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2022 BENEFITSOVERVIEW

cookcountyrisk.com.
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risk.mgmt@cookcountyil.gov

Enrollments cannot be entered more than 31 days after the QLE and will not be processed.

cookcountyrisk.com

bcbsil.com/cookcounty

BlueAdvantage HMO – Group # B50001   Blue Cross Blue Shield PPO – Group # 289804
Customer Service: 1-800-892-2803   Customer Service: 1-800-960-8809 



Diagnostic test (x-ray, blood work)  
and imaging (CT/PET scans, MRIs) 0% coinsurance 0% coinsurance       10% coinsurance 40% coinsurance

Facility fee (e.g., ambulatory surgery center) $100 copay/visit 0% coinsurance        10% coinsurance 40% coinsurance

Physician/surgeon fees 0% coinsurance 10% coinsurance   40% coinsurance

Maternity prenatal/postnatal care $15 copay/visit 
First prenatal visit only

$25 copay/visit+10% coinsurance 
First prenatal visit only 40% coinsurance

Mental/behavioral health outpatient services $15 copay/visit $25 copay/visit+10% coinsurance 40% coinsurance

Substance use disorder outpatient services $15 copay/visit $25 copay/visit+10% coinsurance 40% coinsurance

PRIMARY CARE

Annual deductible $0 $350 Individual 
$700 Family

$700 Individual 
$1,400 Family

Out-of-Pocket (OOP) maximum $1,600 Individual  
$3,200 Family

$1,600 Individual 
$3,200 Family

$3,200 Individual 
$6,400 Family

Primary care visit to treat an injury or illness $15 copay/visit $25 copay+10% coinsurance/visit 40% coinsurance/visit

Specialist visit $20 copay/visit $35 copay+10% coinsurance/visit 40% coinsurance/visit

$15 copay/visit $25 copay+10% coinsurance/visit 40% coinsurance/visit

Preventative care/screening/immunization $0 copay/visit $0 $0

OUTPATIENT SERVICES

INPATIENT BENEFITS

Facility fee (e.g., hospital room) $100 copay/visit 0% coinsurance     10% coinsurance 40% coinsurance

Physician/surgeon fee $0 10% coinsurance 40% coinsurance

Mental/behavioral health inpatient services $100 copay/admission 0% coinsurance     10% coinsurance 40% coinsurance

Substance use disorder inpatient services $100 copay/admission 0% coinsurance     10% coinsurance 40% coinsurance

Delivery and all maternity inpatient services $100 copay/admission 0% coinsurance      10% coinsurance 40% coinsurance

EXTENDED CARE

Home health care $0 10% coinsurance 40% coinsurance

Skilled nursing care $100 copay/admission 10% coinsurance 40% coinsurance

Hospice service $0 10% coinsurance 40% coinsurance

 
Feature

 
HMO Plan

       Cook County                PPO Plan                           PPO Plan 
       Domestic Tier              In-Network                     Out-of-Network

 
HMO Plan

      Cook County                  PPO Plan                          PPO Plan 
      Domestic Tier                In-Network                    Out-of-Network

 

Emergency room services $75 copay/visit  
waived if admitted

$75 copay/visit  
waived if admitted

Emergency medical transportation $0 
Ground transportation only 10% coinsurance

Urgent care
$15 copay/visit

medical group or referral 
required

$25 copay + 10% coinsurance $25 copay +  
40% coinsurance

EMERGENCY CARE

Note: You are responsible for the full cost of any charges that exceed the Schedule of Maximum Allowances (SMA), sometimes referred to as “R&C” or “reasonable and customary” amount.

Note: Effective 12/1/21, The County PPO plan will incorporate a Cook County Health tier (“Domestic Tier”) wherein covered members will have lower out-of-pocket costs when choosing to access health care  
within CCH facilities. Facility charges will be 0% after the annual plan deductible is met. Hospital-based facility services not obtained at CCH will be paid based on their network status (in or out of network rate).  



Employee only 1.5% 2.5%

Employee + spouse 2.0% 3.0%

Employee + child(ren) 1.75% 2.75%

Employee + family 2.25% 3.25%

Employees working less than 30 hours/week may contribute at a different rate.
Employees on an approved leave of absence remain responsible for their regular payroll contributions when billed.
Employees on a personal leave of absence are responsible for paying the full County cost for continued coverage.

HMO PPO



Generic $15 $30

Formulary brand on the drug list $30 $60

Non-formulary brand not on the drug list $50 $100

You will save money by purchasing generic drugs rather than brand-name drugs. Generic step therapy and mandatory maintenance choice requirements may apply to 
medications you or your dependents are taking. See for further explanation of these 
requirements.

Generic Step Therapy: The program requires members to use up to two generic alternatives in certain drug classes before a brand will be covered. A grace period may be 
provided for existing prescriptions.

Note: If you choose to buy a formulary brand (on the drug list) or non-formulary brand (not on the drug list) when a generic substitute is available, you will pay the generic 
copay plus the difference in cost between the generic and the full retail formulary brand or non-formulary brand drug cost.

