
2016 
AGREEMENT 

 

UNITEDHEALTH CARE 
INSURANCE COMPANY 

 

THIS AGREEMENT to purchase insurance policies is made between the 

CITY AND COUNTY OF DENVER, a municipal corporation of the State of Colorado 

(the “City”) and UnitedHealth Care Insurance Company, 185 Asylum Street, Hartford, CT 

06103-0450 (the “Insurance Company”), jointly “the parties”. 

The parties agree as follows: 

1. COORDINATION  AND  LIAISON:     The I n s u r a n c e   Company  

shall  fully coordinate the purchase of agreed policies with the Executive Director of the 

Office of Human Resources or the Executive Director’s designee (“Executive Director”).   

a. The Executive Director, or the Executive Director’s designee, shall be 

authorized to sign the final insurance policies, and the attached Exhibits as needed, to 

effectuate the policy-related documents necessary for implementation or administration. 

2.   SERVICES TO BE PERFORMED: 

a. The Insurance being purchased by the City is pending approval by the 

Colorado Division of Insurance (“DOI”).  The Summary of Benefits and Coverage “SBC” 

(attached as “Exhibit A”) is attached as evidence the pending policy the City intends to 

purchase. 

b. Upon receipt of the state-approved Evidence of Coverage (or Certificate of 

Coverage) the Executive Director shall file the approved insurance policy and Evidence of 

Coverage with the City’s Clerk and Recorder to complete the public record for this 

Agreement.   

3.  TERM: This Agreement and the underlying insurance 

policies  shall be effective January 1, 2016 (“Effective Date”), and will expire December 

31, 2016 (the “Term”).   The insurance policies listed in Exhibit A shall expire at the 

end of the Term. 

4.  COMPENSATION AND PAYMENT: 

a.  Fee:  The City shall pay, and the Insurance Company shall accept 

as the sole compensation, the Maximum Contract Amount in monthly payments as 
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required in the policies attached in Exhibit A, as full payment for the policies.  

Notwithstanding any other provision, if a policy is cancelled by the City prior to the 

end of the Term, the City shall be responsible to pay all pro rata amounts due through 

the end of the calendar month of termination.  

b. Reimbursable Expenses:   There are no reimbursable expenses allowed 

under this Agreement.  Notwithstanding any term in the Policy to the contrary, the 

Insurance Company will not collect or attempt to collect any direct cost associated with 

the Policies purchased by the City.  Further, the Insurance Company agrees not to adjust 

the Policy Premiums at any time prior to the termination of this Agreement”  

c. Maximum Contract Amount: 

(1)  Notwithstanding any other provision of the Agreement, the City’s 

maximum payment obligation will not exceed SIXTY FIVE MILLION THREE 

HUNDRED TWENTY THREE THOUSAND AND 00/100 dollars 

($65,323,000.00)  (the  “Maximum  Contract Amount”)  for  the  policies  listed  in  

Exhibit  A.    The City is not obligated to execute an Agreement or any amendments for 

any further services, including any services performed by Insurance Company beyond 

that specifically described in Exhibit A.   Any services performed beyond those in Exhibit 

A are performed at Insurance Company’s risk and without authorization under this 

Agreement. 

(2) The City’s payment obligation, w h e t h e r  d i r e c t  o r  contingent, 

extends only to funds appropriated annually by the Denver City Council, paid into the 

Treasury of the City, and encumbered for the purpose of the Agreement.  The City does 

not by this Agreement irrevocably pledge present cash reserves for payment or 

performance in future fiscal years.  The Agreement does not and is not intended to create 

a multiple-fiscal year direct or indirect debt or financial obligation of the City. 

5. STATUS OF INSURANCE COMPANY:   The Insurance Company is 

an independent contractor. Neither the Insurance Company nor any of its employees are 

employees or officers of the City under Chapter 18 of the Denver Revised Municipal Code, 

or for any purpose whatsoever. 

6. TERMINATION: 

a. The City has the right to terminate this Agreement and any policy listed in 

Exhibit A, or all policies, with or without cause upon thirty (30) days prior written notice 
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to the Insurance Company or under the terms of the policies as referenced in Exhibit A. 

b. Upon termination the Insurance Company shall have no claim against the 

City by reason of, or arising out of, incidental or relating to termination, except for 

compensation due under a policy for the month of termination. 

