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This document is an outline of the coverage provided under
your employer’s benefit plans based on information provided
by your company. It does not include all the terms, coverage,
exclusions, limitations, and conditions contained in the official
Plan Document, applicable insurance policies and contracts
(collectively, the “plan documents”). The plan documents
themselves must be read for those details. The intent of this
document is to provide you with general information about
your employer’s benefit plans. It does not necessarily
address all the specific issues which may be applicable to
you. It should not be construed as, nor is it intended to
provide, legal advice. To the extent that any of the
information contained in this document is inconsistent with
the plan documents, the provisions set forth in the plan
documents will govern in all cases. If you wish to review the
plan documents or you have questions regarding specific 
issues or plan provisions, you should contact your Human
Resources Department.

BENEFITS
OVERVIEW

Benefits Offered

Arrowleaf is proud to offer a comprehensive benefits package to 
full-time eligible employees who work 35 hours per week. The 
complete benefits package is briefly summarized in this booklet. 
You will receive plan booklets, which give you more detailed 
information about each of these programs.

You share the costs of some benefits (medical), and Arrowleaf
provides other benefits at no cost to you (life, accidental death &
dismemberment). In addition, there are voluntary benefits with 
reasonable group rates that you can purchase through payroll 
deductions.

• Medical

• Dental - Low plan

• Voluntary Dental - High plan

• Voluntary Vision

• Life Insurance and Accidental Death & Dismemberment 

(AD&D) Insurance

• Voluntary Short Term Disability

• Accident Insurance

• Critical Illness Insurance

• Hospital Indemnity Insurance

• Employee Assistance Program

Eligibility

You and your dependents are eligible for Arrowleaf benefits on the 
first of the month following 60 days of employment.

Eligible dependents are your spouse or domestic partner, children 
under age 26 and disabled dependents of any age.

Elections made now will remain until the next open enrollment 
unless you or your family members experience a qualifying event. If 
you experience a qualifying event, you must contact HR within 30 
days.
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If you have specific questions about a benefit plan, please contact the administrator listed below, or your local human resources 
department.

BENEFIT ADMINISTRATOR PHONE WEBSITE/EMAIL

Medical BlueCross BlueShield of Illinois 800.538.8838 www.bcbsil.com

Dental - Low Plan BlueCross BlueShield of Illinois 800.538.8838 www.bcbsil.com

Voluntary Dental - High Plan BlueCross BlueShield of Illinois 800.538.8838 www.bcbsil.com

Voluntary Vision BlueCross BlueShield of Illinois 855.362.5539 www.eyemedvisioncare.com/bcbsilvis

Life and AD&D BlueCross BlueShield of Illinois 800.538.8838 www.bcbsil.com

Voluntary Short Term Disability Guardian 800.268.2525 www.guardiananytime.com

Accident Insurance Guardian 800.268.2525 www.guardiananytime.com

Critical Illness Insurance Guardian 800.268.2525 www.guardiananytime.com

Hospital Indemnity Insurance Guardian 800.268.2525 www.guardiananytime.com

Employee Assistance Program ComPsych 800.890.1213 www.guidanceresources.com

Carly Reichert Human Resource Generalist 618.658.3079 carly.reichert@myarrowleaf.org

Sydney Charles Chief Human Resources Officer 618.652.2044 sydney.charles@myarrowleaf.org

Lisa Dutton Senior Director of Payables 618.652.2083 lisa.dutton@myarrowleaf.org

Mallory Hartman Sr. Director of HR – Talent Strategy 

& Development

618.652.2048 mallory.hartman@myarrowleaf.org

Shannon Garrett Insurance Broker/Consultant 217.433.5650 shannon_garrett@ajg.com

CONTACT
INFORMATION

http://www.bcbsil.com/
http://www.bcbsil.com/
http://www.bcbsil.com/
http://www.eyemedvisioncare.com/bcbsilvis
http://www.bcbsil.com/
http://www.guardiananytime.com/
http://www.guardiananytime.com/
http://www.guardiananytime.com/
http://www.guardiananytime.com/
http://www.guidanceresources.com/
mailto:carly.reichert@myarrowleaf.org
mailto:sydney.charles@myarrowleaf.org
mailto:lisa.dutton@myarrowleaf.org
mailto:mallory.hartman@myarrowleaf.org
mailto:shannon_garrett@ajg.com
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MIBCO2045 Blue Choice Options 2045

Blue Choice In-Network Out-of-Network
Lifetime Benefit Maximum Unlimited

Calendar Year Deductible $1,500 single / $4,500 family $3,750 single / $11,250 family $7,500 single / $22,500 family

Calendar Year Out-of-Pocket Maximum $3,500 single / $10,500 family $6,000 single / $12,000 family $18,000 single / $36,000 family

Coinsurance 10% 30% 50%

DOCTOR’S OFFICE
Primary Care Office Visit $35 copay per visit $55 copay per visit 50% after deductible

Specialist Office Visit $60 copay per visit $110 copay per visit 50% after deductible

Preventive Care (screening,
immunizations)

0% 0% 50% after deductible

Diagnostic Test
(x-ray, blood)

Primary care: $35 copay per visit;
Specialist: $60 copay per visit

Primary care: $55 copay per visit;
Specialist: $110 copay per visit

50% after deductible

Imaging
(CT/PET scans, MRIs)

10% after deductible 30% after deductible 50% after deductible

PRESCRIPTION DRUGS*

Retail—Generic Drugs (Preferred) (30-
day supply or 90-day supply at a
network of select retail pharmacies)

