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NORTH LAS VEGAS

CHAMBER OF COMMERCE

Dear Chamber Member:

With health care premiums on the rise, employers need options. So it is with great
pleasure that we present you with those options through the North Las Vegas Chamber

Insurance Program.

This member exclusive benefit comes to you after months of hard work by many
dedicated and committed individuals. The culmination of these efforts resulted with a
program that includes a wide range of competitively priced insurance products. From
a myriad of options from health insurance to dental and vision coverage, to voluntary
benefit plans, the Chamber Insurance Program will provide you with viable choices

when selecting benefits for you and your employees.

The Chamber welcomes our partnership with consulting broker Insurcorp, Coventry
Health Care, Guardian and Voluntary Benefits, LLC to bring you this exciting broker-
friendly program. Ask your broker to quote the North Las Vegas Chamber insurance
Program. Don’t have a broker? Contact Insurcorp at 702-259-3850.

Best Regards,

) ﬂm:
Sharon Powers

President and CEO

3365 W. Craig Rd., Suite 25 / North Las Vegas, NV 89032 / 702-642-9595 / 702-642-0439 fax / www.northlasvegaschamber.com



NEW INSURANCE SOLUTIONS
FOR EVERY COMPANY.

We understand how challenging it can be for your business today.
But managing your employee benefits should not compound your
problems. Exclusive to all North Las Vegas Chamber Members,
we’re offering our new insurance programs for your consideration.
Together with partners Coventry Health, Guardian Life Insurance
Company and Allstate Workplace Division, Insurcorp has crafted
a thoughtful, timely, and highly competitive line-up of insurance
alternatives. These brand new programs are designed to offer
intelligent price-point and benefits solutions to meet the diverse
needs of companies both bigand small. We’re excited to share these

programs with you. The following pages detail the highlights.

To Obtain A Proposal Contact Your Broker Or

The Chamber Endorsed Insurance Consultant Insurcorp
702.259.3850

Professional Insurance Consulting Firm

For Additional Information Contact
The North Las Vegas Chamber of Commerce
702.642.9595

www.northlasvegaschamber.com
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’ Health Core

NLVCC Plus $500
Benefit Summary*

In-Network Out-of-Network
Calendar Year Deductible $500  (2x Family) $1,000 (2x Family)
Annual Out-of-Pocket Maximum $2,000 (2x Family) $4,000 (2x Family)
Maximum Lifetime Benefit $2,000,000
Office Visits
PCP $40 per visit 40% Coinsurance after Deductible
Specialist $40 per visit 40% Coinsurance after Deductible
Routine Lab -Performed in office, office 40% Coinsurance after Deductible

Routine X-rays

Advanced Imaging

visit copay applies.
-Performed at freestanding
facility, paid at 100%

20% Coinsurance after Deductible

20% Coinsurance after Deductible

40% Coinsurance after Deductible

40% Coinsurance after Deductible

Urgent Care
Emergency Room
Inpatient Hospital

Outpatient Surgery

$100 per visit
$150 per visit
20% Coinsurance after Deductible

20% Coinsurance after Deductible

40% Coinsurance after Deductible
In-Network Benefit Applies
40% Coinsurance after Deductible

40% Coinsurance after Deductible

Spinal Manipulation and Chiropractic Care
Limited to a combined benefit of 20 visits of
each type of therapy per member, per calendar year

20% Coinsurance after Deductible

40% Coinsurance after Deductible

Pharmacy Tier 1 Generic: $15 copayment
Tier 2 Brand Name Formulary: $35 copayment
Tier 3 Non Formulary: $60 copayment

OR

Tier 1: $15 copayment

Tier 2: $250 deductible then $35 copayment

Tier 3: $250 deductible then $60 copayment

*- This is only a brief benefit summary, please refer to the Schedule of Benefits and your Certificate of Coverage for full details. For a copy of the Schedule of
Benefits and Certificate of Coverage, please ask your employer or go to www.chcnevada.com. 9.09