7. EXAMINATION OF RECORDS:  Any authorized agent of the City, 

including the City Auditor or his or her representative, has the right to reasonable access 

and the right to examine any pertinent  books,  documents,  papers  and  records  of  

the  Insurance  Company,  involving transactions related to the Agreement, du r ing  

reaso nab le  hours  a nd  until the latter of three (3) years after the final payment 

under the Agreement or expiration of the applicable statute of limitations.  Nothing in this 

provision shall require the Insurance Company to make disclosures in violation of state or 

federal privacy laws. 

8. WHEN RIGHTS AND REMEDIES NOT WAIVED:   In no event 

will any payment or other action by the City constitute or be construed to be a waiver by 

the City of any breach of covenant or default that may then exist on the part of the 

Insurance Company.   No payment, other action, or inaction by the City when any breach 

or default exists will impair or prejudice any right or remedy available to it with respect 

to any breach or default.  No assent, expressed or implied, to any breach of any term of 

the Agreement constitutes a waiver of any other breach. 

9. INSURANCE: 

a. General Conditions:  Insurance Company agrees to secure, at or before 

the time of execution of this Agreement, the following insurance covering all operations, 

goods or services provided pursuant to this Agreement.   Insurance Company shall keep 

the required insurance coverage in force at all times during the term of the Agreement, or 

any extension thereof, during any warranty period, and for three (3) years after termination 

of the Agreement. The required insurance shall be underwritten by an insurer licensed or 

authorized to do business in Colorado and rated by A.M. Best Company as “A-”VIII or 

better.  Each policy shall contain a valid provision or endorsement requiring notification 

to the City in the event any of the above- described policies are canceled before the 

expiration date thereof.  Such written notice shall be sent to the parties identified in the 

Notices section of this Agreement and shall reference the City contract number listed on 

the signature page of this Agreement.  Said notice shall be sent thirty (30) days prior 
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to such cancellation unless due to non- payment of premiums for which notice shall be 

sent ten (10) days prior.  If such written notice is unavailable from the insurer, Insurance 

Company shall provide written notice of cancellation, non-renewal and any reduction in 

coverage to the parties identified in the Notices section within three (3) business days of 

such notice by its insurer(s) and referencing the City’s contract number.  Insurance 

Company shall be responsible for the payment of any deductible or self-insured retention.  

The insurance coverages specified in this Agreement are the minimum requirements, and 

these requirements do not lessen or limit the liability of the Insurance Company.  The 

Insurance Company shall maintain, at its own expense, any additional kinds or amounts 

of insurance that it may deem necessary to cover its obligations and liabilities under this 

Agreement. 

b. Proof of Insurance:  Insurance Company may not commence services or 

work relating to the Agreement prior to placement of coverages required under this 

Agreement. Insurance Company certifies that the certificate of liability insurance, attached 

as Exhibit B, preferably an ACORD certificate, complies with all insurance requirements 

of this Agreement. The City requests that the City’s contract number be referenced on 

the Certificate.  The City’s acceptance of a certificate of insurance or other proof of 

insurance that does not comply with all insurance requirements set forth in this Agreement 

shall not act as a waiver of Insurance Company’s breach of this Agreement or of any of 

the City’s rights or remedies under this Agreement.   

c. Waiver   of   Subrogation:  For   all   coverages, except the professional 

and technology E &O, Insurance Company’s insurer shall waive subrogation rights against 

the City. 

d. Workers’ Compensation/Employer’s Liability Insurance:  Insurance 

Company shall maintain the coverage as required by statute for each work location 

and shall maintain Employer’s Liability insurance with limits of $100,000 per occurrence 

for each bodily injury claim, $100,000 per occurrence for each bodily injury caused 

by disease claim, and $500,000 aggregate for all bodily injuries caused by disease claims.   

