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OPEN ENROLLMENT FOR April 2024 – March 2025 

Please complete all required forms and return to the Health Fund in  

the enclosed envelope by March 21, 2024  
 

Dear Participant, 

Enclosed is your open enrollment package for the health coverage plan year from April 1, 2024 through March 

31, 2025. Your enrollment forms must be submitted to the Health Fund by March 21, 2024. 

As previously communicated, the Health Fund will be offering Plan I & Plan II, you must make a new election at 

this time. Delta Dental coverage is now included in your medical election. 

If the Health Fund does not receive a new election form, you will be automatically enrolled in Plan II. You will 

not be able to change this mandatory election until the next open enrollment period that begins April 2025. 

 

The deadline for your open enrollment submittals is March 21, 2024. Any delay in the submittal of your new 

medical election may result in delayed processing and mailing of updated insurance cards.  

Important: In order to maintain medical coverage, you must… 

• Be a UNION DUES paying participant in good standing. 

• Work within the last 4 CONSECUTIVE months. 4 MONTHS with no EMPLOYER CONTIBUTIONS will result 
in having your insurance SUSPENDED. In addition, your HRA Account will be SUSPENDED. 
 

The Health Fund requires copies of ALL birth certificates, marriage certificates and social security cards for 

ALL members, spouses and dependents BEFORE coverage can begin. If you’re unsure that your required 

documents are on file, please call your local Fund Office for assistance. 

 

THE ENCLOSED FORMS ARE REQUIRED TO BE SUBMITTED ON A YEARLY BASIS  

• HRA Enrollment Form – Registers you to receive reimbursements for eligible out of pocket 
expenses incurred by you and your dependents. Must be on file with the Fund Office before 
reimbursements from your HRA can be processed. Absence of a form on file may result in 
the suspension of your HRA debit card.  
 

• Opt Out Election Form -This form allows you to Opt Out of the coverage through the Health 
Fund.   
 

• Health Insurance Application - MUST be completed, signed by the participant and returned 
to the Fund Office. If no form is received, you will be automatically enrolled in Plan II. 

 

• Coordination of Benefits Form – Informs the Health Fund of other medical insurance 
available to you and/ or your dependents. Example: If you and/or your dependents are also 
on your spouse’s employer sponsored plan.  

 

 



IMPORTANT: If you experience a qualifying event such as a birth, marriage or divorce, during the year you must 

notify the Funds office immediately to request proper paperwork. You will need to complete a new application 

to update existing records within 30 days of the qualifying event or you will have to wait until the next open 

enrollment to seek a change in coverage.  

Health care plans and premiums are stated on the enclosed rate sheet and premiums will be drawn from your 

Health Reimbursement Account monthly. Please note that the Medical, Dental, Vision and Prescription 

coverage ID cards are all separate.  

THE ENCLOSED ENROLLMENT PACKAGE CONSISTS OF THE FOLLOWING: 

• Rate Sheet. This form has this enrollment periods monthly medical/dental insurance premiums for PLAN 
I and PLAN II 

 

• Health Insurance Application. This form must be completed and signed by the participant. On this form 
you will make your NEW insurance selection for the enrollment period April 2024- March 2025.  Be sure 
to review the cost share comparison and benefits summary included in this mailing in considering your 
election. (Form must be submitted) 
 

• Opt Out Election Form. This form allows you to Opt Out of the coverage through the Health Fund.  (Form 
must be submitted annually) 

 

• HRA Enrollment form. Required for you and your eligible dependents to submit for the reimbursement 
of eligible out of pocket expenses from your HRA. (Form must be submitted annually) 
 

• Coordination of Benefits Form – Informs the Health Fund of other medical insurance available to you 
and/ or your dependents. Example: If you and/or your dependents are also on your spouse’s employer 
sponsored plan.  

 

• HIPAA form.  This allows the Fund to disclose claim information, membership information, benefit 
information, and medical records that contain Protected Health Information for the participant, spouse 
and dependent children under the age of 19, if applicable, to those designated by the participant.  
(Yearly submittal is encouraged) 
 

• Summary of Benefit & Coverage (SBC) and Benefit Summaries for Plan I and Plan II. What the plans 
cover and what you pay for certain covered services.   
 

• Benefit and provider information on additional benefits included in Health Fund coverage. 
 

If you have any questions regarding the new health plan option or your enrollment, please reach out to your 
local Fund Office listed below. 
 

Buffalo Fund Office  
1159 Maryvale Dr, Ste 20 
Cheektowaga, NY 14225 
Phone: (716) 839-7132 or Toll Free: (877) 739-7136 
Email: bfo@carpentersfund.org 
 

South Central Fund Office  
181 Industrial Park Road 
Horseheads, NY 14845 
Phone: (607) 739-1326 or Toll Free: (877) 727-0281 
Email: HRANY@carpentersfund.org 
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North Atlantic States Carpenters Health Benefits Fund 
HRA Areas Health Care and Dental Coverage  

April 1, 2024 through March 31, 2025 

 

 

Health Coverage Options   Monthly Premium 

Plan I       $1,071.00 

 

Plan II      $1,030.00 

  

                  Plan I - COBRA     $1,500.78 

 

Plan II – COBRA    $1,439.79 

 

Please review the enclosed benefit summaries for both 
PLAN I and PLAN II. The summaries show the copay, 

deductible and coinsurance percentage that each Plan will 
pay for various services. You should consider these out of 
pockets expenses when deciding which Plan you will be 

enrolling in for April 1, 2024. 
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Account (HRA) will be offered the option to “Opt Out” of the health insurance, dental 

is a group health plan that meets the minimum value standard of the Affordable Care Act (“ACA”) for 

coverage being terminated. Once you’re re
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NORTH ATLANTIC STATES CARPENTERS HEALTH BENEFITS FUND 
HRA Enrollment Form 

 
Before you can begin receiving reimbursements from your HRA account,  

this form must be completed and on file with the Funds’ Office. 
 

If you have any changes to your marital status, spouse’s coverage or any other coverage, or if you have to add or 
remove a dependent, a new form must be completed within 30 days of the event. Otherwise, you will have to wait to 
enroll your dependents at the next Open Enrollment. You will NOT receive reimbursements for any dependents not 
listed on this form and only up to age 26 years. In addition, ALL social security #’s and other coverage information 
MUST be completed below. The Funds ‘office MUST have copies of the following documents on file for the 
members and all dependents: Birth Certificates, Marriage Certificates, Social Security Cards and Divorce 
Documents.  
 