KaC OVENTRY

’ Health Core

NLVCC Value $1000
Benefit Summary*

In-Network Out-of-Network
Calendar Year Deductible $1,000 (2x Family) $2,000 (2x Family)
Annual Out-of-Pocket Maximum $4,000 (2x Family) $8,000 (2x Family)
Maximum Lifetime Benefit $2,000,000
Office Visits
PCP $45 per visit 50% Coinsurance after Deductible
Specialist $45 per visit 50% Coinsurance after Deductible
Routine Lab -Performed in office, office 50% Coinsurance after Deductible

Routine X-rays

Advanced Imaging

visit copay applies.
-Performed at freestanding
facility, paid at 100%

30% Coinsurance after Deductible

30% Coinsurance after Deductible

50% Coinsurance after Deductible

50% Coinsurance after Deductible

Urgent Care
Emergency Room
Inpatient Hospital

Outpatient Surgery

$50 per visit
$100 per visit
30% Coinsurance after Deductible

30% Coinsurance after Deductible

50% Coinsurance after Deductible
In-Network Benefit Applies
50% Coinsurance after Deductible

50% Coinsurance after Deductible

Spinal Manipulation and Chiropractic Care
Limited to a combined benefit of 20 visits of
each type of therapy per member, per calendar year

30% Coinsurance after Deductible

50% Coinsurance after Deductible

Pharmacy Tier 1 Generic: $15 copayment
Tier 2 Brand Name Formulary: $35 copayment
Tier 3 Non Formulary: $60 copayment

OR

Tier 1: $15 copayment

Tier 2: $250 deductible then $35 copayment

Tier 3: $250 deductible then $60 copayment

*- This is only a brief benefit summary, please refer to the Schedule of Benefits and your Certificate of Coverage for full details. For a copy of the Schedule of
Benefits and Certificate of Coverage, please ask your employer or go to www.chcnevada.com. 9.09
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’ Health Core

Calendar Year Deductible
Annual Out-of-Pocket Maximum
Maximum Lifetime Benefit

NLVCC Premium $1250
Benefit Summary*

In-Network

$1,250 (2x Family)
$2,500 (2x Family)

$2,000,000

Out-of-Network

$2,500 (2x Family)
$5,000 (2x Family)

Office Visits

PCP $40 per visit 40% Coinsurance after Deductible
Specialist $40 per visit 40% Coinsurance after Deductible
Routine Lab -Performed in office, office 40% Coinsurance after Deductible

Routine X-rays

Advanced Imaging

visit copay applies.
-Performed at freestanding
facility, paid at 100%

10% Coinsurance after Deductible

10% Coinsurance after Deductible

40% Coinsurance after Deductible

40% Coinsurance after Deductible

Urgent Care
Emergency Room
Inpatient Hospital

Outpatient Surgery

$75 per visit
$125 per visit
10% Coinsurance after Deductible

10% Coinsurance after Deductible

40% Coinsurance after Deductible
In-Network Benefit Applies
40% Coinsurance after Deductible

40% Coinsurance after Deductible

Spinal Manipulation and Chiropractic Care
Limited to a combined benefit of 20 visits of
each type of therapy per member, per calendar year

10% Coinsurance after Deductible

40% Coinsurance after Deductible

Pharmacy Tier 1 Generic: $15 copayment
Tier 2 Brand Name Formulary: $35 copayment
Tier 3 Non Formulary: $60 copayment

OR

Tier 1: $15 copayment

Tier 2: $250 deductible then $35 copayment

Tier 3: $250 deductible then $60 copayment

*- This is only a brief benefit summary, please refer to the Schedule of Benefits and your Certificate of Coverage for full details. For a copy of the Schedule of
Benefits and Certificate of Coverage, please ask your employer or go to www.chcnevada.com. 9.09
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’ Health Core

NLVCC

CDHP $2000

Benefit Summary*

In-Network

Out-of-Network

Calendar Year Deductible $2,000 (2x Family) $4,000 (2x Family)

Annual Out-of-Pocket Maximum N/A $8,000 (2x Family)

Maximum Lifetime Benefit $3,000,000

Office Visits

PCP $25 per visit 30% Coinsurance after Deductible
Specialist $45 per visit after Deductible 30% Coinsurance after Deductible
Routine Lab -Performed in office, office 30% Coinsurance after Deductible

