
Open Enrollment Presentation

Benefit Period:
July 1, 2021 – June 30, 2022

Hello, and welcome to the Long Beach City College Open Enrollment presentation.  
During this presentation, we will be reviewing the benefits that are available to you 
as an employee of Long Beach City College during the benefit plan year of 7/1/2021 
through 6/30/2022.
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Questions:
Contact the Benefits Office at benefits@lbcc.edu 

This presentation and the materials provided are 
designed to explain the company provided and voluntary 

benefits program in brief summary only.

We realize the importance of quality and affordable access to healthcare, so we’ve 
created a comprehensive employee benefits program for you and your family. The 
following presentation is an overview.  If you have questions about any information 
covered in this presentation, please reach out to the Benefits Office at 
benefits@lbcc.edu. 
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Enrollment Information

First we will discuss your enrollment information. 
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Important Dates

July 1, 2021 
through 

June 30, 2022

Open Enrollment Plan Year

Here are some important dates to keep in mind as you review your benefits package. Open 
Enrollment begins May 10th and goes through May 27th.  All of your elections made during 
this Open Enrollment will go into effect for your Plan year starting on July 1, 2021 and will 
be locked in through the year, ending on June 30, 2022.  You may not make benefit changes 
or cancel coverage outside of Open Enrollment without experiencing a qualifying event.

Be sure to complete your Open Enrollment elections by May 27, 2021 as no changes will be 
allowed after Open Enrollment closes. 
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Insert Benefit Guide Here

Benefits Guide

Employee 
Contributions
Pages 21 & 22

Enrollment Information
Page 4

Benefits
Page 5

Resources and Contacts
Page 20

You should have also received a copy of the Employee Benefits Guide which can be 
referred to throughout the year should you have questions.  Here are some key 
sections to take note of: Online enrollment, benefits, employee contributions and 
helpful resources and contacts.
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Eligibility
New Hire

• Medical, Life, AD&D and 
Employee Assistance Program 
benefits on your date
of hire

• Dental and Vision benefits on the 
first day of the month following 
your date of hire

Eligible Dependents

• Legally married spouse
• Dependent children under age 

26
• Domestic partners (affidavit is 

required)

Qualifying Events

• Marriage, divorce, legal 
separation or annulment

• Birth or adoption of a child 
• A qualified medical child support 

order
• Death of a spouse or child
• Loss of coverage from another 

health plan

Notify 
Benefits 

Office within 
30 days of 

change

Eligible employees include all regular monthly contract faculty employees greater 
than 50% as well as regular permanent monthly staff employees with 50% or 
greater assignments.  As a new hire, you may recall that your medical, life/AD&D, 
and EAP benefits begin on your date of hire. While your dental and vision benefits 
begin on the first day of the month following your date of hire. The elections you 
chose are locked in for the plan year. 

You are also eligible to enroll certain dependents under your benefits.  Eligible 
dependents include your legal spouse, children under the age of 26, and domestic 
partners (affidavit is required). 

During this open enrollment period, you have the opportunity to enroll or waive 
coverage and add or delete dependents.  Once open enrollment closes, you will no 
longer be able to make changes to your 2021-2022 elections, and they will stay in 
place for the entire plan year, unless you have a qualifying event.

Qualifying events include marriage or divorce, birth or adoption of a child, a 
qualified medical child support order, death of a dependent, change in eligibility, 
and more.  You can see a complete list of these in your Benefit Guide.  Please note 
that if you do have a qualifying event during the year, you have 31 days to submit 
that change to the Benefit Office, or you will have to wait until next year’s Open 
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Enrollment to make the change.  Any qualifying event changes will go into effect on 
the first of the month following the change.  The exception to this is birth or adoption 
of a child, which will be effective on the date of the event. 
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Qualifying Events (QE)

31 days

Documentation Required
• Marriage Certificate

• Birth Certificate or Hospital Record 
• Copy of Spouse’s Open Enrollment

• Loss of Coverage letter
• Adoption Paperwork

• QMSCO Paperwork

Submit a completed NOTIFICATION OF A COBRA 
QUALIFYING EVENT form to the Benefits Office if 
you experience a qualifying event.