SECTION 1 – MEMBER INFORMATION (Please Print)           Email  _________________________________ 
 
Name____________________________________________________________SS#__________________________________ 

 
Address________________________________________________________________________________________________ 
 
City_______________________________________State_________________________Zip____________________________ 
 
Telephone_____________________________ Cell______________________ Date of Birth________/__________/_________ 
 
(Circle one) Married Single    Divorced      Marriage/Divorce Date: ________/__________/_________  
 
SECTION 2 – SPOUSE’S INFORMATION (please print) 
 
Name__________________________________________________________SS#__________________________________ 
 
Date of Birth _______/_________/_________  
           
SECTION 3- OTHER COVERAGE (please print) 
 
Do you, your spouse or your dependent(s) have other insurance benefits? ____Y OR N (Circle one)   
 
If yes, coverage is through: Self:  ________________ Spouse: ______________Dependent: _______________________ 
 
Name of the insurance company_____________________________________________ 
 
Effective Date: _______/_______/________  Term date: _______/________/_________ 
 
Medical - Single: _____ Two Person: ______Family: __________who does plan cover?:____________________________ 
Dental    - Single: _____ Two Person: ______Family: __________who does plan cover?:____________________________ 
Optical - Single:______ Two Person:______Family: __________who does plan cover?:____________________________ 
  
SECTION 4 – DEPENDENT CHILDREN INFORMATION (please print)  
                  Relationship            
Name (include last name if different)             Date of Birth         to Member                        Social Security Number 

    
 
 

    

    

By signing below, I certify that the above information I have provided is true and correct.  
 
 
Signature of Member ______________________________________________________Date_______/_______/_______ 





 

Buffalo Office 
1159 Maryvale Dr., Suite 20 
Cheektowaga, NY 14225 
Phone: (716) 839-7132 
Toll Free: 1(877) 739-7136 
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carpentersfund.org. 

South Central Office 
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COORDINATION OF BENEFITS PROVISION 

 

 
 
 
 

Continued on next page 
 
 



 

Buffalo Office 
1159 Maryvale Dr., Suite 20 
Cheektowaga, NY 14225 
Phone: (716) 839-7132 
Toll Free: 1(877) 739-7136 
Fax: (716) 839-7136  
carpentersfund.org. 

South Central Office 
181 Industrial Park Road 
Horseheads, NY 14845 
Phone: (607) 739-1326 
Toll Free: 1(866) 727-0281 
Fax: (607) 739-1415  
carpentersfund.org 

 

North Atlantic States Carpenters Health Benefits Fund 
 

 

COORDINATION OF BENEFITS 
 

Please complete this form with OTHER Insurance Information (if applicable) other than the  
North Atlantic States Carpenters Health Benefits Fund. 

 
 

Member’s Name: _______________________________________________________    Local#: ___________ 
 
Address: __________________________________________________________________________________ 

Social Security #:________________________   Martial Status: □Single  □ Married  □ Divorced  □Widow 
 
Spouse’s Name: ____________________ Date of Birth______________   Spouse’s SS#: ___________________      

Is Spouse Employed?  □ Yes □ No       Date of Employment: ________________      
 
Name of Spouse’s Employer: ___________________________________________________________________ 
 
Address of Spouse’s Employer: _________________________________________________________________ 

If Employed, Is Health Coverage Offered? □ Yes □ No   Health Coverage is Paid by:  □Employer □ Employee 

Is Spouse or Dependents Insured? □Yes □No  If yes, Please Provide  Other Health Insurance Info (Including 
Medicaid) other than the North Atlantic States Carpenters Health Benefits Fund: 
 
Name of Health Insurance Carrier: _______________________________________________________________ 
 
Address of Health Insurance Carrier: _____________________________________________________________ 
 
Insurance Tel #: _______________________ Your Policy #: ____________________ Group #: ______________ 
 
Name of Policy Holder: ______________________________________________________________________ 
 
Effective Date of Policy (Required): ________________ Termination Date (if applicable): _________________ 

Type of Policy: □ Single    □ Family   (List dependents, including spouse/member) 
          _____________________________________________ 
 
    _____________________________________________ 
 
    _____________________________________________ 
 
 

EXTENT OF COVERAGE: (Circle category(s) covered by other Medical insurance):         
 
HOSPITAL           OFFICE VISITS             SURGERY           X-RAY         HEARING AIDS         MAJOR MEDICAL            
 
CHIROPRATIC                PHYSICAL / OCCUPATIONAL / SPEECH THERAPY             MENTAL HEALTH            



 

Buffalo Office 
1159 Maryvale Dr., Suite 20 
Cheektowaga, NY 14225 
Phone: (716) 839-7132 
Toll Free: 1(877) 739-7136 
Fax: (716) 839-7136  
carpentersfund.org. 
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Phone: (607) 739-1326 
Toll Free: 1(866) 727-0281 
Fax: (607) 739-1415  
carpentersfund.org 

Does this Health Coverage also cover Out-of-Network Medical?         □ Yes □ No      
 
Name of OON Medical Carrier: ______________________________________________________________________ 
 
Insurance Tel #: ____________________ Your Policy #: _______________________ Group #: ___________________ 
 
Name of Policy Holder: ______________________________________________________________________ 
 
Effective Date of Policy (Required): _________________ Termination Date (if applicable): _________________ 

Type of Policy: □ Single    □ Family   (List dependents, including spouse) 
 

          ______________________________________ 
 
    ______________________________________ 
 
    ______________________________________ 

Are you or any member of your family enrolled in any OTHER Dental Insurance Program?  □ Yes □ No      
If, Yes (including Medicaid) please complete section below: 
 
Name of Dental Carrier: ___________________________________________________________________ 
 
Insurance Tel #: ____________________ Your Policy #: ____________________ Group #: _________________ 
 
Name of Policy Holder: ______________________________________________________________________ 
 
Effective Date of Policy (Required): _________________ Termination Date (if applicable): _________________ 

Type of Policy: □ Single    □ Family   (List dependents, including spouse) 
 

          ______________________________________ 
 
    ______________________________________ 
 
    ______________________________________ 

Are you or any member of your family enrolled in any OTHER Vision Program?  □ Yes □ No      
If, Yes (including Medicaid) please complete section below: 
 
Name of Vision Carrier: ___________________________________________________________________ 
 
Insurance Tel #: _______________________ Your Policy #: ______________________ Group #: _________________ 
 
Name of Policy Holder: _____________________________________________________________________________ 
 
Effective Date of Policy (Required): ____________________ Termination Date (if applicable): ____________________ 

Type of Policy: □ Single □ Family     (List dependents, including spouse) 
 

          ________________________________________________ 
 
    ________________________________________________ 
 
    ________________________________________________ 



 

Buffalo Office 
1159 Maryvale Dr., Suite 20 
Cheektowaga, NY 14225 
Phone: (716) 839-7132 
Toll Free: 1(877) 739-7136 
Fax: (716) 839-7136  
carpentersfund.org. 

South Central Office 
181 Industrial Park Road 
Horseheads, NY 14845 
Phone: (607) 739-1326 
Toll Free: 1(866) 727-0281 
Fax: (607) 739-1415  
carpentersfund.org 

Are you or any member of your family enrolled in any OTHER Prescription Program?  □ Yes □ No      
If, Yes (including Medicaid) please complete section below: 
 
Name of Prescription Carrier: ___________________________________________________________________ 
 
Insurance Tel #: _______________________ Your Policy #: ______________________ Group #: _________________ 
 
Name of Policy Holder: _____________________________________________________________________________ 
 
Effective Date of Policy (Required): ____________________ Termination Date (if applicable): ____________________ 
 

Type of Policy: □ Single □ Family     (List dependents, including spouse) 
 
          ________________________________________________ 
 
    ________________________________________________ 
 
    ________________________________________________ 
 
If this coverage is provided for dependent child(ren) whose natural parents are divorced, separated or were never married, it 
is necessary to attach a copy of the court decree which identifies which parent is responsible for providing health coverage. 
If the court decree does not specify who is responsible, then it will be necessary to provide a copy of the custody agreement 
for the dependent child(ren). If you have previously provided the court decree to us, you do not have to provide it again. 