Routine X-rays

Advanced Imaging

visit copay applies.
-Performed at freestanding
facility, paid at 100%

0% Coinsurance after Deductible

0% Coinsurance after Deductible

30% Coinsurance after Deductible

30% Coinsurance after Deductible

Urgent Care
Emergency Room
Inpatient Hospital

Outpatient Surgery

$75 per visit after Deductible
$125 per visit after Deductible
0% Coinsurance after Deductible

0% Coinsurance after Deductible

30% Coinsurance after Deductible
In-Network Benefit Applies
30% Coinsurance after Deductible

30% Coinsurance after Deductible

0% Coinsurance after Deductible

30% Coinsurance after Deductible

Spinal Manipulation and Chiropractic Care
Limited to a combined benefit of 20 visits of
each type of therapy per member, per calendar year

Pharmacy= Tier 1 Generic Formulary : $10 Copayment
Tier 2 Brand Name Formulary: Medical Deductible then $ 25 Copayment
Tier 3 Non Formulary: Medical Deductible then $50 copayment

*- This is only a brief benefit summary, please refer to the Schedule of Benefits and your Certificate of Coverage for full details. For a copy of the Schedule of
Benefits and Certificate of Coverage, please ask your employer or go to www.chcnevada.com. 9.09



GUARDIAN

Dental & Vision Plans
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Contact

Steven D. Johnson
Group Sales

Office: 1.800.662.6464
Direct Line: 1.949.885.1726
Email: steven_johnson@glic.com

Please Note: These plans and rates do not apply to companies with 100+ eligible employees.
Please contact your broker or Insurcorp for further details.
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GUARDIAN

North Las Vegas Chamber of Commerce
Economy Plan

Percentage Paid
In-network Out-of-network

Annual Plan Max $750 $750
Deductible (*Waived for Preventive Services) $50* $50*
Services

Preventive Services 100% 90%

o Emergency Palliative Treatment

Fluoride Treatments; every six months (No Age Limit).

Oral Examination - every six months

Space Maintainers for Children - under age 16

Teeth Cleaning - every six months

Topical Sealants for unrestored molar teeth - one treatment for
child(ren) under 16 in a three (3) year period

0O 00O0O

o X-Rays - four bitewings every twelve months full mouth series every
five years
Basic Services 50% 40%

Crowns: Stainless Steel

Diagnostic Consultation- one per year

Anterior Root Canal

Fillings: Amalgam & Anterior Composites

General Anesthesia- surgical procedures only

Injectable Antibiotics- for treatment of a dental condition only
Laboratory Test

Periodontal Services (other than Periodontal Surgery)
Repairs of dentures, bridgework, crowns, etc.

O0O0O0OO0OO0OO0OO0OOo

All Other Services
o Discounts apply to all services when utilizing an in-network provider
Monthly Rates

Employee $13.83
Employee & Spouse $29.06
Employee & Child(ren) $34.54
Employee & Family $49.02

The services, limitations and exclusions listed above do not constitute a contract and are a
summary only. The Guardian plan documents are the final arbiter of coverage.



GUARDIAN

North Las Vegas Chamber of Commerce

Value Plan
Percentage Paid
In-network Out-of-network
Annual Plan Max $1000 $1000
Deductible (*Waived for Preventive Services) $50 * $100
Services
Preventive Services 100% 100%

o Emergency Palliative Treatment

Fluoride Treatments; every six months (No Age Limit).

Oral Examination - every six months

Space Maintainers for Children - under age 16

Teeth Cleaning - every six months

Topical Sealants for unrestored molar teeth - one treatment for child(ren)
under 16 in a three (3) year period

X-Rays - four bitewings every twelve months full mouth series every five
years

Basic Services 80% 50%

o Crowns: Stainless Steel

Diagnostic Consultation- one per year

Anterior Root Canal

Fillings: Amalgam & Anterior Composites

General Anesthesia- surgical procedures only

Injectable Antibiotics- for treatment of a dental condition only
Laboratory Test

Periodontal Services (other than Periodontal Surgery)
Repairs of dentures, bridgework, crowns, etc.