Preferred: $5 copay per prescription;
Non-Preferred: $15 copay per prescription

Preferred: $5 copay per prescription;
Non-Preferred: $15 copay per prescription

$15 copay per prescription

Retail—Generic Drugs (Non-Preferred)
(30-day supply or 90-day supply at a
network of select retail pharmacies)

Preferred: $15 copay per prescription;
Non-Preferred: $25 copay per prescription

Preferred: $15 copay per prescription;
Non-Preferred: $25 copay per prescription

$25 copay per prescription

Retail—Brand Drugs (Preferred)
(30-day supply or 90-day supply at a
network of select retail pharmacies)

Preferred: $45 copay per prescription;
Non-Preferred: $65 copay per prescription

Preferred: $45 copay per prescription;
Non-Preferred: $65 copay per prescription

$65 copay per prescription

Retail—Brand Drugs (Non-Preferred)
(30-day supply or 90-day supply at a
network of select retail pharmacies)

Preferred: $85 copay per prescription;
Non-Preferred: $105 copay per
prescription

Preferred: $85 copay per prescription;
Non-Preferred: $105 copay per
prescription

$105 copay per prescription

Specialty Drugs
(Preferred / Non-Preferred)
(30-day supply)

$250 copay per prescription /
$350 copay per prescription

$250 copay per prescription /
$350 copay per prescription

$250 copay per prescription /
$350 copay per prescription

Mail Order—Generic Drugs (Preferred)
(90-day supply)

$15 copay per prescription $15 copay per prescription Not covered

Mail Order—Generic Drugs
(Non-Preferred)
(90-day supply)

$45 copay per prescription $45 copay per prescription Not covered

Mail Order—Brand Drugs (Preferred)
(90-day supply)

$135 copay per prescription $135 copay per prescription Not covered

Mail Order—Brand Drugs
(Non-Preferred)
(90-day supply)

$255 copay per prescription $255 copay per prescription Not covered

*All Out-of-Network prescriptions are subject to a 50% additional charge after the applicable copayment/coinsurance. Additional charge will not apply to any deductible
or out-of-pocket amounts.

Administered by BlueCross BlueShield of Illinois

Comprehensive and preventive healthcare coverage is important in protecting you and your family from the
financial risks of unexpected illness and injury. A little prevention usually goes a long way—especially in
healthcare. Routine exams and regular preventive care provide an inexpensive review of your health.
Small problems can potentially develop into large expenses. By identifying the problems early, often they can
be treated at little cost.

Comprehensive healthcare also provides peace of mind. In case of an illness or injury, you and your 
family are covered with an excellent medical plan through Arrowleaf.

Arrowleaf offers you a choice of three (3) PPO medical plans and one HSA Plan for IL residents only. With
the PPO, you may select where you receive your medical services. If you use in-network providers, your
costs will be less.

MEDICAL
BENEFITS
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MIBCO2045 Blue Choice Options 2045

Blue Choice In-Network Out-of-Network

HOSPITAL SERVICES

Emergency Room
(per occurrence deductible waived if
admitted)

$400 POD per visit plus
10% after deductible

$400 POD per visit plus
10% after deductible

$400 POD per visit plus
10% after deductible

Inpatient
$250 copay per visit plus 10% after

deductible
$500 copay per visit plus 30% after

deductible
$600 copay per visit plus 50% after

deductible

Outpatient Surgery
$200 copay per visit plus 10% after

deductible
$400 copay per visit plus 30% after

deductible
$500 copay per visit plus 50% after

deductible

Ambulance Service 10% after deductible 10% after deductible 10% after deductible

Urgent Care $75 copay per visit $75 copay per visit $75 copay per visit

MENTAL HEALTH SERVICES

Inpatient Services
$250 copay per visit plus 10% after

deductible
$500 copay per visit plus 30% after

deductible
$600 copay per visit plus 50% after

deductible

Outpatient Services

Office visit - $35 copay;
Other outpatient services - 10% after

deductible

Office visit - $55 copay;
Other outpatient services - 30% after

deductible
50% after deductible

SUBSTANCE ABUSE SERVICES

Inpatient Services
$250 copay per visit plus 10% after

deductible
$500 copay per visit plus 30% after

deductible
$600 copay per visit plus 50% after

deductible

Outpatient Services

Office visit - $35 copay;
Other outpatient services - 10% after

deductible

Office visit - $55 copay;
Other outpatient services - 30% after

deductible
50% after deductible

OTHER SERVICES

Maternity Services
Primary care - $35 copay per initial visit;

Specialist - $60 copay per initial visit
Primary care - $55 copay per initial visit;

Specialist - $110 copay per initial visit
50% after deductible

All other maternity hospital/ physician
services

$250 copay per visit plus 10% after
deductible

$500 copay per visit plus 30% after
deductible

$600 copay per visit plus 50% after
deductible

Muscle Manipulation Services
(30 visits per calendar years)

Covered Covered Covered

Physical, Occupational and Speech
Therapy Services

10% after deductible 30% after deductible 50% after deductible

Skilled Nursing
$250 copay per visit plus 10% after

deductible
$500 copay per visit plus 30% after

deductible
$600 copay per visit plus 50% after

deductible

MEDICAL
BENEFITS (Continued)
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MIBCO2055 Blue Choice Options 2055

Blue Choice In-Network Out-of-Network
Lifetime Benefit Maximum Unlimited

Calendar Year Deductible $4,250 single / $10,500 family $5,250 single / $10,500 family $10,000 single / $31,500 family

Calendar Year Out-of-Pocket Maximum $6,100 single / $12,200 family $6,100 single / $12,200 family $18,300 single / $36,600 family

Coinsurance 20% 40% 50%

DOCTOR’S OFFICE

Primary Care Office Visit $40 copay per visit $65 copay per visit 50% after deductible