Are you, your spouse, or any other dependents eligible for Medicare?    □ Yes □ No   
 

If Yes, (submit a copy of your Medicare Card) reason for Medicare coverage – check all that apply:  

 □ Over age 65      □ Disabled           Please indicate Medicare ID #: _________________________ 
 
  
Are you or your spouse enrolled in any other Health Savings Account (HSA), Health Reimbursements Accounts 

(HRA) or Federal Savings Account (FSA)? □ Yes □ No    If Yes, Which one? _________________________      
 
I certify that all the information provided above is true and correct and I agree to notify the Fund in writing 
immediately if any of this information changes. I understand that the purpose of this information is to assure 
appropriate Coordination of Benefits of all plans.  I also agree to indemnify the Fund and its Trustees from any 
losses caused by any misstatements made herein.  
 

 
Member Signature: _________________________________________________ Date: ___________________ 
 
Spouse Signature: __________________________________________________ Date: ___________________ 
 

 
Home Phone: ____________________ Cell Phone: ____________________ Work Phone: _________________ 
 
Email Address: _________________________________________________ 



 

     
 
 
 

North Atlantic States Carpenters 
Health Benefits Fund 

 Buffalo Office 
1159 Maryvale Dr., Suite 20 
Cheektowaga, NY 14225 
Phone: (716) 839-7132 
Toll Free: 1(877) 739-7136 
Fax: (716) 839-7136 
www.carpentersfund.org. 

South Central Office 
181 Industrial Park Road 
Horseheads, NY 14845 
Phone: (607) 739-1326 
Toll Free: 1(866) 727- 0281 
Fax: (607) 739-1415  
www.carpentersfund.org 

he “Undersigned”) in connection with Fund eligibility for benefits, enrollment, 

claim’s



 

Participant’s Signature

Print Name

Print Authorized Representative’s Name

Authorized Representative Signature

��he Authorized Representative is the person �ou �ant to give permission to ta�� to North At�antic States �arpenters 
�ea�th �ene�its �und on �our �eha��� �or e�amp�e� �a�ances in �RA� contri�utions and insurance in�ormation� 

��P�N��N� �����R�N �N��R ��� A�� �� �� ��� App�ica��e� 
 

 
Name     �ate o� �irth   Socia� Securit� Num�er 
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  Benefits at a Glance
LEVEL CARE HEALTH                                                                            PLAN I BENEFIT SUMMARY 

013292 PLAN I

PLAN I

Please read the important information at the end of this Benefits at a Glance.
This summary shows the Coinsurance percentage the Plan pays for various services. All payments are based on the
Plan's allowance for the services performed.

....................

Benefit IN NETWORK OUT OF NETWORK1

BENEFIT PERIOD Calendar year* Calendar year*

DEDUCTIBLE (EMBEDDED)2 3

•aIndividual $300 $300

•aFamily $600 $600

OUT OF POCKET MAXIMUM (EMBEDDED)4 5

•aIndividual $2,000 $3,200

•aFamily $4,000 $6,400

LIFETIME MAXIMUM Unlimited Unlimited

PREVENTIVE SERVICES

•aPreventive Services 100% 75% after deductible

•aAdult Immunizations 100% 75% after deductible

•aPediatric Immunizations 100% 75% after deductible

OUTPATIENT MEDICAL SERVICES
•aPrimary Office Visit/Consultation $15 copay                      75% after deductible

•aSpecialist Office Visit/Consultation $30 copay           75% after deductible

•aPodiatry $30 copay 75% after deductible



$30 copay 75% after deductible

EMERGENCY MEDICAL FACILITY

•aEmergency Medical 
6 $100 copay / 100% $100 copay / 100%

•aNon Emergency $100 copay / 100% $100 copay / 100%

AMBULANCE SERVICES

•aEmergency Ambulance 80% after deductible 80% after deductible

•aNon-Emergency Ambulance 80% after deductible 80% after deductible

INPATIENT MEDICAL SERVICES

•aInpatient Hospital Services 80% after deductible 75% after deductible

•aInpatient Professional Services 80% after deductible 75% after deductible

OUTPATIENT SURGICAL PROCEDURES

•aOutpatient Surgical Procedures 80% after deductible 75% after deductible

•aShort Procedure Facility 80% after deductible 75% after deductible

DIAGNOSTIC TESTING OUTPATIENT

•aDiagnostic Medical 80% after deductible 75% after deductible

•aSimple Radiology 80% after deductible 75% after deductible

•aAdvanced Radiology 80% after deductible 75% after deductible

•aLab and Pathology 80% after deductible 75% after deductible

MATERNITY CARE

•aInitial Prenatal Care Visit 100% 75% after deductible

•aSubsequent Prenatal Care Visit 100% 75% after deductible

CRANIAL PROSTHESIS - WIG/HAIRPIECE
1 Items per year7

100% 100%

Benefit IN NETWORK OUT OF NETWORK1

URGENT CARE

•aUrgent Care $15 copay / specialist $30 75% after deductible

RETAIL CLINIC (MINUTE CLINIC) $15 copay            75% after deductible

TELEMEDICINE

•aTelemedicine $15 copay / specialist $30 Not Covered

THERAPY/COUNSELING SERVICES

•aPhysical Therapy $30 copay 75% after deductible

•aOccupational Therapy $30 copay 75% after deductible

•aSpeech Therapy 80% after deductible 75% after deductible

•aCardiac Rehabilitation 80% after deductible 75% after deductible

•aPulmonary Therapy $30 copay 75% after deductible

•aOrthoptic/Pleoptic Therapy (Vision
Therapy)

2



$30 copay 75% after deductible

ALLERGY TESTS 80% after deductible 75% after deductible

ALLERGY INJECTIONS 80% after deductible 75% after deductible

NUTRITIONAL COUNSELING $15 copay / specialist $30 75% after deductible

DIALYSIS/HEMODIALYSIS 80% after deductible 75% after deductible

PRIVATE DUTY NURSING Not Covered Not Covered

SKILLED NURSING FACILITY 80% after deductible 75% after deductible

HOME HEALTH CARE 80% after deductible 75% after deductible

INPATIENT HOSPICE CARE 80% after deductible 75% after deductible

HOME INFUSION THERAPY 80% after deductible 75% after deductible

DURABLE MEDICAL EQUIPMENT 80% after deductible 75% after deductible

ORTHOTICS/PROSTHETICS DEVICES 80% after deductible 75% after deductible

OUTPATIENT MENTAL NERVOUS

•aPsychotherapy Office Visit/Consultation $15 copay            75% after deductible

•aPsychotherapy Visit 80% after deductible 75% after deductible

DIABETIC SERVICES

•aDiabetic Education 80% after deductible 75% after deductible

•aDiabetic Equipment 80% after deductible 75% after deductible

•aDiabetic Supplies 80% after deductible 75% after deductible

Benefit IN NETWORK OUT OF NETWORK1

20 Visits per year7

3

CHIROPRACTIC SERVICES



This summary represents only a partial listing of benefits and exclusions of the Group Health Plan described in this
summary. Benefits and exclusions may be further defined by medical policy. As a result, this Group Health Plan may not
cover all of your health care expenses. Read your member benefit booklet carefully for a complete listing of terms,
limitations, and exclusions of the Group Health Plan. For more information about your coverage, or to get a copy of the
complete terms of coverage, visit www.ibxtpa.com.