Insurance Company expressly represents to the City, as a material representation upon 

which the City is relying in entering into this Agreement, that none of the Insurance 

Company’s officers or employees who may be eligible under any statute or law to reject 

Workers’ Compensation Insurance shall effect such rejection during any part of the term 
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of this Agreement, and that any such rejections previously  effected,  have  been  revoked  

as  of  the  date  Insurance  Company  executes  this Agreement. 

e. Commercial General Liability: Insurance Company shall 

maintain a Commercial General Liability insurance policy with limits of $1,000,000 for 

each occurrence, $1,000,000 for each personal and advertising injury claim, $2,000,000 

products and completed operations aggregate, and $2,000,000 policy aggregate. 

f. Business Automobile Liability:   Insurance Company shall maintain 

Business Automobile Liability with limits of $1,000,000 combined single limit applicable 

to all owned, hired and non-owned vehicles used in performing services under this 

Agreement. 

g. Professional Liability (Errors & Omissions):  Insurance Company 

shall maintain limits of $1,000,000 per claim and $1,000,000 policy aggregate limit.    

h. Cyber Liability: Contractor shall maintain Cyber Liability coverage with 

limits of $1,000,000 per occurrence and $1,000,000 policy aggregate covering third party 

claims involving privacy violations, information theft, and intentional and/or unintentional 

release of private information. 

10. DEFENSE AND INDEMNIFICATION 

a. To the fullest extent permitted by law, Insurance Company hereby agrees to 

defend, indemnify, reimburse and hold harmless City, its appointed and elected officials, 

agents and employees for, from and against all liabilities, claims, judgments, suits or demands 

for damages to persons or property arising out of, resulting from, or related to the work 

performed under this Agreement that are due to the negligence or fault of Insurance 

Company or Insurance Company’s agents, representatives, subcontractors, or suppliers 

(“Claims”). This indemnity shall be interpreted in the broadest possible manner consistent 

with the applicable law to indemnify the City. 

b. Insurance Company’s duty to defend and indemnify City shall arise at the 

time written notice of the Claim is first provided to City regardless of whether suit has been 

filed and even if Insurance Company is not named as a Defendant. 

c. Insurance Company will defend any and all Claims which may be brought or 

threatened against City and will pay on behalf of City any expenses incurred by reason of 

such Claims including, but not limited to, court costs and attorney fees incurred in defending 

and investigating such Claims or seeking to enforce this indemnity obligation. Such payments 
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on behalf of City shall be in addition to any other legal remedies available to City and shall 

not be considered City’s exclusive remedy. 

d. Insurance coverage requirements specified in this Agreement shall in no way 

lessen or limit the liability of the Insurance Company under the terms of this indemnification 

obligation. Insurance Company shall obtain, at its own expense, any additional insurance 

that it deems necessary for the City’s protection. 

e. This defense and indemnification obligation shall survive the expiration or 

termination of this Agreement. 

11. TAXES, CHARGES AND PENALTIES:  The City is not liable 

for the payment of taxes, late charges or penalties of any nature, except for any additional 

amounts that the City may be required to pay under the City’s prompt payment ordinance 

D.R.M.C. § 20-107, et seq. The Insurance Company shall promptly pay when due, all 

taxes, bills, debts and obligations it incurs performing the services under the Agreement 

and shall not allow any lien, mortgage, judgment or execution to be filed against City 

property. 

12. ASSIGNMENT; SUBCONTRACTING:   Except as provided 

in this provision, the Insurance Company shall not voluntarily or involuntarily assign 

any of its rights or obligations, or subcontract performance obligations, under this 

Agreement without obtaining the Executive Director’s prior written consent.  That consent 

will not be unreasonably withheld.  Nevertheless, Insurance Company can assign this 

Agreement, including its rights and obligations to Insurance Company’s affiliates, to an 

entity controlling, controlled by, or under common control with Insurance Company, or a 

purchase of all or substantially all of Insurance Company’s assets, subject to notice to the 

City of the assignments. Any assignment or subcontracting without such consent will be 

ineffective and void, and will be cause for termination of this Agreement by the City.  The 

Executive Director has sole and absolute discretion whether to consent to any assignment 

or subcontracting, or to terminate the Agreement because of unauthorized assignment or 

subcontracting.  In the event of any subcontracting or unauthorized assignment: (i) the 

Insurance Company shall remain responsible to the City; and (ii) no contractual 

relationship shall be created between the City and any sub- Insurance Company, 

subcontractor or assign. 