Specialist Office Visit $65 copay per visit $130 copay per visit 50% after deductible

Preventive Care
(screening, immunizations)

0% 0% 50% after deductible

Diagnostic Test
(x-ray, blood)

Primary care: $40 copay per visit;
Specialist: $65 copay per visit

Primary care: $65 copay per visit;
Specialist: $130 copay per visit

50% after deductible

Imaging
(CT/PET scans, MRIs) 20% after deductible 40% after deductible 50% after deductible

PRESCRIPTION DRUGS*

Retail—Generic Drugs (Preferred)
(30-day supply or 90-day supply at a network
of select retail pharmacies)

Preferred: $5 copay per prescription;
Non-Preferred: $15 copay per

prescription

Preferred: $5 copay per prescription;
Non-Preferred: $15 copay per prescription $15 copay per prescription

Retail—Generic Drugs (Non-Preferred)
(30-day supply or 90-day supply at a network
of select retail pharmacies)

Preferred: $15 copay per prescription;
Non-Preferred: $25 copay per

prescription

Preferred: $15 copay per prescription;
Non-Preferred: $25 copay per prescription

$25 copay per prescription

Retail—Brand Drugs (Preferred)
(30-day supply or 90-day supply at a network
of select retail pharmacies)

Preferred: $45 copay per prescription;
Non-Preferred: $65 copay per

prescription

Preferred: $45 copay per prescription;
Non-Preferred: $65 copay per prescription

$65 copay per prescription

Retail—Brand Drugs (Non-Preferred)
(30-day supply or 90-day supply at a network
of select retail pharmacies)

Preferred: $85 copay per prescription;
Non-Preferred: $105 copay per

prescription

Preferred: $85 copay per prescription;
Non-Preferred: $105 copay per

prescription

$105 copay per prescription

Specialty Drugs
(Preferred / Non-Preferred)
(30-day supply)

$250 copay per prescription /
$350 copay per prescription

$250 copay per prescription /
$350 copay per prescription

$250 copay per prescription /
$350 copay per prescription

Mail Order—Generic Drugs (Preferred)
(90-day supply)

$15 copay per prescription $15 copay per prescription Not covered

Mail Order—Generic Drugs
(Non-Preferred)
(90-day supply)

$45 copay per prescription $45 copay per prescription Not covered

Mail Order—Brand Drugs (Preferred)
(90-day supply)

$135 copay per prescription $135 copay per prescription Not covered

Mail Order—Brand Drugs
(Non-Preferred)
(90-day supply)

$255 copay per prescription $255 copay per prescription Not covered

*All Out-of-Network prescriptions are subject to a 50% additional charge after the applicable copayment/coinsurance. Additional charge will not apply to any deductible or
out-of-pocket amounts.

MEDICAL
BENEFITS (Continued)
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MEDICAL
BENEFITS (Continued)

MIBCO2055 BLUE CHOICE OPTIONS 2055

Blue Choice In-Network Out-of-Network

HOSPITAL SERVICES

Emergency Room
(per occurrence deductible waived if
admitted)

$500 POD per visit plus 20% after
deductible

$500 POD per visit plus 20% after
deductible

$500 POD per visit plus 20% after
deductible

Inpatient
$250 copay per visit plus 20% after

deductible
$500 copay per visit plus 40% after

deductible
$600 copay per visit plus 50% after

deductible

Outpatient Surgery
$200 copay per visit plus 20% after

deductible
$400 copay per visit plus 40% after

deductible
$500 copay per visit plus 50% after

deductible

Ambulance Service 20% after deductible 20% after deductible 20% after deductible

Urgent Care $75 copay per visit $75 copay per visit $75 copay per visit

MENTAL HEALTH SERVICES

Inpatient Services
$250 copay per visit plus 20% after

deductible
$500 copay per visit plus 40% after

deductible

$600 copay per visit plus 50% after
deductible

Outpatient Services

Office visit - $40 copay;
Other outpatient services - 20% after

deductible

Office visit - $65 copay;
Other outpatient services - 40% after

deductible
50% after deductible

SUBSTANCE ABUSE SERVICES

Inpatient Services
$250 copay per visit plus 20% after

deductible
$500 copay per visit plus 40% after

deductible
$600 copay per visit plus 50% after

deductible

Outpatient Services

Office visit - $40 copay;
Other outpatient services - 20% after

deductible

Office visit - $65 copay;
Other outpatient services - 40% after

deductible
50% after deductible

OTHER SERVICES

Maternity Services
Primary care - $40 copay per initial visit;

Specialist - $65 copay per initial visit
Primary care - $65 copay per initial visit;

Specialist - $130 copay per initial visit
50% after deductible

All other maternity hospital/ physician
services

$250 copay per visit plus 20% after
deductible

$500 copay per visit plus 40% after
deductible

$600 copay per visit plus 50% after
deductible

Muscle Manipulation Services
(30 visits per calendar years)

Covered Covered Covered

Physical, Occupational and Speech Therapy
Services

20% after deductible 40% after deductible 50% after deductible

Skilled Nursing
$250 copay per visit plus 20% after

deductible
$500 copay per visit plus 40% after

deductible

$600 copay per visit plus 50% after
deductible
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MIBCO4075 Blue Choice Options 4075

Blue Choice In-Network Out-of-Network

Lifetime Benefit Maximum Unlimited

Calendar Year Deductible $5,250 single / $10,500 family $6,250 single / $12,500 family $18,750 single / $37,500 family

Calendar Year Out-of-Pocket Maximum $7,100 single / $14,200 family $8,100 single / $16,200 family $24,300 single / $48,600 family