O 0O O 0O

(e}
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Major Services (1 year wait for Non-Transfer Groups & New EE’s / Dep’s) 25% 0%
o Bridges Installation-fixed and removable

Oral Surgery- Uncomplicated extractions
Periodontal Surgery
o Bicuspid/Molar Root Canal

Monthly Rates

o Crowns: Resin, Metal

o Dentures- Full and Partial
o Inlays

o Onlays

o Posts

(o]

o

Employee $19.68
Employee & Spouse $38.01
Employee & Child(ren) $44.95
Employee & Family $63.27

The services, limitations and exclusions listed above do not constitute a contract and are a
summary only. The Guardian plan documents are the final arbiter of coverage.



GUARDIAN

North Las Vegas Chamber of Commerce
Value Plus Plan

Percentage Paid
In-network Out-of-network

Annual Plan Max $1500 $1500
Deductible (*Waived for Preventive Services) $50* $50
Services

Preventive Services 100% 100%

o Emergency Palliative Treatment

Fluoride Treatments; every six months (No Age Limit).

Oral Examination - every six months

Space Maintainers for Children - under age 16

Teeth Cleaning - every six months

Topical Sealants for unrestored molar teeth - one treatment for child(ren)
under 16 in a three (3) year period

X-Rays - four bitewings every twelve months full mouth series every five
years

Basic Services 80% 50%
o Crowns: Stainless Steel

Diagnostic Consultation- one per year

Anterior Root Canal

Fillings: Amalgam & Anterior Composites

General Anesthesia- surgical procedures only

Injectable Antibiotics- for treatment of a dental condition only

Laboratory Test

Periodontal Services (other than Periodontal Surgery)

Repairs of dentures, bridgework, crowns, etc.

O 0O 00O

(o)
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Major Services (1 year wait for Non-Transfer Groups & New EE’s / Dep’s) 50% 50%
o Bridges Installation-fixed and removable

Oral Surgery- Uncomplicated extractions
Periodontal Surgery
o Bicuspid/Molar Root Canal

Monthly Rates

Employee $29.75 The services, limitations and exclusions listed above do not
$66.35 constitute a contract and are a summary only. The Guardian
’ plan documents are the final arbiter of coverage.

o Crowns: Resin, Metal

o Dentures- Full and Partial
o Inlays

o Onlays

o Posts

(o]

o)

Employee & Spouse
Employee & Child(ren) $77.66

Employee & Family $99.82



@

GUARDIAN

North Las Vegas Chamber of Commerce
Vision Service Plan (VSP) Full Feature Program
Benefit & Cost lllustration

Plan Features:

Copayment: Exam $10.00

Materials  $25.00
Copayment: $10.00 (Copay Applies to 1° Service Performed)

Benefit Details
In-network Out-of-network

Eye Exams Covered in Full after Copay $ 46.00 Maximum after Copay
Frequency: Every 12 Months
Lenses

Frequency: Every 12 Months

Single Vision Covered in Full after Copay $ 47.00 Maximum after Copay
Bifocal Covered in Full after Copay $ 66.00 Maximum after Copay
Trifocal Covered in Full after Copay $ 85.00 Maximum after Copay
Lenticular Covered in Full after Copay  $125.00 Maximum after Copay

Contact Lenses*
Frequency: Every 12 Months

Medically Necessary Covered in Full after Copay  $210.00 Maximum after Copay
Elective $120.00 Maximum (Copay Does Not Apply)
Frames $120.00 Retail Allowance** $ 47.00 Maximum after Copay

Frequency: Every 24 Months
Monthly Cost

Employee $6.88
Employee & Spouse $11.58
Employee & Child(ren) $11.81
Employee & Family $18.69

The services, limitations and exclusions listed above do not constitute a contract and are a summary
only. The Guardian plan documents are the final arbiter of coverage.
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North Las Vegas Chamber of Commerce
Davis Vision Plan Exam Plus Allowance Program
Benefit & Cost Summary

Exam Copayment Amount $10.00

Network Services
Exam - Covered in full every 12 months after copay

Non — Network Services
Exam - Covered up to $46 every 12 Months after copay

Materials Payment Limit

Your plan provides a $100 allowance every 12 months to be used for the purchase of eyewear [one pair of contact
lenses or one pair of eyeglasses (glasses or contact lenses) from either a network or non-network provider. However,
if you purchase materials from a network provider, you receive discounts on glasses or contact lenses shown as
below. The discount is taken first, and then the allowance is applied. Any unused balance remaining after the initial
purchase may not be banked for future use.