30-day supply at retail 90-day supply

caremark.com
Customer Service: 1-866-409-8522

Group/Customer # 227860
Customer Service: 1-866-492-6983

guardiananytime.com/cookcounty 
Group # 397485
Customer Service:
Dental HMO: 1-866-494-4542
Dental PPO: 1-866-302-4542



None $1,500

Deductible None

$25 per Individual
$100 per Family 

(4 individual maximums)
Deductible does not apply to  

preventive and orthodontic services

$50 per Individual
$200 per Family 

(4 individual maximums)
Deductible does not apply to  

preventive and orthodontic services

Item/Procedure
Dental HMO  
Copayment 

(Member Pays)

 
Dental PPO

   In-Network                            Out-of-Network

PREVENTATIVE
Dental Exams $0 100% of the maximum allowance 80% of the maximum allowance

Prophylaxis $0 100% of the maximum allowance 80% of the maximum allowance

Fluoride Treatment $0 100% of the maximum allowance 80% of the maximum allowance

PRIMARY SERVICES

Dental X-Rays $0 80% of the maximum allowance 60% of the maximum allowance
Space Maintainers 80% of the maximum allowance 60% of the maximum allowance

RESTORATIVE

Amalgams and Anterior Resins $17-$44 80% of the maximum allowance 60% of the maximum allowance
Posterior Resins $53-$105 80% of the maximum allowance 60% of the maximum allowance

$256 to $300 per unit 50% of the maximum allowance 50% of the maximum allowance

EMERGENCY SERVICES

Palliative Emergency Treatment $0 80% of the maximum allowance 80% of the maximum allowance
ENDODONTICS

Root Canal Therapy 80% of the maximum allowance 60% of the maximum allowance
PERIODONTICS

Scaling and Root Planing $37/quadrant 80% of the maximum allowance 60% of the maximum allowance
Gingivectomy $111/quadrant 80% of the maximum allowance 60% of the maximum allowance
Osseous Surgery $206/quadrant 80% of the maximum allowance 60% of the maximum allowance

ORAL SURGERY

Routine Extractions $18 to $20 80% of the maximum allowance 60% of the maximum allowance
Removal of Impacted Teeth $50-$65 80% of the maximum allowance 60% of the maximum allowance

PROSTHETICS

Full and Partial Dentures 50% of the maximum allowance 50% of the maximum allowance
Denture Reline $40-$72 50% of the maximum allowance 50% of the maximum allowance
Endosseous Implants Not covered 50% of the maximum allowance 50% of the maximum allowance

ORTHODONTICS
Adults Not covered 50% of the maximum allowance

Dependent Children 
$3,233 - $3,356 

not including x-rays or 
orthodontic records

50% of the maximum allowance

Lifetime Maximum
One full course of treatment 

for dependent children $1,250
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Exam with dilation as necessary $0 copay N/A

Frames

$0 copay, $100 allowance,  
plus 20% discount off balance

N/A 

“Exclusive Collection” covered in full

davisvision.com/member | Customer Service: 1-800-381-6420 

Vision Care Services In-Network Member Cost Out-of-Network Reimbursement

$0 copay N/A
$0 copay N/A

Trifocal $0 copay N/A
Lenticular $0 copay N/A

STANDARD PLASTIC LENSES

Standard Progressive Lens $0 N/A
Premium Progressive Lens $40 N/A
Ultra-Progressive Lens N/A
High-Index Lenses $60 N/A
Plastic Photosensitive Lenses (Transitions) $70 N/A
Scratch Protection Plan: $20 / $40 N/A

$12 N/A
Tint (Solid and Gradient) $0 N/A
Standard Polycarbonate—Adults $35 N/A

$0 N/A
$40 N/A
$55 N/A

N/A
Polarized $75 N/A

Other Add-Ons and Services
20% discount (where applicable) balance from 

insured frame purchase;
30% discount on additional pairs of eyeglasses

N/A

LENS OPTIONS 

Standard Contact Lens Fit & Follow-Up $0 copay, covered in full N/A

Specialty Contact Lens Fit & Follow-Up $0 copay, up to $60 allowance plus 15% 
discount on any overage N/A

CONTACT LENS FIT & FOLLOW-UP 

Conventional and Disposable $0 copay, $100 allowance,  
15% off balance over $100 N/A

Medically Necessary $0 copay, covered in full  
(Prior approval required) N/A

CONTACT LENSES 

40-50% off the national average price  
of traditional LASIK N/A

LASER VISION CORRECTION

Examination Once every 12 months
Lenses or Contact Lenses Once every 12 months
Frame Once every 24 months

FREQUENCY
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connectyourcare.com/cookcounty
Customer Service: 1-844-284-6267

Dependent Day Care FSA

Healthcare FSA

Formerly known as ConnectYourCare
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Group Term Supplemental Life Insurance

Group/Customer # 227860 | Customer Service: 1-866-492-6983

Universal Life Insurance

Short Term Disability Insurance

 | Customer Service: 1-800-698-2849

Group Accident Insurance

Group Critical Illness Insurance

Group Hospital Indemnity Insurance
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Deferred Compensation

cookcountydc.com | Customer Service: 1-877-677-3678

MagellanAscend.com | 1-800-327-5048

Legal Service Plan

IDShield

connectyourcare.com/cookcounty | Customer Service: 1-844-284-6267 Formerly known as ConnectYourCare
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Medical Plans
Blue Cross Blue Shield of Illinois 

 
 
 

 
 

CVS Pharmacy 
 

Group Term Life and Supplemental  
Life Insurance
MetLife 

 
 

Dental Plans
Guardian 

 
 
 

Vision Plan
 

Flexible Spending Accounts  

Optum Financial
 

 

 

Deferred Compensation
Nationwide  

 

Employee Assistance Program
Magellan Ascend 
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Cook County Department of Risk Management 

cookcountyrisk.com
email: risk.mgmt@cookcountyil.gov

www.cookcountyil.gov/gives