Coinsurance 20% 40% 50%

DOCTOR’S OFFICE

Primary Care Office Visit $45 copay per visit $70 copay per visit 50% after deductible

Specialist Office Visit $70 copay per visit $130 copay per visit 50% after deductible

Preventive Care
(screening, immunizations)

0% 0% 50% after deductible

Diagnostic Test
(x-ray, blood)

Primary Care: $45 copay per visit;

Specialist: $70 copay per visit

Primary Care: $70 copay per visit;

Specialist: $130 copay per visit
50% after deductible

Imaging
(CT/PET scans, MRIs) 20% after deductible 40% after deductible 50% after deductible

PRESCRIPTION DRUGS*

Retail—Generic Drugs (Preferred)
(30-day supply or 90-day supply at a network of
select retail pharmacies)

Preferred: $5 copay per prescription;
Non-Preferred: $15 copay per prescription

$15 copay per prescription

Retail—Generic Drugs
(Non-Preferred)
(30-day supply or 90-day supply at a network of
select retail pharmacies)

Preferred: $15 copay per prescription;
Non-Preferred: $25 copay per prescription

$25 copay per prescription

Retail—Brand Drugs (Preferred)
(30-day supply or 90-day supply at a network of
select retail pharmacies)

Preferred: $45 copay per prescription;
Non-Preferred: $65 copay per prescription

$65 copay per prescription

Retail—Brand Drugs
(Non-Preferred)
(30-day supply or 90-day supply at a network of
select retail pharmacies)

Preferred: $85 copay per prescription;
Non-Preferred: $105 copay per prescription

$105 copay per prescription

Specialty Drugs
(Preferred / Non-Preferred)
(30-day supply)

$250 copay per prescription /
$350 copay per prescription

$250 copay per prescription /
$350 copay per prescription

Mail Order—Generic Drugs (Preferred)
(90-day supply)

$15 copay per prescription
Not covered

Mail Order—Generic Drugs
(Non-Preferred)
(90-day supply)

$45 copay per prescription
Not covered

Mail Order—Brand Drugs (Preferred)
(90-day supply)

$135 copay per prescription
Not covered

Mail Order—Brand Drugs
(Non-Preferred)
(90-day supply)

$255 copay per prescription
Not covered

*All Out-of-Network prescriptions are subject to a 50% additional charge after the applicable copayment/coinsurance. Additional charge will not apply to any deductible or
out-of-pocket amounts.

MEDICAL
BENEFITS (Continued)
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MEDICAL
BENEFITS (Continued)

MIBCO4075 Blue Choice Options 4075

Blue Choice In-Network Out-of-Network

HOSPITAL SERVICES

Emergency Room $500 POD per visit plus 20% after
deductible

$500 POD per visit plus 20% after
deductible

$500 POD per visit plus 20% after
deductible

Inpatient $250 copay per visit plus 20%
after deductible

$500 copay per visit plus 40%
after deductible

$600 copay per visit plus 50%
after deductible

Outpatient Surgery $200 copay per visit plus 20% after
deductible

$400 copay per visit plus 40%
after deductible

$500 copay per visit plus 50%
after deductible

Ambulance Service 20% after deductible 20% after deductible 20% after deductible

Urgent Care $75 copay per visit $75 copay per visit $75 copay per visit

MENTAL HEALTH SERVICES

Inpatient Services $250 copay per visit plus 20% after
deductible

$500 copay per visit plus 40%
after deductible

$600 copay per visit plus 50%
after deductible

Outpatient Services Office visit - $45 copay;
Other outpatient services - 20% after

deductible

Office visit - $70 copay;
Other outpatient services - 40% after

deductible

50% after deductible

SUBSTANCE ABUSE SERVICES

Inpatient Services $250 copay per visit plus 20% after
deductible

$500 copay per visit plus 40%
after deductible

$600 copay per visit plus 50%
after deductible

Outpatient Services Office visit - $45 copay;
Other outpatient services - 20% after

deductible

Office visit - $70 copay;
Other outpatient services - 40% after

deductible

50% after deductible

OTHER SERVICES

Maternity Services Primary care - $45 copay per initial visit;
Specialist - $70 copay per initial visit

Primary care - $70 copay per initial visit;
Specialist - $130 copay per initial visit

50% after deductible

All other maternity hospital/ physician
services

$250 copay per visit plus 20% after
deductible

$500 copay per visit plus 40% after
deductible

$600 copay per visit plus 50% after
deductible

Muscle Manipulation Services
(30 visits per calendar years)

Covered Covered Covered

Physical, Occupational and Speech Therapy
Services

20% after deductible 40% after deductible 50% after deductible

Skilled Nursing $250 copay per visit plus 20% after
deductible

$500 copay per visit plus 40% after
deductible

$600 copay per visit plus 50% after
deductible
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MIESE4024 BlueEdge Select HSA 4024 (IL Residents Only)

In-Network Out-of-Network

Lifetime Benefit Maximum Unlimited

Calendar Year Deductible $7,500 single / $15,000 family $15,000 single / $30,000 family

Calendar Year Out-of-Pocket Maximum $7,500 single / $15,000 family $15,000 single / $30,000 family

Coinsurance 0% 0%

DOCTOR’S OFFICE

Primary Care Office Visit 0% after deductible 0% after deductible

Specialist Office Visit 0% after deductible 0% after deductible

Preventive Care (screening,
immunizations)

0% 0% after deductible

Diagnostic Test (x-ray, blood)
0% after deductible 0% after deductible

Imaging
(CT/PET scans, MRIs) 0% after deductible 0% after deductible

PRESCRIPTION DRUGS

Retail—Generic Drugs (Preferred)
(30-day supply or 90-day supply at a network of select retail
pharmacies)