Document required no later than 60 days from 
date of qualifying event.

As a reminder, if you do have a Qualifying Event throughout the year, you must 
reach out to the Benefits Office to make the change within 31 days.  If 
documentation is required, listed here are examples of the types of documentation 
that may be required.  The deadline for documentation submission is 60 days 
following the Event. 
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Benefits Enrollment

Next we will discuss your benefits enrollment information. 
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Paper Enrollment

Links to LBCCD Benefits Enrollment Forms:
Anthem/Blue Cross, HMO Enrollment Form
Anthem/Blue Cross, PPO Enrollment Form
DeltaCare, HMO Enrollment Form
Delta Dental, PPO Enrollment Form
Kaiser Permanente, HMO Enrollment Form

IMPORTANT - All forms must be completed, signed, dated and returned to the Benefits Office (password-
protected using '0xxxxxx' Employee ID as password).  If not password-protected, please do not include SSN or 
other sensitive information when emailing.

If enrolling for the first time or if you are making any changes to your current benefit 
elections, enrollment forms may be required.  Please ensure your fully completed forms 
are submitted to the Benefits Office by May 27th . 

IMPORTANT - All forms must be completed, signed, dated and returned to the Benefits 
Office (password-protected using '0xxxxxx' Employee ID as password).  If not password-
protected, please do not include SSN or other sensitive information when emailing.
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Medical Benefits

Next we will review your medical benefits. 
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Understanding Insurance Terms

Deductibles

Copays

Coinsurance

Out-of-Pocket Maximums

http://video2.burnhambenefits.com/terms/

Your health insurance plan is important to you and your family. But sometimes, 
some terms may get confusing. Within your Benefit Guide is the link to a video that 
focuses on a few terms to help you make sense of it all: Deductibles, Copays, 
Coinsurance and Out-of-Pocket Maximums.
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Understanding Insurance Terms

Deductibles Copays Coinsurance Out-of-Pocket
Maximums

Your health insurance plan is important to you and your family. But sometimes, 
some terms may get confusing. Let’s focus on a few to help you make sense of it all: 
Deductibles, Copays, Coinsurance and Out-of-Pocket Maximums.

Deductible, are an amount that you are required to pay for services out-of-pocket 
before your plan starts paying. But you’ll only pay up to a fixed dollar amount each 
year. Some plans will allow you to visit your doctor, receive prescription drugs, and 
obtain no-cost preventive care services even before you’ve met your deductible. 
Once your deductible has been met, your full benefits will kick in.

A copayment, sometimes referred to as a copay, is another way your plan may 
share in your medical costs. You pay a flat fee for medical expenses, such as office 
visits or for prescription drugs, while your plan pays the rest.

Coinsurance is the amount you pay to share the cost of covered services with your 
plan: Your plan pays a percentage of the cost, and you pay the remaining 
percentage. And if your plan includes a deductible, coinsurance will kick 
in after your deductible has been met.

Those three terms are all out-of-pocket costs associated with your plan. But did you 
know there's a limit on these costs? 
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The out-of-pocket maximum protects you financially from significant medical claims. 
All of the money you pay toward your plan's deductible, copays, and coinsurance are 
applied to your out-of-pocket maximum. Once the out-of-pocket maximum has been 
reached, your plan will pay 100% of the allowed amount for covered health benefits 
for the rest of the plan year.
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Understanding Insurance Terms
Deductibles

The deductible typically does 
not apply to:
• Doctor visits
• Prescription drugs
• Preventive services – Free!