13. INUREMENT:  The rights and obligations of the parties to the 
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Agreement inure to the benefit of and shall be binding upon the parties and their respective 

successors and assigns, provided assignments are consented to in accordance with the 

terms of the Agreement. 

14. NO THIRD PARTY BENEFICIARY:    Enforcement  of  the  

terms  of  the Agreement and all rights of action relating to enforcement are strictly 

reserved to the parties. Nothing contained in the Agreement gives or allows any claim 

or right of action to any third person or entity.  Any person or entity other than the City 

or the Insurance Company receiving services or benefits pursuant to the Agreement is an 

incidental beneficiary only. 

15. GRANT OF LIMITED LICENSE TO USE LOGO 

a. City hereby grants to Insurance Company, subject to the terms and 

conditions set forth herein, a non-exclusive, nontransferable limited license, to use the 

“Denver D” logo (“Denver Logo”) during the Term of this Agreement. 

b. Insurance Company shall fully coordinate all logo use under this 

Agreement with the Denver Marketing Office ((720) 913-1633, 

denvermarketing@denvergov.org), or otherwise as directed by the City. 

c. The use of the Denver Logo is limited to display on the website to be created 

by Insurance Company pursuant to this Agreement and for the purpose of identification 

only.  Insurance Company shall display the Denver Logo in a read-only format and shall 

not be used or displayed on the website in any format from which it can be downloaded, 

copied or reproduced in any manner. 

d. The license granted by the City is non-transferable and non-assignable to 

anyone other than those acting under the supervision and authority of Insurance Company.   

e. Insurance Company shall be solely responsible for the entire cost and 

expense of Consultant’s Use of the Denver Logo.   

f. The Denver Logo may not be used as a feature or design element of any 

other logo or graphic.    

g. Insurance Company shall use the Denver Logo in accordance with any and 

all logo usage guidelines in effect from time-to-time as provided by the City.  Consultant 

shall use only accurate reproductions of the Denver Logo.  The size, proportions, colors, 

elements, and other distinctive characteristics of the Denver Logo shall not be altered in 

any manner except as may be permitted herein or as permitted in writing by the City.   
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h. Insurance Company may use the colors set forth in the “Denver Logo 

Colors” document, (attached hereto as “Exhibit C”) or it may use black or shades of gray.  

i. Insurance Company shall affix a trademark (“™”) or registration (“®”) 

indication next to the Denver Logo as directed by the Denver Marketing Office. 

j. Insurance Company shall immediately cease all use of the Denver Logo 

upon expiration of the Term of this Agreement, as may have been extended from time to 

time by the parties, in a formal written extension of this agreement.  

16. NO  AUTHORITY  TO  BIND  CITY  TO  CONTRACTS:

 The  Insurance Company lacks any authority to bind the City on any contractual 

matters.  Final approval of all contractual matters that purport to obligate the City must 

be executed by the City in accordance with the City’s Charter and the Denver Revised 

Municipal Code. 

17. SEVERABILITY:   Except for the provisions of the Agreement 

requiring appropriation of funds and limiting the total amount payable by the City, if a 

court of competent jurisdiction finds any provision of the Agreement or any portion of it 

to be invalid, illegal, or unenforceable, the validity of the remaining portions or 

provisions will not be affected, if the intent of the parties can be fulfilled. 

18. CONFLICT OF INTEREST: 

a. No employee of the City shall have any personal or beneficial interest in 

the services or property described in the Agreement.  The Insurance Company shall not 

hire, or contract for services with, any employee or officer of the City that would be in 

violation of the City’s Code of Ethics, D.R.M.C. §2-51, et seq. or the Charter §§ 1.2.8, 

1.2.9, and 1.2.12. 

b. The Insurance Company shall not engage in any transaction, activity or 

conduct that would result in a conflict of interest under the Agreement.  The Insurance 

Company represents that it has disclosed any and all current or potential conflicts of 

interest.  A conflict of interest shall include transactions, activities or conduct that would 

affect the judgment, actions or work of the Insurance Company by placing the Insurance 

Company’s own interests, or the interests of any party with whom the Insurance Company 

has a contractual arrangement, in conflict with those of the City.  The City, in its sole 

discretion, will determine the existence of a conflict of interest and may terminate the 

Agreement if it determines a conflict exists, after it has given the Insurance Company 
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written notice describing the conflict. 