0% after deductible
0% after deductible

Retail—Generic Drugs
(Non- Preferred)
(30-day supply or 90-day supply at a network of select retail
pharmacies)

0% after deductible
0% after deductible

Retail—Brand Drugs (Preferred)
(30-day supply or 90-day supply at a network of select retail
pharmacies)

0% after deductible
0% after deductible

Retail—Brand Drugs
(Non-Preferred)
(30-day supply or 90-day supply at a network of select retail
pharmacies)

0% after deductible 0% after deductible

Specialty Drugs
(Preferred / Non-Preferred)
(30-day supply)

0% after deductible 0% after deductible

Mail Order—Generic Drugs (Preferred)
(90-day supply)

N/A
N/A

Mail Order—Generic Drugs
(Non-Preferred)
(90-day supply)

N/A
N/A

Mail Order—Brand Drugs (Preferred)
(90-day supply)

N/A
N/A

Mail Order—Brand Drugs
(Non-Preferred)
(90-day supply)

N/A
N/A

MEDICAL
BENEFITS (Continued)
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MEDICAL
BENEFITS (Continued)

MIESE4024 BlueEdge Select HSA 4024 (IL Residents Only)

In-Network Out-of-Network

HOSPITAL SERVICES

Emergency Room 0% after deductible 0% after deductible

Inpatient 0% after deductible 0% after deductible

Outpatient Surgery 0% after deductible 0% after deductible

Ambulance Service 0% after deductible 0% after deductible

Urgent care 0% after deductible 0% after deductible

MENTAL HEALTH SERVICES

Inpatient Services 0% after deductible 0% after deductible

Outpatient Services 0% after deductible 0% after deductible

SUBSTANCE ABUSE SERVICES

Inpatient Services 0% after deductible 0% after deductible

Outpatient Services 0% after deductible 0% after deductible

OTHER SERVICES

Maternity Services 0% after deductible 0% after deductible

All other maternity hospital/ physician services
0% after deductible 0% after deductible

Muscle Manipulation Services (30 visits per
calendar years)

Covered Covered

Physical, Occupational and Speech Therapy Services
0% after deductible 0% after deductible

Skilled Nursing 0% after deductible 0% after deductible
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“How to Choose a Plan” Decision Guide 

If you primarily use preventive care → consider the BlueEdge Select HSA 4024.

This plan, although it has a very high deductible and no copays, does have FREE treatment for preventive care services. 

If you expect higher medical usage → consider MIBCO2045 Blue Choice Options. 

This plan has a significantly lower out of pocket cost than the other plans. If you choose this plan, “all in” exposure under the Blue Choice 

network will only be $3500 if you are a single person. That includes all copays, deductibles, and coinsurance for the calendar year. 

If you want to be able to pay a low copay when you see a physician or pick up an Rx, but do not expect to have expensive medical claims→ 

consider MIBCO2055 Blue Choice Options 2055 or MIBCO4075 Blue Choice Options 4075

These plans have lower per pay deductions than the plan referenced for high medical users but keep point of service usage low since they are 

driven by copays. 

If you want the lowest paycheck deduction → consider the BlueEdge Select HSA 4024

Here is additional information to help you understand the difference between choosing one of the three Blue Options Plans vs The BlueEdge

Select HSA: 

You will have four insurance plans to choose from this year. The first three in your booklet are traditional PPO’s but with two tiers of benefits. 

These plans utilize the Blue Choice Options network. This means that if you use Tier 1 (Blue Choice) Providers, you will receive lower out of 

pocket costs and higher benefits by utilizing a smaller network of providers. If you choose to go outside of that network but still remain in the 

PPO network, then you will still have copays for certain services and not be subject to out of network benefits. However, you will be subject to 

higher out of pocket costs. To search for providers in this new network, please refer to the Blue Choice Options Provider Finder Member Flier, 

which is included within, and follow the instructions.

In the plans described above, you will still have copays for doctor visits and for prescriptions. In the last plan option, the BlueEdge Select HSA 

4024 (IL residents only), you will not. You will also ONLY have access to Blue Choice providers under this plan…no second tier. This plan is 

an HSA (Health Savings Account) compatible plan and ALL charges are subject to deductible and coinsurance. To provide a scenario to 

further explain…

If you were to go see your primary care physician about an illness using any of the Blue Choice Options plans, you would only pay a 

designated copay as long you are using an in-network providers. If you were to see that same physician about that same illness, using the 

Blue Edge Select plan,  then you would have to pay the full amount for that office visit minus the negotiated discount. For instance, let’s say 

the full charge for that visit was $150. You would not pay that amount at the time of service because the bill would need to make its way to 

Blue Cross first. Once your provider sends it in, it will be discounted according to their scheduled allowance and then a bil l will be sent back to 

you for your payment. In most cases, this discount will be around 50%, leaving you with about $75 to pay, in this example. The $75 you spend 

on this visit will go toward meeting your deductible and out of pocket maximum on the plan. A similar scenario would occur with prescriptions 

at the pharmacy since you would have no copays for Rx either, BUT you would need to pay at the point of service rather than waiting to be 

billed at home. 

Arrowleaf contributes up to $700 per month toward the premium for single coverage.  If the premium for the selected plan exceeds $700 per

month, or exceeds the cost of the highest premium plan offered by the agency, the employee will be responsible for paying the difference, 

which is deducted from payroll.  Dependent coverage may be available at the employee’s option, with the full cost paid by the employee.