Benefits kick in after the 
deductible has been met

Deductible

Review your specific plan to determine how your deductible applies

If your plan includes a deductible, you are required to pay for services out-of-
pocket before your plan starts paying. But you’ll only pay up to a fixed dollar 
amount each year – This is your deductible amount. Some plans will allow you to 
visit your doctor, receive prescription drugs, and obtain no-cost preventive care 
services even before you’ve met your deductible. Once your deductible has been 
met, your coinsurance and/or copays will kick in.

The deductible on your medical plan(s) are based on a calendar year and reset 
each.
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Understanding Insurance Terms
Copays

A copayment, sometimes referred to as a copay, is another way your plan may 
share in your medical costs. You pay a flat fee for medical expenses, such as office 
visits or for prescription drugs, while your plan pays the rest.
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Understanding Insurance Terms
Coinsurance

Health Plan

Plan Pays % You Pay %

Coinsurance is the amount you pay to share the cost of covered services with your 
plan: Your plan pays a percentage of the cost, and you pay the remaining 
percentage. And if your plan includes a deductible, coinsurance will kick 
in after your deductible has been met.

Those three terms are all out-of-pocket costs associated with your plan. But did you 
know there's a limit on these costs? 
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Understanding Insurance Terms
Out-of-Pocket Maximums

Out-of-Pocket Maximum

Deductible

Once the out-of-pocket 
maximum has been reached, 
your plan will pay 100% of 
the allowed amount for 
covered health benefits for 
the rest of the plan year.

The out-of-pocket maximum protects you financially from significant medical 
claims. All of the money you pay toward your plan's deductible, copays, and 
coinsurance are applied to your out-of-pocket maximum. Once the out-of-pocket 
maximum has been reached, your plan will pay 100% of the allowed amount for 
covered health benefits for the rest of the plan year.
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Networks

$ $$$

$$$

$$$

$

$

$

$

In-Network Non-Network

NETWORK
MEMBERS

For the purposes of this presentation, we will focus on the benefits covered in-network on 
all of your plans.  When you access in-network providers, a greater percentage of the 
entire cost will be paid by the insurance plan. Staying inside the network means 
lower costs and full coverage.  In addition, in-network providers typically will file 
claims on your behalf. 

If you obtain services using a non-network provider, please note that you will be 
responsible for the difference between the covered amount and the actual charges, 
and you may be responsible for filing claims. 
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Online Tools

WEBSITE

MOBILE
APP

Contact Customer Service

Find a Provider or Facility

Manage Claims

Refill Prescriptions

Order ID Cards

Check Benefits Coverage

Estimate Your Costs

There are many online tools to help you manage your care with Anthem Blue Cross and 
Kaiser Permanente.  Go to Anthem’s or Kaiser’s websites or download their Mobile app for 
on-the-go access. 
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Medical HMO (California Only)
Network

Anthem Blue Cross HMO

PCP or Medical Group

Referrals Required

Non-Network

NOT 
COVERED

except for 
emergency in 

US or 
International

Network
Kaiser Permanente

Kaiser Facilities Only

With the Anthem Blue Cross Health Maintenance Organization (HMO) plan, you must 
choose a primary care physician (PCP) or medical group within the California Care HMO 
network. All of your care must be directed through your PCP or medical group. Any 
specialty care you need will be coordinated through your PCP and will generally require a 
referral or authorization. You will receive benefits only if you use the doctors, clinics and 
hospitals that belong to the medical group in which you are enrolled, except in the case of 
an emergency. If visiting an urgent care while on the Anthem Blue Cross HMO, it is 
important to remember to stay in your medical group.  Reach out to your PCP ahead 
of time to obtain information about available Urgent Care facilities.

With the Kaiser Permanente Health Maintenance Organization (HMO) plan, services must 
be obtained at a Kaiser Permanente facility, except in the case of emergency. All of your 
care must be directed through your selected doctor, but you can choose and change your 
doctor at any time, for any reason. Kaiser Permanente integrates all elements of healthcare 
such as physicians, medical centers, pharmacy, and administration in one convenient 
facility. In addition, Kaiser Permanente offers online tools so you can email your doctor’s 
office, make appointments, refill prescriptions, and more.