Certain services require preapproval/precertification by the health plan prior to being performed. To obtain a list of services
that require authorization, please log on to www.ibxtpa.com or call the phone number that is listed on the back of your
identification card.

*A calendar year benefit period begins on the first day of the calendar year and ends on the last day of the calendar year. The deductible and out-of-pocket maximum
amount starts at $0 at the beginning of each calendar year.

1It is important to note that all percentages for out-of-network services are percentages of the Plan allowance, not the actual charge of the provider.
2The in- and out-of-network deductibles cross-apply.
3Each member contributes towards his or her own deductible. The deductible is considered met when he or she reaches the individual deductible or the family
deductible is met.

4Out of pocket includes medical only.
5Each member contributes towards his or her own out-of-pocket maximum. The out-of-pocket maximum is considered met when he or she reaches the individual out-
of-pocket maximum or the family out-of-pocket maximum is met.

6Copay waived if admitted.
7Service limits combined across tiers.

4



1

Services that require precertification
Level Care North Atlantic precertification list effective January 1, 2023

This applies to elective, nonemergency services. Some services or supplies in this list may not be covered by your benefits plan. 
Please check your benefit plan documents.

Inpatient services
• Acute rehabilitation admissions
• Elective surgical and nonsurgical inpatient admissions
• Elective inpatient hospital-to-hospital transfers
• Inpatient hospice admissions
• Long term acute care (LTAC) facility admissions
• Skilled nursing facility admissions

Procedures 
• Carticel (ACI), osteochondral allograft,

and autograft transplantations
• Cochlear implant surgery
• Obesity surgery

Reconstructive procedures and potentially 
cosmetic procedures

• Blepharoplasty/blepharoptosis repair
• Bone graft, genioplasty, and mentoplasty
• Breast: reconstruction, reduction, augmentation,

mammoplasty, mastopexy, insertion and removal of
breast implants

• Canthopexy/canthoplasty
• Cervicoplasty
• Chemical peels
• Dermabrasion
• Excision of subcutaneous skin and/or

subcutaneous tissue
• Gender reassignment surgery
• Genetically and bioengineered skin substitutes for

wound care
• Hair transplants
• Injectable dermal fillers
• Keloid removal
• Lipectomy, liposuction, or any other excess fat

removal procedure
• Otoplasty
• Rhinoplasty
• Rhytidectomy
• Scar revision
• Skin closures including:

– Skin grafts
– Skin flaps
– Tissue grafts

• Surgery for varicose veins, including perforators
and sclerotherapy

Day rehabilitation programs

Elective (nonemergency) ground, air, and sea 
ambulance transportation inpatient, including 
hospital-to-hospital transfers (excluding 
ground transportation, if the transfer to the 
receiving facility is related to services not 
offered at the transferring facility)

Outpatient private-duty nursing

Interventional pain management services
• Epidural injection procedures and diagnostic selective

nerve root blocks
• Paravertebral facet injection/nerve block/neurolysis
• Regional sympathetic nerve block
• Sacroiliac joint injections
• Implanted spinal cord stimulators

Home-care services
• Enteral feeding therapy (tube feeding)
• Home health care
• Home infusion therapy
• Hospice

Prosthetics/orthoses
• Custom ankle-foot orthoses
• Custom knee-ankle-foot orthoses
• Custom knee braces
• Custom limb prosthetics including accessories/components
• Repair of replacement of all prosthetics/orthoses that

require precertification



2

Durable medical equipment (DME)
• Bone growth stimulators
• Bone-anchored (osseointegrated) hearing aids
• Continuous positive airway pressure (CPAP) device and

bi-level (Bi-PAP) devices
• Dynamic adjustable and static progressive stretching

devices (excludes CPMs)
• Electric, power, and motorized wheelchairs, including

custom accessories
• Manual wheelchairs with the exception of those that

are rented
• Negative pressure wound therapy
• Neuromuscular stimulators
• Pressure-reducing support surfaces, including:

– Air-fluidized bed
– Non-powered advanced pressure-reducing mattress
– Powered air flotation bed (low air loss therapy)
– Powered pressure-reducing mattress

• Push rim activated power assist devices
• Repair or replacement of all DME items that

require precertification
• Speech-generating devices

Medical foods

Hyperbaric oxygen therapy

Proton beam therapy

Sleep studies (facility-based)

Transplants
• All transplant procedures, with the exception of

corneal transplants

Mental health/serious mental illness/ 
substance abuse1

•   Mental health and serious mental illness treatment
(inpatient/partial hospitalization programs/intensive
outpatient programs)

• Repetitive transcranial magnetic stimulation (rTMS)
• Substance abuse treatment (inpatient/partial

hospitalization programs/intensive outpatient programs)

Autism spectrum disorders 
• Applied behavioral analysis

1 Precertification review for this service is provided by Magellan Healthcare, Inc., an independent company.
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  Benefits at a Glance
LEVEL CARE HEALTH                                                                          PLAN II BENEFIT SUMMARY

013292 PLAN II

PLAN II

Please read the important information at the end of this Benefits at a Glance.
This summary shows the Coinsurance percentage the Plan pays for various services. All payments are based on the
Plan's allowance for the services performed.

....................

Benefit IN NETWORK OUT OF NETWORK1

BENEFIT PERIOD Calendar year* Calendar year*

DEDUCTIBLE (EMBEDDED)2 3

•aIndividual $500 $500

•aFamily $1,000 $1,000

OUT OF POCKET MAXIMUM (EMBEDDED)4 5

•aIndividual $3,200 $4,300

•aFamily $6,400 $8,600

LIFETIME MAXIMUM Unlimited Unlimited

PREVENTIVE SERVICES

•aPreventive Services 100% 60% after deductible

•aAdult Immunizations 100% 60% after deductible

•aPediatric Immunizations 100% 60% after deductible

OUTPATIENT MEDICAL SERVICES

•aPrimary Office Visit/Consultation $20 copay 60% after deductible

•aSpecialist Office Visit/Consultation $40 copay 60% after deductible

•aPodiatry $40 copay 60% after deductible



Benefit IN NETWORK OUT OF NETWORK1

URGENT CARE

•aUrgent Care $20 copay / specialist $40 60% after deductible

RETAIL CLINIC (MINUTE CLINIC) $20 copay 60% after deductible

TELEMEDICINE

•aTelemedicine $20 / specialist $40 Not Covered

THERAPY/COUNSELING SERVICES

•aPhysical Therapy $40 copay 60% after deductible

•aOccupational Therapy $40 copay 60% after deductible

•aSpeech Therapy 70% after deductible 60% after deductible

•aCardiac Rehabilitation 70% after deductible 60% after deductible

•aPulmonary Therapy $40 copay 60% after deductible

•aOrthoptic/Pleoptic Therapy (Vision
Therapy)