• Open enrollment start and end dates January 12th –January 20th

• Deadline to make elections or changes is January 20th

• When coverage becomes effective February 1st, 2026

• First Payroll deduction is February 27, 2026

• Consequences of not enrolling or missing the deadline If you do not enroll by the deadline, you will not have coverage star ting 2/1/2026. 

After the deadline, the only opportunity you will have to choose a plan will be if a qualifying event occurs. Examples

:• Birth/adoption, death

• Divorce/marriage

• Involuntary loss of other coverage

Steps to enroll in ADP & who to contact internally for assistance with enrolling in ADP (Sydney, Carly, or Mallory, or contact ADP support 

team) 

o My Life Advisor (ADP Support): Email: mylifeadvisor@adp.com Phone: (855) 547-8508 

o Steps to enroll: ADP will have a pop up when an employee logs in that should prompt them to select benefits by the deadline if they haven't 

already. Employees can view their benefits and selections by logging into ADP and going to: Myself tab > Benefits > Enrollments > View 

Benefits











Welcome to Member Rewards!

Welcome to 
Member Rewards!
Compare costs, save money 
and earn cash rewards.

MRI: $1,500
Cash Back: $150

MRI: $3,000
Cash Back: $50

Step 1

Search online via Provider Finder®

to find a reward-eligible location

for your procedure or service.

Step 3

Receive a cash reward by check, 

which will be mailed directly to 

your home, after your claim is

paid and the location is verified as 

reward-eligible.

Costs for the samemedical care can vary.
With Member Rewards, you can shop and earn cash rewards for procedures and services, which can vary based on 

location. It is quick and easy to shop in-network for scans, colonoscopies, surgeries and more. The Member Rewards 

program is part of your health plan benefits and administered by Sapphire Digital.

How it works

Shop online with Provider Finder by visiting bcbsil.com, register or log in to 

Blue Access for MembersSM and select “Find Care.” If you need help, call the 

Customer Service number on the back of your member ID card.

Get the procedure or service 

at your chosen reward-eligible 

location.

Step 2

244117.0922

Sapphire Digital is an independent company that has contracted with Blue Cross and Blue Shield of Illinois (BCBSIL) to administer the Member Rewards program for members with coverage

through BCBSIL. Reward-eligible options and reward amounts are subject to change. Eligibility for rewards is subject to terms and conditions of the Member Rewards program. Amounts

received through Member Rewards may be taxable. BCBSIL does not provide tax advice. Members that have primary coverage with Medicaid or Medicare are not eligible to receive incentive

rewards under the Member Rewards program.

BCBSIL makes no endorsement, representations or warranties regarding third-party vendors and the products and services offered by them.

Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corporation,

a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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Administered by BlueCross BlueShield of Illinois

Good oral care enhances overall physical health, appearance and mental well-being. Problems with the teeth and gums are common 
and easily treated health problems. Keep your teeth healthy and your smile bright with the Arrowleaf dental benefit plan.

SERVICES

DINHM44

IN-NETWORK OUT-OF-NETWORK**

Calendar Year Deductible $50 per person; $150 family limit $50 per person; $150 family limit

Calendar Year Benefit Maximum $1,500 $1,000

Preventive Dental Services (prophylaxis (cleanings), 
topical fluoride applications)

100% 80%

Basic Dental Services (amalgams, resin-based
composite restorations) 80% after deductible 60% after deductible

Major Dental Services (single crown restorations, 
inlays/onlay restorations, labial veneer restorations, 
crowns placed over implants)

50% after deductible* 40% after deductible*

Orthodontia Services Not covered

*A 12-month waiting period applies for these services.

**All benefits are based upon the Allowable Amount, which is the amount determined by BCBSIL as the maximum amount eligible for payment of
benefits. A Contracting Dentist cannot balance bill for charges in excess of the Allowable Amount. Benefits for covered services provided by a
Non-Contracting Dentist will be based upon the same Allowable Amount, and it is likely that the Non-Contracting Dentist will balance bill for amounts 
above this, resulting in higher out-of-pocket expenses

DENTAL
LBENEFITS - LOW PLAN
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Administered by BlueCross BlueShield of Illinois

SERVICES

DINLR60

IN-NETWORK OUT-OF-NETWORK*

Calendar Year Deductible $50 per person; $150 family limit $50 per person; $150 family limit

Calendar Year Benefit Maximum $1,000 $1,000

Preventive Dental Services** (prophylaxis
(cleanings), topical fluoride applications) 100% 100%

Basic Dental Services (amalgams, resin-based 
composite restorations)

80% after deductible 80% after deductible

Major Dental Services (single crown restorations, 
inlays/onlay restorations, labial veneer restorations, 
crowns placed over implants)

50% after deductible*** 50% after deductible***

Orthodontia Services (covered to age 19) 50% to $1,000 lifetime maximum 50% to $1,000 lifetime maximum

* Benefits for covered services received from a Contracting Dentist are based on the Allowable Amount, and such Dentist cannot balance bill for
charges in excess of this Allowable Amount. Benefits for covered services received from a Non-Contracting Dentist will be based upon an Allowable 
Amount determined by BCBSIL, where non-contracting Allowable Amount will be not less than the amount BCBSIL would have paid, for the same 
covered service, supply, or procedure if performed or provided by a Contracting Dentist, and it is possible that such Dentist will balance bill for amounts 
above this.

**The Allowable Amount of covered services will not apply to the Participant's Annual Maximum benefit.

***A 12-month waiting period applies for these services.

VOLUNARY DENTAL
BENEFITS - HIGH PLAN
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VOLUNTARY VISION BENEFITS
Administered by BlueCross BlueShield of Illinois

Regular eye examinations can not only determine your need for corrective eyewear but
also may detect general health problems in their earliest stages. Protection for the eyes
should be a major concern to everyone.