Network Discounts
Discounts are not available for non-network services and supplies.

Frames
o For a frame that costs up to $70 retail, you pay $40
o For aframe that costs over $70 retail, you pay $40 and receive 10% off the amount over the $70 retail price

Standard Eyeglass Lenses
For single vision, you pay $35 For bifocal, you pay $55
For trifocal, you pay $65 For lenticular, you pay $110

Contact Lenses

o For the contact lens evaluation and fit, you receive 15% off the provider's usual and customary charges
o For conventional contact lenses, you receive 20% off the retail price

o For disposable contact lenses, you receive 10% off the retail price

Discounts are also available on special lens types and cosmetic extras.

Monthly Cost

Employee $4.30
Employee & Spouse $7.24
Employee & Child(ren) $7.38
Employee & Family $11.69

The services, limitations and exclusions listed above do not constitute a contract and are a
summary only. The Guardian plan documents are the final arbiter of coverage.



Allstate.

Workplace Division

Voluntary Benefits

Contact
Michael D.Perna
Voluntary Benefit Specialists,LLC
President

8760 South Maryland Parkway, Suite #103 <« Las Vegas, NV 89123
702.533.4232 + Mdp702@aol.com



Broad Product Portfolio

With AWD's individual and group supplemental workplace preducts you and your
employees will have access to one of the most comprehensive and competitive
portfolios of workplace life, disability, health, and dental proeducts in the industry.

Individual Workplace Insurance Products
Satisties individual and family needs.

Universal Life

AWD offers 2 different UL policies to choose from. Each offer an easy application process
for policies up to $150,000, a minimum specified amount of $10,000 in most states, with
affordable premiums and a potential for loans and partial withdrawals based on surrender
value. Minimum issue for adult base policy is $5 weekly (plus rider premiums). Fund value
accumulation is tax deferred. Current interest rates are competitive and minimum interest
rates are guaranteed. Riders can be added to most policies to enhance coverage, and they
include: Accelerated Death Benefit for Terminal lliness, Accidental Death Benefit, Long Term
Care /Home Health Care, Critical lllness, Future Purchase Opfion, Total Disability Premium
WCII'UEF, Chl‘ldr&n‘ls TErrﬂ.I DH"IEF ||'|3UrEd PEFSDH LE\"E' TEFrTI, Clrld LEVE' TE”TI |I'|SL!r1::|r‘|EE.

Individual coverage or entire family coverage is available.

Term Life

Horizon Term is a 20-year renewable and convertible term policy with level death benefits.
Minimum issue in most states is the greater of $10,000 or what $2.00/week will purchase
excluding riders. Current premiums guaranteed for 5 years. Riders can be added to most
policies to enhance coverage, and they include: Accelerated Death Benefit for Terminal lliness,
Accidental Death Benefit, Total Disability Premium Waiver, Children’s Term, and Spouse

Decreasing Benefit Term. Individual coverage or entire family coverage is available.

Accident

COffers coverage for On- and Off-the-Job or Off-the-Job accidental injuries, plus some
medical benefits. Accident benefits include Accidental Death & Dismemberment, Hospital
Confinement, Disability, Dislocation & Fracture, Ambulance Services, and Medical Expenses.
Plans available in multiple benefit levels (Basic, Enhanced, and Premier or Silver, Gold, and
Plafinum) to satisty individual and family needs. lssue ages 18-64. Riders can be added to
most policies to enhance coverage, and they include: Extended Benefits, Benefit Enhancement,
Wellness Plus, Sickness Hospital Confinement, and Sickness Disability Income. Individual

coverage or entire ‘h::ml']':,r coverage is available.