Each family member may choose his or her own network provider. There is typically no 
deductible and no claim forms to file. 
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Medical PPO
Network

Anthem Blue Cross

You May Self Refer

Non-Network

Responsible for the 
Difference

File Claims

The Anthem Blue Cross Preferred Provider Organization (PPO) plan allows you 
flexibility to direct your own care. If you receive care from a physician who is a 
member of the [Network Name] network, a greater percentage of the entire cost 
will be paid by the insurance plan, however, you are not limited to the physicians 
within the network and you may self-refer to specialists. Staying inside the network 
means smaller copays and full coverage. If you obtain services using a non-network 
provider, please note that you will be responsible for the difference between the 
covered amount and the actual charges, and you may be responsible for filing 
claims. 
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Medical – Plans Comparison
Plan Features Kaiser Permanente 

Traditional HMO Plan
Anthem Blue Cross 

California Care HMO Plan
Anthem Blue Cross

Prudent Buyer PPO Plan

Kaiser Facilities Only HMO Network Only PPO Network Non-Network1,2

Lifetime Maximum Unlimited Unlimited Unlimited

Annual Deductible
- Individual
- Family

$0
$0

$0
$0

$350
$1,050

Coinsurance (Plan Pays) 100% 100% 90% 70%

Physician Office Visit 
- Primary Care Physician
- Specialist

$20 copay
$20 copay

$20 copay
$20 copay

$20 copay
$20 copay

70%
70%

Out of Pocket Maximum
- Individual
- Two Individuals
- Family

$1,500
N/A

$3,000

$500
N/A

$1,500

$683
$1,366
$2,049

$1,636
$3,272
$4,908

Hospitalization 
- Inpatient
- Outpatient Surgery

100%
$20 copay

100% 
100%

90%
90%

70%
70%

Emergency Services $100 copay;
waived if admitted

$100 copay;
waived if admitted

$100 copay + 90%;
copay waived if admitted

Urgent Care $20 copay $20 copay $20 copay 70%

The table you see here is also available within your Benefit Guide.  Here, you can see the 
differences between the medical plan options available, including your plan deductible, out 
of pocket maximums, copays, and coinsurance.  The detailed carrier benefit summaries and 
SBCs are also available for review to see full plan details.  

Let’s look at the plan a little closer:

HMO: The Kaiser HMO plan does not have a deductible.  There is a calendar year 
out of pocket maximum of $1,500 for an individual and $3,000 for a full family.  This 
means that the most you will pay in a year will be ether $1,500 or $3,000 
depending on your coverage tier.  Visiting your PCP is a $20 copay and if you are 
referred to a specialist, that visit will be a $20 copay as well. If you visit the 
Emergency Room it will be a $100 copay. The Emergency Room copay is waived if 
you are admitted into the hospital.  

HMO: The Anthem Blue Cross HMO plan does not have a deductible.  There is a 
calendar year out of pocket maximum of $500 for an individual and $1500 for a full 
family.  This means that the most you will pay in a year will be ether $500 or $1,500 
depending on your coverage tier.  Visiting your PCP is a $20 copay and if you are 
referred to a specialist, that visit will be a $20 copay as well. If you visit the 
Emergency Room it will be a $100 copay. The Emergency Room copay is waived if 
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you are admitted into the hospital.

PPO: Next we will discuss the PPO Plan. We will focus on the in-network column here.  
This plans deductible is $350 for an individual and $1050 for a family. The calendar 
year out of pocket maximum is $683 for an individual, $1,366 for 2-party and $2,049 
for full family. Once you meet the deductible, the plan co-insurance or shared costs 
begin. To visit your primary care physician, you will pay a $20 copay, for a specialist 
you will pay a $20 copay.  Once you meet your Deductible, the majority of your 
services will be covered at 90% by the plan, and you will pay the remaining 10%.  If 
you have to go to the emergency room, it will be a $100 copay, which is waived if you 
are admitted to the Hospital.  For Prescription drugs, there is no deductible so you 
will pay the designated copay according to the type of medication needed. 
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Medical – Prescriptions
Plan Features Kaiser Permanente 