Your coverage from a EyeMed doctor

SERVICE
IN-NETWORK

(any EYEMED provider)

OUT-OF-NETWORK

(any qualified non-network 

provider of your choice)

Eye Exam —

once every 12 months
$10 copay Up to $30

LENSES — ONCE EVERY 12 MONTHS

Single Vision Lenses $25 copay Up to $25

Lined Bifocal Lenses $25 copay Up to $40

Lined Trifocal Lenses $25 copay Up to $55

Lenticular Lenses $25 copay Up to $55

Frames —

once every 24 months
$100 allowance, 20% off 

balance over $100 Up to $50

CONTACT LENSES — ONCE EVERY 12 MONTHS IF YOU ELECT CONTACTS 
INSTEAD OF LENSES/FRAMES

Conventional
$100 allowance, 15% off 

balance over $100
Up to $80

Disposable
$100 allowance, plus 
balance over $100

Up to $80

Medically Necessary Covered in full Up to $210

Not everyone’s personal 
situation is the same;
your family needs may be 
different from the needs
of your coworkers.

In recognition of these 
differences, we offer 
voluntary benefits, which 
you can purchase at 
group rates.

VOLUNTARY VISION
BENEFITS
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LIFE AND ACCIDENTAL DEATH & DISMEMBERMENT INSURANCE

Administered by BlueCross BlueShield of Illinois

Life Insurance

Life insurance provides financial security for the people who depend on you. Your beneficiaries will receive a lump sum payment if 
you die while employed by Arrowleaf. The company provides basic life insurance of $50,000.

Accidental Death and Dismemberment (AD&D) Insurance

Accidental Death and Dismemberment (AD&D) insurance provides payment to you or your beneficiaries if you lose a limb or die in an 
accident. Arrowleaf provides AD&D coverage of $50,000.

DISABILITY INSURANCE

Administered by Guardian

Arrowleaf also provides disability insurance through Guardian. This benefit replaces a portion of your income if you become disabled 
and are unable to work.

LIFE & DISABILITY
INSURANCE

HOW IT WORKS WHO PAYS FOR THE BENEFIT

Short-term 

Disability

You receive 60% of your income from $100 to $1,500 per week. Benefits begin

after 14 calendar days of absence from work and continue for up to 26 weeks. Employee



























Arrowleaf

41

401(k)
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VACATION

Vacation with pay is granted to all regular full time employees and all regular part time employees. Newly hired regular full time 
employees will be credited with one vacation day (7 hrs or 8 hrs, as applicable) for each full calendar month of employment with the 
Corporation (and regular part time employees on a pro-rated basis). Vacation may not, however, be taken until the employee has 
completed their initial probationary period.

If a regular part time employee has become eligible to use their pro-rated accrued vacation, and they are selected to fill a full time 
position, they will be allowed to continue to use vacation previously earned.

Vacation days are earned on a monthly basis with the number to total annual days as follows:

• Accrual

Employees may not accumulate more than one year of earned vacation time beyond the end of the anniversary month of 
employment. If the employee reaches their maximum accrual, the additional vacation time beyond their one year shall 
automatically forward into sick time or the employee may elect to be paid at rates according to Payments in Lieu of Vacation 
section of this handbook.

Paid Leave for All Workers Act (PLAWA)

Full-time employees: Exempt and non-exempt

All employees working 40 hours per week will accrue 1 hour of paid time off per 40 hours worked until 40 hours of paid time off have 
accrued within a 12-month period. The start date of that 12-month period is January 1, 2026 or at the commencement of employment 
with Arrowleaf, whichever is later. Unused, accrued leave under this policy shall carry over annually from one 12-month period to the 
next 12-month period but an employee may not carry over more than 80 hours of leave under this policy from one 12-month period
to the next 12-month period.

Temporary, part-time, and seasonal employees:

Employees working less than full-time will be granted 1 hour of leave for every 40 hours worked, accruing a maximum of 40 hours of 
paid time off under this policy within a 12-month period. The start date of that 12- month period is January 1, 2026, or at the 
commencement of employment with Arrowleaf, whichever is later. Unused, accrued leave under this policy shall carry over annually 
from one 12-month period to the next 12- month period, but an employee may not carry over more than 80 hours of leave under this 
policy from one 12- month period to the next 12-month period.

Interns:

Interns are generally excluded but will be evaluated on a case-by-case basis to determine eligibility.

Years of service Annual vacation days Days earned per month

0 - 1 year 12 days 1 day

2 - 3 years 15 days 1.25 days

4 - 5 years 21 days 1.75 days

6 - 7 years 24 days 2 days

8 - 9 years 30 days 2.50 days

10+ years 39 days 3.25 days
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SICK
LEAVE
All employees, except temporary and call-in employees, shall earn sick leave at the rate of one (1) working day per full calendar 
month of service.

Paid sick leave may only be used for: the diagnosis, care, or treatment of an employee's own illness, injury, or health condition; or the 
diagnosis, care, or treatment of the mental or physical illness, injury, or health condition of an employee's family member; or
attending an appointment with a health care provider for the care of the employee or the employee's family member, including 
preventive care.

For purposes of this policy, family member means an employee's spouse, domestic partner, child (including a biological, adopted, 
foster, or step child, legal ward, child of a spouse or domestic partner, or any individual with whom the employee has or had an in 
loco parentis relationship), parent, including a biological, adopted, foster, or step parent, parent of a spouse or domestic partner, or 
any individual who was the employee's legal guardian or has or had an in loco parentis relationship with the employee, sibling, 
grandparent, or grandchild.