19.  NOTICES:  Policy restrictions notwithstanding, all notices 

required by  the terms of the Agreement  must be hand delivered, sent by overnight 

courier service, mailed by certified mail, return receipt requested, or mailed via United 

States mail, postage prepaid, if to Insurance Company at the address first above written, 

and if to the City at: 

Executive Director 
Office Human Resources 
201 West Colfax Avenue, Dept. 412 
Denver, Colorado 80202 
 
With a copy of any such notice to: 

Denver City Attorney’s Office 
1437 Bannock St., Room 353 
Denver, Colorado 80202 
 
Notices hand delivered or sent by overnight courier are effective upon delivery.  

Notices sent by certified mail are effective upon receipt.  Notices sent by mail are effective 

upon deposit with the U.S. Postal Service.  The parties may designate substitute addresses 

where or persons to whom notices are to be mailed or delivered.  However, these 

substitutions will not become effective until actual receipt of written notification. 

20. NO  EMPLOYMENT  OF  ILLEGAL  ALIENS  TO  PERFORM  

WORK UNDER THE AGREEMENT: 

a. This Agreement is subject to Division 5 of Article IV of Chapter 20 of the 

Denver Revised Municipal Code, and any amendments (the “Certification Ordinance”). 

b. The Insurance Company certifies that: 

(1) At  the  time  of  its  execution  of  this  Agreement,  it  

does  not knowingly employ or contract with an illegal alien who will perform work under 

this Agreement.  

(2) It will participate in the E-Verify Program, as defined in § 

8-17.5-101(3.7), C.R.S., to confirm the employment eligibility of all employees who are 

newly hired for employment to perform work under this Agreement. 

c. The Insurance Company also agrees and represents that: 

(1) It shall not knowingly employ or contract with an illegal alien to 

perform work under the Agreement. 
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(2) It shall not enter into a contract with a subconsultant or 

subcontractor that fails to certify to the Insurance Company that it shall not knowingly 

employ or contract with an illegal alien to perform work under the Agreement. 

(3) It has confirmed the employment eligibility of all employees who 

are newly hired for employment to perform work under this Agreement, through 

participation in either the E-Verify Program. 

(4) It is prohibited from using either the E-Verify Program procedures 

to undertake pre-employment screening of job applicants while performing its obligations 

under the Agreement, and it is required to comply with any and all federal requirements 

related to use of the E-Verify Program including, by way of example, all program 

requirements related to employee notification and preservation of employee rights. 

(5) If it obtains actual knowledge that a subconsultant or subcontractor 

performing work under the Agreement knowingly employs or contracts with an illegal 

alien, it will  notify  such  subconsultant  or  subcontractor  and  the  City  within  three  

(3)  days.    The Insurance Company shall also terminate such subconsultant or 

subcontractor if within three (3) days after such notice the subconsultant or subcontractor 

does not stop employing or contracting with the illegal alien, unless during such three-day 

period the subconsultant or subcontractor provides information to establish that the 

subconsultant or subcontractor has not knowingly employed or contracted with an illegal 

alien. 

(6) It will comply with any reasonable request made in the course of 

an investigation by the Colorado Department of Labor and Employment under authority 

of § 8-17.5-102(5), C.R.S., or the City Auditor, under authority of D.R.M.C. 20-90.3. 

d. The Insurance Company is liable for any violations as provided in the 

Certification Ordinance.  If Insurance Company violates any provision of this section or 

the Certification Ordinance, the City may terminate this Agreement for a breach of the 

Agreement.  If the Agreement is so terminated, the Insurance Company shall be liable for 

actual and consequential damages to the City.  Any such termination of a contract due to 

a violation of this section or the Certification Ordinance may also, at the discretion of 

the City, constitute grounds for disqualifying Insurance Company from submitting bids or 

proposals for future contracts with the City. 
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21. DISPUTES:  The Parties agree that Section 6.2 of the Policy 

entitled “Dispute Resolution” shall not be binding on the City.  In the event of dispute, the 

complaining party will notify the other party in writing.  The Parties will both make efforts 

to resolve the complaint.  If the complaint is not resolved within 30 days of the notice of 

complaint, the complaining party is free to begin litigation of the issue in any appropriate 

venue. 