$40 copay 60% after deductible

EMERGENCY MEDICAL FACILITY

•aEmergency Medical 
6 $100 copay / 100% $100 copay / 100%

•aNon Emergency $100 copay / 100% $100 copay / 100%

AMBULANCE SERVICES

•aEmergency Ambulance 70% after deductible 70% after deductible

•aNon-Emergency Ambulance 70% after deductible 70% after deductible

INPATIENT MEDICAL SERVICES

•aInpatient Hospital Services 70% after deductible 60% after deductible

•aInpatient Professional Services 70% after deductible 60% after deductible

OUTPATIENT SURGICAL PROCEDURES

•aOutpatient Surgical Procedures 70% after deductible 60% after deductible

•aShort Procedure Facility 70% after deductible 60% after deductible

DIAGNOSTIC TESTING OUTPATIENT

•aDiagnostic Medical 70% after deductible 60% after deductible

•aSimple Radiology 70% after deductible 60% after deductible

•aAdvanced Radiology 70% after deductible 60% after deductible

•aLab and Pathology 70% after deductible 60% after deductible

MATERNITY CARE

•aInitial Prenatal Care Visit 100% 60% after deductible

•aSubsequent Prenatal Care Visit 100% 60% after deductible

CRANIAL PROSTHESIS - WIG/HAIRPIECE
1 Items per year7

100% 100%

2



$40 copay 60% after deductible

ALLERGY TESTS 70% after deductible 60% after deductible

ALLERGY INJECTIONS 70% after deductible 60% after deductible

NUTRITIONAL COUNSELING $20 copay / specialist $40 60% after deductible

DIALYSIS/HEMODIALYSIS 70% after deductible 60% after deductible

PRIVATE DUTY NURSING Not Covered Not Covered
SKILLED NURSING FACILITY 70% after deductible 60% after deductible

HOME HEALTH CARE 70% after deductible 60% after deductible

INPATIENT HOSPICE CARE 70% after deductible 60% after deductible

HOME INFUSION THERAPY 70% after deductible 60% after deductible

DURABLE MEDICAL EQUIPMENT 70% after deductible 60% after deductible

ORTHOTICS/PROSTHETICS DEVICES 70% after deductible 60% after deductible

OUTPATIENT MENTAL NERVOUS

•aPsychotherapy Office Visit/Consultation $20 copay 60% after deductible

•aPsychotherapy Visit 70% after deductible 60% after deductible

DIABETIC SERVICES

•aDiabetic Education 70% after deductible 60% after deductible

•aDiabetic Equipment 70% after deductible 60% after deductible

•aDiabetic Supplies 70% after deductible 60% after deductible

Benefit IN NETWORK OUT OF NETWORK1

20 Visits per year7

3

CHIROPRACTIC SERVICES



This summary represents only a partial listing of benefits and exclusions of the Group Health Plan described in this
summary. Benefits and exclusions may be further defined by medical policy. As a result, this Group Health Plan may not
cover all of your health care expenses. Read your member benefit booklet carefully for a complete listing of terms,
limitations, and exclusions of the Group Health Plan. For more information about your coverage, or to get a copy of the
complete terms of coverage, visit www.ibxtpa.com.

Certain services require preapproval/precertification by the health plan prior to being performed. To obtain a list of services
that require authorization, please log on to www.ibxtpa.com or call the phone number that is listed on the back of your
identification card.

*A calendar year benefit period begins on the first day of the calendar year and ends on the last day of the calendar year. The deductible and out-of-pocket maximum
amount starts at $0 at the beginning of each calendar year.

1It is important to note that all percentages for out-of-network services are percentages of the Plan allowance, not the actual charge of the provider.
2The in- and out-of-network deductibles cross-apply.
3Each member contributes towards his or her own deductible. The deductible is considered met when he or she reaches the individual deductible or the family
deductible is met.

4Out of pocket includes medical only.
5Each member contributes towards his or her own out-of-pocket maximum. The out-of-pocket maximum is considered met when he or she reaches the individual out-
of-pocket maximum or the family out-of-pocket maximum is met.

6Copay waived if admitted.
7Service limits combined across tiers.

4



1

Services that require precertification
Level Care North Atlantic precertification list effective January 1, 2023

This applies to elective, nonemergency services. Some services or supplies in this list may not be covered by your benefits plan. 
Please check your benefit plan documents.

Inpatient services
• Acute rehabilitation admissions
• Elective surgical and nonsurgical inpatient admissions
• Elective inpatient hospital-to-hospital transfers
• Inpatient hospice admissions
• Long term acute care (LTAC) facility admissions
• Skilled nursing facility admissions

Procedures 
• Carticel (ACI), osteochondral allograft,

and autograft transplantations
• Cochlear implant surgery
• Obesity surgery

Reconstructive procedures and potentially 
cosmetic procedures

• Blepharoplasty/blepharoptosis repair
• Bone graft, genioplasty, and mentoplasty
• Breast: reconstruction, reduction, augmentation,

mammoplasty, mastopexy, insertion and removal of
breast implants

• Canthopexy/canthoplasty
• Cervicoplasty
• Chemical peels
• Dermabrasion
• Excision of subcutaneous skin and/or

subcutaneous tissue
• Gender reassignment surgery
• Genetically and bioengineered skin substitutes for

wound care
• Hair transplants
• Injectable dermal fillers
• Keloid removal
• Lipectomy, liposuction, or any other excess fat

removal procedure
• Otoplasty
• Rhinoplasty
• Rhytidectomy
• Scar revision
• Skin closures including:

– Skin grafts
– Skin flaps
– Tissue grafts

• Surgery for varicose veins, including perforators
and sclerotherapy

Day rehabilitation programs

Elective (nonemergency) ground, air, and sea 
ambulance transportation inpatient, including 
hospital-to-hospital transfers (excluding 
ground transportation, if the transfer to the 
receiving facility is related to services not 
offered at the transferring facility)

Outpatient private-duty nursing

Interventional pain management services
• Epidural injection procedures and diagnostic selective

nerve root blocks
• Paravertebral facet injection/nerve block/neurolysis
• Regional sympathetic nerve block
• Sacroiliac joint injections
• Implanted spinal cord stimulators

Home-care services
• Enteral feeding therapy (tube feeding)
• Home health care
• Home infusion therapy
• Hospice

Prosthetics/orthoses
• Custom ankle-foot orthoses
• Custom knee-ankle-foot orthoses
• Custom knee braces
• Custom limb prosthetics including accessories/components
• Repair of replacement of all prosthetics/orthoses that

require precertification



2

Durable medical equipment (DME)
• Bone growth stimulators
• Bone-anchored (osseointegrated) hearing aids
• Continuous positive airway pressure (CPAP) device and

bi-level (Bi-PAP) devices
• Dynamic adjustable and static progressive stretching

devices (excludes CPMs)
• Electric, power, and motorized wheelchairs, including

custom accessories
• Manual wheelchairs with the exception of those that

are rented
• Negative pressure wound therapy
• Neuromuscular stimulators
• Pressure-reducing support surfaces, including:

– Air-fluidized bed
– Non-powered advanced pressure-reducing mattress
– Powered air flotation bed (low air loss therapy)
– Powered pressure-reducing mattress

• Push rim activated power assist devices
• Repair or replacement of all DME items that

require precertification
• Speech-generating devices

Medical foods

Hyperbaric oxygen therapy

Proton beam therapy

Sleep studies (facility-based)

Transplants
• All transplant procedures, with the exception of

corneal transplants

Mental health/serious mental illness/ 
substance abuse1

•   Mental health and serious mental illness treatment
(inpatient/partial hospitalization programs/intensive
outpatient programs)

• Repetitive transcranial magnetic stimulation (rTMS)
• Substance abuse treatment (inpatient/partial

hospitalization programs/intensive outpatient programs)

Autism spectrum disorders 
• Applied behavioral analysis

1 Precertification review for this service is provided by Magellan Healthcare, Inc., an independent company.



 

 

PLAN I & II PRESCRIPTION BENEFIT SUMMARY
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You’ve brought your smile to the right place!

