this group plan:

Signature of Employee: Date:

In addition, if you have an 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" or any longer period that applies 
under the plan after the marriage, birth, adoption, or placement for adoption or foster care.

Notice of Rejection of Coverage must be received by North Carolina Medical Society Employee Benefit Plan within 30 days of the date that employee is first 
eligible for coverage.

Declination of Coverage

I understand that if I elect to apply for coverage for myself, my spouse, and/or my dependent children through this employer 
health benefit plan at a later time, the application may be subject to an extended waiting period for pre-existing conditions or I 
may be delayed until the employer's open enrollment period.

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 the dependents in this plan if you or your dependents lose 
eligibility for that other coverage (or if the employer stops contributing towards your or your dependents' other coverage).
However, you must request enrollment within "30 days" or any longer period that applies under the plan after your or your 
dependents' other coverage ends (or after the employer stops contributing toward the other coverage).

Important Notice of Special Enrollment

North Carolina Medical Society
Employee Benefit Plan

DOC001  1/1/06

Product Selection HDHP 1500-100 HDHP 2700-80 HDHP 2700-100 HDHP 3500-100 HDHP 5000-100 HRA 2500-100 HRA 2700-80 HRA 2700-100 HRA 5000-100
In-

network
Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

In-
network

Out-of-
network

Annual Deductible2

(employee/family)
$1,500/
3,000

$3,000/
6,000

$2,700/
5,450

$5,400/
10,900

$2,700/
5,450

$5,400/
10,900

$3,500/
7,000

$7,000/
14,000

$5,000/
10,000

$10,000/
20,000

$2,500/
5,000

$5,000/
10,000

$2,700/
5,450

$5,400/
10,900

$2,700/
5,450

$5,400/
10,900

$5,000/
10,000

$10,000/
20,000

Total Out of Pocket 
Maximum3 

$1,500/
3,000

$4,250/
8,500

$5,000/
10,000

$10,000/
20,000

$2,700/
5,450

$6,650/
13,400

$3,500/
7,000

$8,250/
16,500

$5,000/
10,000

$11,250/
22,500

$2,500/
5,000

$6,250/
12,500

$5,000/
10,000

$10,000/
20,000

$2,700/
5,450

$6,650/
13,400

$5,000/
10,000

$11,250/
22,500

Lifetime Benefit Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited Unlimited

Preventive Care4 100% 70%
after Ded 100% 70%

after Ded 100% 70%
after Ded 100% 70%

after Ded 100% 70%
after Ded 100% 70%

after Ded 100% 70%
after Ded 100% 70%

after Ded 100% 70%
after Ded

Office Visit
(primary/specialist)

100% 
after Ded

70%
after Ded

80% 
after Ded

50%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

80% 
after Ded

50%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

Maternity Care 100% 
after Ded

70% 
after Ded

80% 
after Ded

50% 
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

100%
after Ded

70%
after Ded

80%
after Ded

50%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

Urgent Care 100% 
after Ded

100% 
after Ded

80% 
after Ded

80% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100%
after Ded

80% 
after Ded

80%
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

Emergency Room 100% 
after Ded

100% 
after Ded

80% 
after Ded

80% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

80% 
after Ded

80% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

Hospital-Inpatient 100% 
after Ded

70%
after Ded

80% 
after Ded

50%
after Ded

100% 
after Ded

70% 
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

100%
after Ded

70%
after Ded

80%
after Ded

50%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

Hospital-Outpatient4 100% 
after Ded

70%
after Ded

80% 
after Ded

50%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

100%
after Ded

70%
after Ded

80%
after Ded

50%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

Prescription Drugs 100% 
after Ded

100% 
after Ded

80% 
after Ded

80% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded

100% 
after Ded $10/35/50

Copay + 
charge 
over In-
network 
allowed 
amount

80% 
after Ded

80%
after Ded

100% 
after Ded

100% 
after Ded $10/35/50

Copay + 
charge 
over In-
network 
allowed 
amount

Mental Health: 
Office visit
Inpatient/Outpatient

100%
after Ded

70%
after Ded

80%
after Ded

50%
after Ded

100%
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

100%
after Ded

70%
after Ded

80%
after Ded

50%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

Substance Abuse: 
Office visit
Inpatient/Outpatient

100% 
after Ded

70%
after Ded

80% 
after Ded

50%
after Ded

100%
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

80% 
after Ded

50%
after Ded

100% 
after Ded

70%
after Ded

100% 
after Ded

70%
after Ded

Routine Eye Exam

Lens and Frame Coverage

100%
 

$150

70%
after Ded

$150

100%

$150

70%
after Ded

$150

100%

$150

70%
after Ded

$150

100%

$150

70%
after Ded

$150

100%

$150

70%
after Ded

$150

100%

$150

70%
after Ded

$150

100%

$150

70%
after Ded

$150

100%

$150

70%
after Ded

$150

100%

$150

70%
after Ded

$150

Health Program
HDHP & HRA Products1

1HDHP products can be paired with a Health Savings Account (HSA) funded by the employee and/or employer on a tax-deductible or pre-tax basis.  HRA products can be paired with a Health Reim-	
	 bursement Account (HRA) funded by the employer on a tax-deductible basis.
2HDHP and HRA family deductibles are aggregate.  The employee deductible applies if employee selects employee only coverage; otherwise, the family deductible applies.  All covered family mem-	
	 bers contribute to the same family deductible.  Once the family deductible is reached, it is met for all covered family members.
3Total out-of-pocket maximum includes the deductible and coinsurance.  �
4Preventive Care Services from an in-network provider for preventive diagnosis are covered 100% not subject to deductible.  Out-of-network preventive care services are subject to 70% coinsurance 
after deductible.  
   BG001 (08/11)