22. GOVERNING LAW; VENUE:  The Agreement will be 

construed and enforced in accordance with applicable federal law, the laws of the State 

of Colorado, and the applicable Charter, Revised Municipal Code, ordinances, 

regulations and Executive Orders of the City and County of Denver, which are expressly 

incorporated into the Agreement.   Unless otherwise specified, any reference to statutes, 

laws, regulations, charter or code provisions, ordinances, executive orders, or related 

memoranda, includes amendments or supplements to same.   Venue for any legal action 

relating to the Agreement will be in the District Court of the State of Colorado, Second 

Judicial District (Denver District Court). 

23.  NO DISCRIMINATION IN EMPLOYMENT:   In connection 

with the performance of work under the Agreement, the Insurance Company may not 

refuse to hire, discharge, promote or demote, or discriminate in matters of compensation 

against any person otherwise qualified, solely because of race, color, religion, national 

origin, gender, age, military status, sexual orientation, gender variance, marital status, or 

physical or mental disability.  The Insurance Company shall insert similar foregoing 

provision in all subcontracts. 

24. COMPLIANCE WITH ALL LAWS:   Insurance Company 

shall perform or cause to be performed all services, both in this Agreement and pursuant 

to any insurance policies referenced in Exhibit A, in full compliance with all applicable 

laws, rules, regulations and codes of the United States, the State of Colorado; and with the 

applicable Charter, ordinances, rules, regulations and Executive Orders of the City and 

County of Denver. 

25. LEGAL AUTHORITY:  Insurance Company represents and 

warrants that it possesses the legal authority, pursuant to any proper, appropriate and 

official motion, resolution or action passed or taken, to enter into the Agreement.  Each 

person signing and executing the Agreement on behalf of Insurance Company represents 
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and warrants that he has been fully authorized by Insurance Company to execute the 

Agreement on behalf of Insurance Company and to validly and legally bind Insurance 

Company to all the terms, performances and provisions of the Agreement.  The City shall 

have the right, in its sole discretion, to either temporarily suspend or permanently 

terminate the Agreement if there is a dispute as to the legal authority of either Insurance 

Company or the person signing the Agreement to enter into the Agreement. 

26. NO  CONSTRUCTION  AGAINST  DRAFTING  PARTY:    

The  parties  and their respective counsel have had the opportunity to review the 

Agreement, and the Agreement will not be construed against any party merely because 

any provisions of the Agreement were prepared by a particular party. 

27. ORDER  OF  PRECEDENCE:    In  the  event  of  any  conflicts  

between  the language of the Agreement and the exhibits, the language of the Agreement 

controls, unless such language of the Agreement is severed because it was held to be 

invalid, illegal, or unenforceable in any respect. 

28. SURVIVAL OF CERTAIN PROVISIONS:  The terms of the 

Agreement and any exhibits and attachments that by reasonable implication contemplate 

continued performance, rights, or compliance beyond expiration or termination of the 

Agreement survive the Agreement and will continue to be enforceable.   Without limiting 

the generality of this provision, the Insurance Company’s obligations to provide insurance 

and to indemnify the City will survive for a period equal to any and all relevant statutes 

of limitation, plus the time necessary to fully resolve any claims, matters, or actions 

begun within that period. 

29. ADVERTISING  AND  PUBLIC  DISCLOSURE:    The  

Insurance  Company shall not include any reference to the Agreement or to services 

performed pursuant to the Agreement in any of the Insurance Company’s advertising or 

public relations materials without first obtaining the written approval of the Executive 

Director.  Any oral presentation or written materials related to services performed under 

the Agreement will be limited to services that have been accepted by the City.  The 