Delta Dental PPO Plus Premier™ for 
North Atlantic States Carpenters

North Atlantic States Carpenters has partnered with 
Delta Dental for your family’s oral health needs





Delta Dental PPO Plus Premier 
You have the flexibility to select providers in the Delta Dental PPO network or the Delta Dental Premier network.

You can also see a dentist outside of our contracted network – however, you will likely pay more. 

Confirm your dentists network 
You can confirm if your current dentist is in the PPO or Premier network by visiting www.deltadentalma.com 
and clicking on “Find a Dentist” (make sure to select your plan name, Delta Dental PPO Plus Premier) or by 
calling 800-872-0500.

Member discounts
As a member of Delta Dental, you can take advantage of discounts on Sonic toothbrushes and 
replacement Heads.

Discounts are available for hearing tests, diagnostics and hearing aids through Amplifon. 

Details and discounts are available at deltadentalma.com.

Delta Dental PPOTM 
This is a smaller network of dentists who offer dental 
care at a deeply discounted rate, allowing you to 
maximize the value of your plan. 

Delta Dental Premier® 
This provides a larger network of dentists who 
offer care at discounted rates, but you will have 
a higher out-of-pocket cost for services not 
covered in full. 

Use our app to access your 
dental plan anytime, anywhere. 

Download our Delta Dental mobile app and 
get instant access to: 

• Mobile ID card
• Dentist search
• Cost estimator

• Claims and coverage information

Stay on track with your oral health routine by 
using our built-in toothbrush timer. 

LOGIN 



Pre-treatment estimate
Ask your dentist to submit a pre-treatment estimate to 
Delta Dental for any procedure that exceeds $300. This will 
help you estimate any out-of-pocket expenses you may 
incur and will confirm that the services are covered under 
your dental coverage.

Orthodontic benefits
If you or your dependent’s orthodontic treatment began before you were covered under this 
dental plan, a monthly fee will be paid for the remaining orthodontic visits until either the 
treatment is completed or the lifetime benefit maximum is exhausted, whichever comes first.

Multi-stage procedures
Some procedures, such as crowns dentures, and root canals, 
require more than one visit to the dentist. To get coverage for 
a multi-stage procedure, you must be enrolled in this Delta 
Dental plan on the date that the procedure is completed.



Talk to a dentist  
online with virtual visits

Delta Dental of Massachusetts members can now schedule a virtual visit with a 
dentist 24/7 using their smartphone, tablet or computer

Virtual visits are available to Delta Dental of 
Massachusetts members for urgent dental problems 
through their existing Delta Dental coverage. A virtual 
visit is an effective way to receive care and avoid the 
emergency room.

You can schedule a virtual visit when you:

• Are having a dental emergency or an urgent 
dental concern.

• Need access to a dentist after hours and your 
dentist isn’t available.

• Need to consult with a dentist while traveling.

TeleDentistry.com dentists diagnose the problem 
and provide treatment options. You will be referred 
to a Delta Dental dentist for follow-up care.

The TeleDentistry.com dentist will email you 
consultation notes and direct you to follow up with 
your provider. If you have not established care with a 
Delta Dental network dentist, TeleDentistry.com will 
provide you with a list of local Delta Dental network 
dentists for follow-up care.

This service supplements Delta Dental’s current plan 
coverage and should be used after business hours, 
holidays and weekends, or when your regular dentist 
is unavailable.

TeleDentistry.com services are only available to 
current Delta Dental of Massachusetts members. A 
TeleDentistry.com consultation counts as a problem-
focused exam under your dental plan.

Delivered by TeleDentistry.com

TeleDentistry.com is backed by the power of 
Preventistry™, Delta Dental of Massachusetts’ 
groundbreaking and unique approach to transforming 
the oral health care system. Preventistry combines 
clinical innovation, actionable data and digital 
engagement to provide a higher level of care and 
improve the health of our members.

IT’S EASY TO SCHEDULE A 
VIRTUAL VISIT

Delta Dental has partnered with  
TeleDentistry.com to provide virtual visits. 

Here’s how it works:

Step 1 –  Go online to teledentistry.com/ddma.

Step 2 –  Complete a brief registration and 
health questionnaire.

Step 3 –  You’ll be connected with a 
TeleDentistry.com dentist to  
begin your visit.



Need translation services? We offer a foreign language translation service through AT&T  
Language Line to assist with non-English speaking members in 140 languages.

Contact us with any questions.
Email us at customer.care@deltadentalma.com

Customer Service  Call 800-872-0500
Monday - Friday 8:30 a.m. - 8:00 p.m.

A 24-hour automated voice response is also available after hours and on weekends.

deltadentalma.com

Need translation services? We offer a foreign language translation service through AT&T  
Language Line to assist with non-English speaking members in 140 languages.

Contact us with any questions.
Email us at customer.care@deltadentalma.com

Customer Service  Call 800-872-0500
Monday - Friday 8:30 a.m. - 8:00 p.m.

A 24-hour automated voice response is also available after hours and on weekends.

deltadentalma.com

Customer Service Call 800-872-0500
Monday – Friday 8:00 a.m. – 8:00 p.m.

Need translation services? We offer a foreign language translation service through AT&T  
Language Line to assist with non-English speaking members in 140 languages.

Contact us with any questions.
Email us at customer.care@deltadentalma.com

Customer Service  Call 800-872-0500
Monday - Friday 8:30 a.m. - 8:00 p.m.

A 24-hour automated voice response is also available after hours and on weekends.

deltadentalma.com





EXPERIENCE MORE: MOBILE ACCESS

HOW TO: mobilize  
your vision plan  
EYEMED MEMBERS APP

Our member app was the first of its kind. But innovation – like your life – never 
stops. The EyeMed Members App is packed with ahead-of-the-game 
resources wherever you are. Before, during and after your eye appointment. 

Get the latest EyeMed Members App:

1.  DOWNLOAD – Search “EyeMed Members” in your App store,  
iTunes or Google Play.

2.  OPEN  – You can use some features right away; others unlock 
once you register.

3.  REGISTER  – You’ll need your member ID or the last four digits  
of your social security number.

4.  LOG IN  – If you’ve already registered on eyemed.com, you can  
log onto the app the same way.

PDF-1801-M-135

Ready when  
you download

Unlocked when 
you register

Find nearby network providers

On-the-fly appointment scheduling

Turn by turn directions and map

Eye exam and contact lens reminders

Electronic ID card for office visits

Save vision prescriptions*

Benefit plan details

Answers to common questions

Special offers and discounts

Direct line to EyeMed support

*  Take a picture of your prescription and store it in your app.  
No need to type in the numbers.