Traditional HMO Plan
Anthem Blue Cross 

California Care HMO Plan
Anthem Blue Cross

Prudent Buyer PPO Plan

Kaiser Facilities Only HMO Network Only PPO Network Non-Network1

Lifetime Maximum Unlimited Unlimited Unlimited

Prescription Drugs 
- Retail Pharmacy

Generic Formulary
Brand Name Formulary
Non-Formulary 
Supply Limit

- Mail Order Pharmacy
Generic Formulary
Brand Name Formulary
Non-Formulary 
Supply Limit

$15 copay
$15 copay

N/A
100 days

$15 copay
$15 copay

N/A
100 days

Preferred Generic

$15 copay
$25 copay
$35 copay

30 days

$15 copay
$50 copay
$70 copay

90 days

Preferred Generic 

$15 copay
$25 copay
$35 copay

30 days

$15 copay
$50 copay
$70 copay

90 days

Preferred Generic

$15 copay + 50%
$25 copay + 50%
$35 copay + 50%

30 days

Not covered
Not covered
Not covered

N/A

Here are the Pharmacy benefits in detail for each of your plan options. 

Tier 1 drugs are typically generic medication, Tier 2 are Brand name, Tier 3 are non 
formulary, more costly drugs. These copays are all for a 30 day supply you receive at 
your local pharmacy. If you have a monthly maintenance medication, you can take 
advantage of Mail order program and get a 90-day or 100-day supply for a discounted rate. 
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Rx Tips
- Use generic whenever possible

- If using a brand name, ensure that the Rx is on the 
formulary list

- Shop around for the lowest price

- Go to OneRx.com and GoodRx.com to find the lowest 
prices for prescriptions

- Wal-Mart or Target stores offer Rx discount programs 
where you can get certain generic maintenance drugs 
for only a $4 copay

Medical – Prescriptions

Prescription Drug cost are rising and there are many tools 
you can use to find the best prices for you and your 
family. 

- Use generic whenever possible

- If using a brand name, ensure that the Rx is on the formulary list of your 
insurance provider

- Shop around for the lowest price

- Go to OneRx.com and/or GoodRx.com to find the lowest prices for 
prescriptions

- Wal-Mart or Target stores offer Rx discount programs where you can get 
certain generic maintenance drugs for only a $4 copay

23



Anthem Blue Cross
Value Added Programs

LiveHealth
Online

24/7 Nurseline Estimate 
Your Cost

Condition Care Future Moms

Your insurance carrier has a number of available tools and resources that can help you 
navigate your care, learn more about your coverage, and take advantage of special 
resources and information.  Be sure to log in to the member portal of the carrier websites 
to take advantage of these plan features.  Some examples are listed here – LiveHealth
Online, 24/7 Nurseline, Estimate Your Cost feature, Condition Care, and Future Moms for 
expected mothers.
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Anthem LiveHealth Telemedicine
Virtual Visits on all plans

Online Mobile App

LiveHealthonline.com Search app: LiveHealth
Online

24/7/365, LiveHealth is just a call or click away

Save time & Money!
Access board certified doctors for 
commonly treated conditions
• Cough
• Cold
• Minor Rashes
• Allergies
• Diarrhea
• Ear Pain
• Fever
• Flu 
• Headache
• Pink Eye

$10 Online visits for HMO/PPO, Contracted 
Rate of $49 for HSA

Anthem’s liveHealth telemedicine program is included in all of the medical plan options 
arranged by Anthem. Go online to set up your account and then when needed you login 
and request a consultation anytime you need care. 
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Dental Benefits

Now let’s discuss your dental benefits.  
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Dental DHMO
Network
DeltaCare

General Dentist

Non-Network

NOT COVERED

With the Dental Health Maintenance Organization (DHMO) plan through Delta 
Dental, you are required to select a general dentist who is a member of the 
DeltaCare network to provide your dental care. You will contact your general dentist 
for all of your dental needs, such as routine check-ups and emergency situations. If 
specialty care is needed, your general dentist will provide the necessary referral. 