Sick leave may be used in fifteen (15) minute increments. Use of sick leave for routine appointments with health care professionals 

shall be made fourteen (14) days in advance to ensure adequate employee coverage business operations. A maximum of five (5)
sick days per year may be used for the care of a member of the employee’s immediate family who is not a member of the household. 
In the event an employee submits notice of resignation, the employee shall not be permitted to use sick time thereafter unless the 

request for sick time is accompanied by medical verification of illness.

Holidays

The following days shall be recognized and observed as paid holidays:

• Observed Holidays

Recognized holidays that fall on Saturday shall be observed on the preceding Friday. Recognized holidays that fall on 
Sunday shall be observed on the following Monday. Recognized holidays that are nationally observed and celebrated on 
Mondays (i.e. Memorial Day) will be observed by the Corporation in the same manner.

In the event that Christmas Eve falls on Friday and Christmas Day falls on Saturday, the observed days shall be Thursday 
and Friday. In the event that Christmas Eve falls on Sunday and Christmas Day falls on Monday, the observed days off 
shall be Monday and Tuesday.

• Holidays for Residential/Shift Employees

Residential employees who provide 24 hour supervision and/or shift employees shall be paid time and one-half (1.5) of 
their hourly wage when they are scheduled to work on a recognized holiday. When the recognized holiday falls on the 
regular day off of the residential and/or shift employees, they shall receive straight time for the recognized holiday. When 
the recognized holiday falls on a Friday, Saturday, Sunday, or Monday, the residential and/or shift employee will be 
compensated at the rate of time and one-half (1.5) for the actual holiday worked, rather than the observed day.

• Holiday During Vacation

When a holiday falls on an employee’s regularly scheduled workday during the employee’s vacation period, the employee will be 
charged with that holiday and retain the vacation day

New Year’s Day 
Memorial Day 
Veterans Day 
Christmas Eve 
Employee’s Birthday

Martin Luther King’s Birthday 

Independence Day 

Thanksgiving

Christmas Day

Good Friday 

Labor Day

Friday after Thanksgiving 
Juneteenth/Freedom Day
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VOLUNTEER
LEAVE

All employees, except temporary and call-in employees, shall be granted up to 8 hours each year (employee working less than a 40 
hour work week will be prorated based on their designated work week) to volunteer within the community, a 501c3 charitable 
organization, or other acceptable locations and/or activities in accordance to the Volunteer Time Off Policy and Procedure. Volunteer 
leave does not accrue from year to year.

Employees shall provide written notification of the intent to take volunteer leave at least 2 weeks in advance of the day of the leave 
and receive approval prior to taking volunteer leave.

Requests for volunteer leave may be denied if it is determined that critical coverage of a Corporation function may be disrupted.



M BlueCross BlueShield of Illinois

M BlueCross BlueShield of Illinois

Get to Know 
Your Employee
Assistance Program
Find professional support when you 
need it for challenging life events.

ComPsych GuidanceResources is an Employee Assistance 

Program (EAP) included with your Blue Cross and Blue Shield 

of Illinois (BCBSIL) plan. You and your family members can use 

EAP services - no copays or deductibles needed.

Reach Out

Don't be afraid to reach out for help.

Your health records are kept private

from your employer, as required

by law.

• Call: 800-890-1213

• Online: guidanceresources.com

• App: GuidanceNow

• Web ID: EAPIL

GuidanceResources•Worldwide

Blue Cross and Blue Shield o f Illinois, a Division o f Health Care Service Corporation,
a Mutual Legal Reserve Company, an independent Licensee o f th e Blue Cross and Blue Shield Association
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EMPLOYEE CONTRIBUTIONS FOR BENEFITS

BENEFIT PLAN
BIMONTHLY 

24 PAY PERIOD

Medical/Rx MIBCO2045 Blue Choice Options 2045

Employee $167.10 

Employee + Spouse $814.58 

Employee + Child(ren) $586.42 

Employee + Family $1,233.90

Medical/Rx MIBCO2055 Blue Choice Options 2055

Employee $127.51 

Employee + Spouse $725.43 

Employee + Child(ren) $514.73 

Employee + Family $1,112.65

Medical/RX MIBCO4075 Blue Choice Options 4075

Employee $73.12 

Employee + Spouse
$602.93 

Employee + Child(ren) $$416.24

Employee + Family $946.04

Medical/Rx MIESE4024 BlueEdge Select HSA 4024 (IL 

Residents Only)

Employee $5.05 

Employee + Spouse $449.62 

Employee + Child(ren) $292.91 

Employee + Family $737.53

EMPLOYEE
CONTRIBUTIONS

BENEFIT PLAN
BIMONTHLY 

24 PAY PERIOD

DINHM44 - LOW PLAN DENTAL RATES

Employee $0.00

Employee + Spouse $11.23

Employee + Child(ren) $16.24

Employee + Family $31.19

DINLR60 - HIGH PLAN DENTAL RATES

Employee $6.25

Employee + Spouse $23.72

Employee + Child(ren) $32.49

Employee + Family $56.00

Vision Rates

Employee $2.41

Employee + Spouse $4.57

Employee + Child(ren) $4.81

Employee + Family $7.08

VOLUNTARY STD
BIMONTHLY 

24 PAY PERIOD

Age Range

0 - 19 $0.36

20 - 24 $0.36

25 - 29 $0.51

30 - 34 $0.87

35 - 39 $0.70

40 - 44 $0.43

45 - 49 $0.43

50 - 54 $0.49

55 - 59 $0.58

60+ $0.77
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This benefit summary prepared by

© 2026 Gallagher Benefit Services, Inc. All rights reserved. Arrowleaf
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