SEE THE GOOD STUFF

Register on eyemed.com or grab the member  
app (App Store or Google Play) now.



Call TruHearing to learn more 
and schedule an appointment. 
Mention you are a member 
of the North Atlantic States 
Carpenters Health Benefits Fund

Hours:  
8am–8pm, Monday–Friday

1-877-760-7681  
TTY: 711

Think you might  
have hearing loss?
Try our free, fast online screening

Visit:  
Truhearing.com/carpenters-hs

Accessible from your tablet,  
computer, or smartphone

Get Back the Joy of Hearing
Better hearing helps you stay connected to the ones you love. That’s why the North 
Atlantic States Carpenters Health Benefits Fund partners with TruHearing to provide you 
a comprehensive hearing care solution.

The TruHearing program includes:
Personalized Care
Guidance and assistance from a TruHearing Hearing Consultant

Professional exam from one of 7,000 nationwide licensed providers

One year of follow-up visits for fitting and adjustments to ensure you’re 
completely satisfied with your hearing aids

Next-Generation Sound 
The latest chips and algorithms combine to make speech clearer, even in 
the most challenging environments

Advanced sensors automatically adjust to the noise around you for better 
clarity and natural sound

New models include sound enhancement technology that makes your 
own voice less noticeable and more natural sounding

Devices for Your Lifestyle 
The latest models come with Bluetooth® so you can stream audio like 
Siri®, music, and phone calls right to your ears

A wide variety of rechargeable models that keep a charge for an  
entire day1

Options to match your lifestyle including virtually indetectable devices

1-877-760-7681 | TTY: 711
www.truhearing.com/carpenters



1 Rechargeable features may not be available in all models and styles.
All content ©2022 TruHearing, Inc. All Rights Reserved. TruHearing  is a registered trademark of TruHearing, Inc. All 
other trademarks, product names, and company names are the property of their respective owners. Three follow-
up visits must be used within one year after the date of initial purchase. Free battery offer is not applicable to the 
purchase of rechargeable hearing aid models. Three-year warranty includes repairs and one-time loss and damage 
replacement. Hearing aid repairs and replacements are subject to provider and manufacturer fees. For questions 
regarding fees, contact a TruHearing hearing consultant. <220212_NAC_C_F_5T_0222>

TruHearing.com/carpenters

This program also includes: 

+ Risk-free 60-day trial period
+ one year of follow-up visits
+  80 free batteries per non-rechargeable 

hearing aid
+ Full 3-year manufacturer warranty
+ One-time loss and damage replacement  
   (deductible applies) 

Call TruHearing to learn more and schedule  
an appointment

1-877-760-7681 | TTY: 711
Hours: 8am–8pm, Monday–Friday

Benefit Details

How to take advantage of your hearing benefit
1.  Call TruHearing 2.  Schedule a             

   hearing exam
3.  Order your 
    hearing aid

4.  Return for fitting       
   and programming

The North Atlantic States Carpenters Health Benefits Fund 
provides a free Hearing exam and $1500 per ear allowance 
(max $3000) every three years. 
 
(Price per aid)

1-877-760-7681 | TTY: 711
www.truhearing.com/carpenters

Hearing Aid Tier Average Retail Price Fund Price Fund Allowance You Pay 

Value $1,600 $499 $499 $0

Basic $1,950 $699 $699 $0

Standard $2,200 $999 $999 $0

Advanced $2,750 $1,399 $1,399 $0

Premium $3,100 $1,799 $1,500 $299

1 Rechargeable features may not be available in all models and styles.
All content ©2022 TruHearing, Inc. All Rights Reserved. TruHearing  is a registered trademark of TruHearing, Inc. All 
other trademarks, product names, and company names are the property of their respective owners. Three follow-
up visits must be used within one year after the date of initial purchase. Free battery offer is not applicable to the 
purchase of rechargeable hearing aid models. Three-year warranty includes repairs and one-time loss and damage 
replacement. Hearing aid repairs and replacements are subject to provider and manufacturer fees. For questions 
regarding fees, contact a TruHearing hearing consultant. <220212_NAC_C_F_5T_0222>

TruHearing.com/carpenters

This program also includes: 

+ Risk-free 60-day trial period
+ one year of follow-up visits
+  80 free batteries per non-rechargeable 

hearing aid
+ Full 3-year manufacturer warranty
+ One-time loss and damage replacement  
   (deductible applies) 

Call TruHearing to learn more and schedule  
an appointment

1-877-760-7681 | TTY: 711
Hours: 8am–8pm, Monday–Friday

Benefit Details

How to take advantage of your hearing benefit
1.  Call TruHearing 2.  Schedule a             

   hearing exam
3.  Order your 
    hearing aid

4.  Return for fitting       
   and programming

The North Atlantic States Carpenters Health Benefits Fund 
provides a free Hearing exam and $1500 per ear allowance 
(max $3000) every three years. 
 
(Price per aid)

1-877-760-7681 | TTY: 711
www.truhearing.com/carpenters

Hearing Aid Tier Average Retail Price Fund Price Fund Allowance You Pay 

Value $1,600 $499 $499 $0

Basic $1,950 $699 $699 $0

Standard $2,200 $999 $999 $0

Advanced $2,750 $1,399 $1,399 $0

Premium $3,100 $1,799 $1,500 $299



1 Rechargeable features may not be available in all models and styles.
All content ©2022 TruHearing, Inc. All Rights Reserved. TruHearing  is a registered trademark of TruHearing, Inc. All 
other trademarks, product names, and company names are the property of their respective owners. Three follow-
up visits must be used within one year after the date of initial purchase. Free battery offer is not applicable to the 
purchase of rechargeable hearing aid models. Three-year warranty includes repairs and one-time loss and damage 
replacement. Hearing aid repairs and replacements are subject to provider and manufacturer fees. For questions 
regarding fees, contact a TruHearing hearing consultant. <220212_NAC_C_F_5T_0222>

TruHearing.com/carpenters

This program also includes: 

+ Risk-free 60-day trial period
+ one year of follow-up visits
+  80 free batteries per non-rechargeable 

hearing aid
+ Full 3-year manufacturer warranty
+ One-time loss and damage replacement  
   (deductible applies) 

Call TruHearing to learn more and schedule  
an appointment

1-877-760-7681 | TTY: 711
Hours: 8am–8pm, Monday–Friday

Benefit Details

How to take advantage of your hearing benefit
1.  Call TruHearing 2.  Schedule a             

   hearing exam
3.  Order your 
    hearing aid

4.  Return for fitting       
   and programming

The North Atlantic States Carpenters Health Benefits Fund 
provides a free Hearing exam and $1500 per ear allowance 
(max $3000) every three years. 
 