27



Dental DHMO

Insert 1st Page of 
DHMO Copay Schedule Here

Keep a copy of 
DeltaCare‘s copay 

schedule to refer to 
when visiting your 

dentist!

For covered procedures, you'll pay the pre-set copay or coinsurance fee described in 
your DHMO plan booklet. Please keep a copy of your booklet to refer to when 
utilizing your dental care. This will show the applicable copays that apply to all of
the dental services that are covered under this plan.
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Dental PPO
Network

Delta Dental

You May Self Refer

Non-Network

Responsible for the 
Difference

File Claims

With the Delta Dental Preferred Provider Organization (PPO) dental plan, you may 
visit a PPO dentist without a referral and benefit from the negotiated rate or you 
may visit a non-network dentist. When you utilize a PPO dentist, your out-of-pocket 
expenses will be less. You may also obtain services using a non-network dentist; 
however, you will be responsible for the difference between the covered amount 
and the actual charges and you may be responsible for filing claims.
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Dental
DELTACARE DHMO

DMO
DELTA DENTAL

PPO 

Network Network Non-Network

Maximum Benefit Unlimited $2,200 $2,000

Deductible
- Individual
- Family

None
None

Waived for Preventive Services
$25
$75

Preventive Service Refer to copay schedule 70%- 100% 70%- 100%

Basic Services Refer to  copay schedule 70%- 100% 70%- 100%

Major Services Refer to copay schedule 70%- 100% 70%- 100%

Orthodontia 
- Child(ren) to age 19
- Adult over age 19

$1,300
$1,600

Not covered
Not covered

As with medical HMO plans, the DMO also requires you to pre-select a DMO 
provider from the Dental DMO network. The DMO covers services listed on a copay 
schedule.  If it’s covered, it will be listed on the schedule with the appropriate 
copay.  There is no maximum benefit under this plan, you can access as much care 
as necessary, just pay the applicable copay associated with that service. Please refer 
to the full copay schedule. Shown here is a small snapshot of the schedule.  We 
recommend that you provide a copy of the full schedule of benefits to your dental 
office to ensure you are billed correctly. There are so many insurers and plans to 
keep track of, providers can sometimes make mistakes when billing, so it’s 
important to know how much you should be getting charged for certain services. 
There is no deductible or maximum annual benefit you can receive under the 
DHMO plan, so if you have a high number of dental services planed for the 
upcoming plan year, this may be a good fit for you.   Not every service is a covered 
benefit, so you should refer to copay schedule or obtain pre-authorization to 
determine your out of pocket costs prior to scheduling your procedures to ensure 
you don’t end up with a bill you weren't expecting from you dentist.

With the Delta Dental PPO Incentive plan, you can access PPO providers within 
Delta Dental or choose non-network providers.  Keep in mind, just like the medical 
PPO, non-network charges will be higher. The deductible, which only applies to 
basic and major services, is $25 for an individual and $75 for the entire family. The 

30



Delta Dental PPO Incentive plan is similar to the PPO plan in regard to using In-
Network and Out-of-Network dentists. However, the coinsurance is very different for 
the PPO Incentive Plan. Delta Dental pays 70% of allowed fees for covered services 
the first year you are eligible. Coverage then increases by 10% each year (to a 
maximum of 100%) for each family member, provided the covered individual 
accesses dental care at least once during the year. If a family member becomes 
ineligible for benefits and later regains eligibility, the percentage will drop back to 
70% for that individual.
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Vision Benefits

Let’s take a look at your vision benefits with LBCCD.

31



Vision PPO
Network

VSP
Non-Network

Responsible to pay up front

File Claims for 
Reimbursement

The Vision Plan provides professional vision care and high quality lenses and frames 
through a broad network of optical specialists. All VSP network providers are 
independent optometrists or ophthalmologists in private practice who provide a full 
suite of services. However, you do have the option of using non-network providers. 
If you utilize a non-network provider, you will be responsible to pay all charges at 
the time of your appointment and will be required to file an itemized claim with 
VSP. 
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Vision
VSP

PPO Vision

PPO Non-Network

Copay
- Exam $10 Copay N/A

Exam (Every 12 Months) 100% $50 Reimbursement

Lenses (Every 12 Months)
- Single Vision
- Lined Bifocal
- Trifocal

100%
100%
100%

$50 Reimbursement
$75 Reimbursement

$100 Reimbursement

Frames (Every 24 Months)
- Wide Selection of Frames
- Featured Frame Brands
- Costco (due to wholesale discount)

$120 Benefit
$140 Benefit
$65 Benefit

$70 Reimbursement
$70 Reimbursement
$70 Reimbursement

Contact Lenses In Lieu of Frames & Lenses

- Cosmetic / Elective
- Medically Necessary

$120 Benefit
100%

$105 Reimbursement
$210 Reimbursement

Here again, this plan covers service both in and out of network but we will focus on 
in-network benefits. This plan covers an exam and lenses every 12 months and new 
frames every 24 months. There is a $10 exam copay. Lenses are covered at 100%. 
The frame allowance is $120 which means VSP will give you $100 to apply towards 
the total cost your selected frames.  
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Vision 
VSP Vision Retail Locations

VSP Vision’s network includes private vision locations and the 
following retail stores:

VSP has the largest network of private-practice eye care doctors in the industry. 
VSP’s network includes 50,000 access points nationwide. VSP also contracts with 
Costco Optical, Eye Care Centers of America / Visionworks, and other affiliate retail 
providers. Please note, benefits may vary at affiliate locations.
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Employee Assistance Program

Help with depression, anxiety, childcare, financial concerns, 
relationship issues, and much more! 

Eligible members are entitled to 6 face-to-face, phone or web 
video consultations per incident, per calendar year for a wide 
range of emotional health, family and work issues, such as:

•Marriage, relationship and family issues • Alcohol and drug

• Domestic violence • Stress and anxiety

• Traumatic events • Depression

• Workplace issues • Grief and loss

Additionally, all employees receive a free Employee Assistance Program through 
Anthem Blue Cross.  Anthem Blue Cross provides you and your family members with 
6 face-to-face counseling sessions per member, and unlimited telephonic resources 
for struggles you may be experiencing involving home life issues, work, eldercare, 
substance abuse, or legal concerns. The counselors and their services are 
confidential, so your information is not shared with your employer. 
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Employer-Paid Benefits

There are a number of benefits automatically provided to you as an employee.  Let’s run 
through those.  
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Employer Paid Benefits

Basic Life and AD&D
Benefit: $100,000

100% 
COMPANY 

PAID

LBCCD pays for a basic life policy which provides a benefit of $100,000.  If you death 
is due to an accident, the beneficiary that you choose will receive double that 
amount.  For example, if you have $100,000 in life insurance and your death is due 
to an accident, then your beneficiary will receive $200,000.  If you experience a life 
change event such as a marriage, divorce or birth of a child during the year, make 
sure you update your beneficiary information as needed.
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Employee Contributions

So, what do you pay for all these benefits?
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Contributions

Listed here is a snapshot of your contributions.  These are also listed within your 
benefit guide and on LBCCD’s Benefits site.
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Reminder:

If you wish to enroll or make changes, you must submit 
your completed enrollment/change form to the 

Benefits Office no later than May 27, 2021.  If you do 
not wish to enroll or make changes, your benefits will 

roll over as is.

As a final reminder, 

If you wish to enroll or make changes, you must submit your completed 
enrollment/change form to the Benefits Office no later than May 27, 2021. If you 
do not wish to enroll or make changes, your benefits will roll over as is.
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