(Price per aid)

1-877-760-7681 | TTY: 711
www.truhearing.com/carpenters

Hearing Aid Tier Average Retail Price Fund Price Fund Allowance You Pay 

Value $1,600 $499 $499 $0

Basic $1,950 $699 $699 $0

Standard $2,200 $999 $999 $0

Advanced $2,750 $1,399 $1,399 $0

Premium $3,100 $1,799 $1,500 $299

E
M

O
T

IO
N

A
L

 H
E

A
L

T
H

P
A

R
E

N
T

IN
G

E
L

D
E

R
C

A
R

E
L

E
G

A
L

Co
un

se
lin

g,
 C

on
su

lt
at

io
ns

 
&

 R
ef

er
ra

ls
• 

A
lc

oh
ol

 &
 D

ru
g 

Co
nc

er
ns

• 
A

nx
ie

ty
• 

Ch
ro

ni
c 

Ill
ne

ss
• 

D
ep

re
ss

io
n

• 
Ea

tin
g 

D
is

or
de

rs
• 

Fa
m

ily
 &

 R
el

at
io

ns
hi

p 
Co

nc
er

ns
• 

G
am

bl
in

g
• 

M
ed

ita
tio

n
• 

M
in

df
ul

ne
ss

• 
Pa

rt
ne

r V
io

le
nc

e
• 

Sm
ok

in
g 

Ce
ss

at
io

n
• 

Sl
ee

p 
Is

su
es

• 
St

re
ss

 M
an

ag
em

en
t

 U
p 

to
 e

ig
ht

 (8
) c

ou
ns

el
in

g 
se

ss
io

ns

Ch
ild

ca
re

 C
on

su
lt

at
io

n 
&

 R
ef

er
ra

ls
• 

Ba
ck

-u
p 

Ca
re

• 
Be

fo
re

/A
ft

er
 S

ch
oo

l
• 

Ch
ild

ca
re

 C
en

te
rs

• 
Fa

m
ily

 D
ay

 C
ar

e
• 

N
an

ni
es

 &
 In

-h
om

e 
Ca

re
• 

Su
m

m
er

 C
am

ps
 In

fo
rm

at
io

n 
&

 S
up

po
rt

• 
Ad

ol
es

ce
nc

e
• 

Ad
op

tio
n

• 
Ch

ild
 D

ev
el

op
m

en
t

• 
Co

lle
ge

 P
la

nn
in

g
• 

N
ew

 P
ar

en
ts

 a
nd

 P
re

gn
an

cy
• 

Sp
ec

ia
l N

ee
ds

Co
ns

ul
ta

ti
on

 &
 R

ef
er

ra
ls

 
• 

A
ss

is
te

d 
Li

vi
ng

 F
ac

ili
tie

s
• 

Ca
re

gi
ve

r S
up

po
rt

• 
Co

m
m

un
ity

 S
er

vi
ce

s
• 

H
om

e 
H

ea
lth

 C
ar

e
• 

H
os

pi
ce

• 
M

ed
ic

ar
e/

M
ed

ic
ai

d
• 

N
ur

si
ng

 H
om

es
• 

Re
sp

ite
 C

ar
e

• 
So

ci
al

 S
ec

ur
ity

• 
Tr

an
sp

or
ta

tio
n

Co
ns

ul
ta

ti
on

 &
 R

ef
er

ra
ls

    
• 

Ba
nk

ru
pt

cy
   

 
• 

Ch
ild

 C
us

to
dy

 &
 S

up
po

rt
• 

Co
ns

um
er

 Is
su

es
• 

El
de

r L
aw

• 
Es

ta
te

 P
la

nn
in

g
• 

Im
m

ig
ra

tio
n

• 
La

nd
lo

rd
 Te

na
nt

 D
is

pu
te

s
• 

Re
al

 E
st

at
e 

Co
nc

er
ns

• 
Re

st
ra

in
in

g 
O

rd
er

s
• 

Se
pa

ra
tio

n 
&

 D
iv

or
ce

• 
W

ill
s 

&
 T

ru
st

s
 *S

ee
 b

ac
k 

fo
r l

eg
al

 d
is

cl
ai

m
er

F
IN

A
N

C
IA

L
W

O
R

K
C

O
N

V
E

N
IE

N
C

E
 S

E
R

V
IC

E
S

N
U

T
R

IT
IO

N

Co
ns

ul
ta

ti
on

 &
 R

ef
er

ra
ls

• 
Bu

dg
et

in
g

• 
Cr

ed
it 

Pr
ob

le
m

s
• 

D
eb

t M
an

ag
em

en
t

• 
Fi

na
nc

ia
l W

el
lb

ei
ng

• 
H

om
e 

bu
yi

ng
 In

fo
rm

at
io

n
• 

In
su

ra
nc

e 
Pl

an
ni

ng
• 

Re
tir

em
en

t P
la

nn
in

g
• 

Ta
x 

Re
so

ur
ce

s

Co
ns

ul
ta

ti
on

 &
 R

ef
er

ra
ls

• 
Ca

re
er

 E
xp

lo
ra

tio
n

• 
Jo

b 
Pe

rf
or

m
an

ce
 C

on
ce

rn
s

• 
Jo

b 
Se

ar
ch

 S
tr

at
eg

ie
s

• 
Re

su
m

e 
Re

vi
ew

• 
Ti

m
e 

M
an

ag
em

en
t

• 
W

or
k-

lif
e 

In
te

gr
at

io
n

• 
W

or
k 

St
re

ss

In
fo

rm
at

io
n 

&
 R

ef
er

ra
ls

• 
Co

m
m

un
ity

 E
du

ca
tio

n 
Cl

as
se

s
• 

Fi
tn

es
s 

Pr
og

ra
m

s 
&

 T
ra

in
er

s
• 

H
om

e 
Cl

ea
ni

ng
   

 
• 

H
om

e 
Re

pa
ir 

Se
rv

ic
es

• 
M

ov
in

g 
Se

rv
ic

es
• 

O
rg

an
iz

er
 S

er
vi

ce
s

• 
Pe

t C
ar

e
• 

Re
lo

ca
tio

n 
In

fo
rm

at
io

n
• 

Yo
ga

 C
la

ss
es

Co
ns

ul
ta

ti
on

 &
 In

fo
rm

at
io

n:
• 

Ch
ild

 F
rie

nd
ly

 M
ea

ls
• 

D
ia

be
te

s
• 

Fo
od

 A
lle

rg
ie

s
• 

G
as

tr
oi

nt
es

tin
al

 P
ro

bl
em

s
• 

H
ea

lth
y 

Ea
tin

g
• 

H
ig

h 
Bl

oo
d 

Pr
es

su
re

• 
H

ig
h 

Ch
ol

es
te

ro
l

• 
La

ct
at

io
n

• 
W

ei
gh

t M
an

ag
em

en
t

EM
P

LO
Y

EE
 A

SS
IS

TA
N

C
E 

A
N

D
 W

O
R

K
-L

IF
E 

P
R

O
G

R
A

M

A
 fr

ee
, c

on
fid

en
tia

l p
ro

gr
am

 fo
r e

m
pl

oy
ee

s 
an

d 
ad

ul
t h

ou
se

ho
ld

 m
em

be
rs

. H
er

e’
s 

ho
w

 w
e 

ca
n 

he
lp

:

W
eb

si
te

: m
y.

kg
al

ife
se

rv
ic

es
.c

om
 

Co
m

pa
ny

 c
od

e:
  c

ar
pe

nt
er

s

A
va

ila
bl

e 
24

/7
   

  
80

0-
64

8-
95

57
   

  
in

fo
@

kg
re

er
.c

om