Insurance Company shall notify the Executive Director in advance of the date and time of 

any presentation.  Nothing in this provision precludes the transmittal of any information 

to City officials 
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30. CONFIDENTIAL INFORMATION: 

a. City Information:  Insurance Company acknowledges and accepts that, in 

performance of all work under the terms of this Agreement, Insurance Company may 

have access to Proprietary Data or confidential information that may be owned or 

controlled by the City, and that the disclosure of such Proprietary Data or information 

may be damaging to the City or third parties.  Insurance Company agrees that all 

Proprietary Data, confidential information or any other data or information provided or 

otherwise disclosed by the City to Insurance Company shall be held in confidence and 

used only in the performance of its obligations under this Agreement.  Insurance Company 

shall exercise the same standard of care to protect such Proprietary Data and information 

as a reasonably prudent Insurance Company would to protect its own proprietary or 

confidential data.  “Proprietary Data” shall mean any materials or information which 

may be designated or marked “Proprietary” or “Confidential”, or which would not be  

documents subject to disclosure pursuant to the Colorado Open Records Act or City 

ordinance, and provided or made available to Insurance Company by the City.   Such 

Proprietary Data may be in hardcopy, printed, digital or electronic format. 

31. CITY EXECUTION OF AGREEMENT:  The Agreement will 

not be effective or binding on the City until it has been fully executed by all required 

signatories of the City and County of Denver, and if required by Charter, approved by the 

City Council. 

32. AGREEMENT AS COMPLETE INTEGRATION-

AMENDMENTS:   The Agreement is the complete integration of all understandings 

between the parties as to the subject matter of the Agreement.  No prior, contemporaneous 

or subsequent addition, deletion, or other modification has any force or effect, unless 

embodied in the Agreement in writing.  No oral representation  by  any  officer  or  

employee  of  the  City  at  variance  with  the  terms  of  the Agreement or any written 

amendment to the Agreement will have any force or effect or bind the City. 

33. USE, POSSESSION OR SALE OF ALCOHOL OR DRUGS:   

Insurance Company shall cooperate and comply with the provisions of Executive Order 

94 and its Attachment A concerning the use, possession or sale of alcohol or drugs. 

34. ELECTRONIC SIGNATURES AND ELECTRONIC 

RECORDS:  Insurance Company consents to the use of electronic signatures by the City.  
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The Agreement, and any other documents requiring a signature under the Agreement, 

may be signed electronically by the City in the manner specified by the City.   The Parties 

agree not to deny the legal effect or enforceability of the Agreement solely because it is 

in electronic form or because an electronic record was used in its formation.  The Parties 

agree not to object to the admissibility of the Agreement in the form of an electronic 

record, or a paper copy of an electronic document, or a paper copy of a document bearing 

an electronic signature, on the ground that it is an electronic record or electronic signature 

or that it is not in its original form or is not an original. 

 

 

 

 

 

 

 

[NOTE: SIGNATURE PAGES TO FOLLOW] 
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Contract Control Number:

 
 
 
IN WITNESS WHEREOF, the parties have set their hands and affixed their seals at 
Denver, Colorado as of

SEAL      CITY AND COUNTY OF DENVER 
 
 
ATTEST: 
      By______________________________ 
       
___________________________   
 
 
 
 
 
APPROVED AS TO FORM:   REGISTERED AND COUNTERSIGNED: 
 
 
 
 
       By______________________________ 
 
 
By____________________________ 
 
 
 
      By______________________________ 
 





EXHIBIT A 

TO 

PURCHASE AGREEMENT 

UNITEDHEALTH CARE 

INSURANCE COMPANY 

 

and 

The City and County of Denver 

 

2016 SUMMARY OF BENEFITS AND COVERAGE 

 

SBC – 2016 UHC HSA Choice Plus (High Deductible Health Plan) 

SBC – 2016 UHC Navigate Plan (Deductible HMO) 

 



 

 

 

SBC – 2016  

HSA Choice Plus (High Deductible Health Plan) 

 



 
           HSA Choice Plus Plan VRU / 02V    Coverage Period: 01/01/2016 – 12/31/2016 

Summary of Benefits and Coverage: What This Plan Covers & What it Costs Coverage for: Employee & Family      Plan Type: PS1  
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This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan document 
at welcometouhc.com or by calling 1-866-633-2446.  

 

Important Questions Answers Why This Matters: 

What is the overall 
deductible? 

Network: $1,350 *Individual / $2,700 Family 
Non-Network: $3,000 *Individual / $6,000 
Family Per calendar year. 
Services listed below as "No Charge" do not 
apply to the deductible. 
 *Doesn’t apply if policy covers 2+ people. 

You must pay all the costs up to the deductible amount before this plan 
begins to pay for covered services you use. Check your policy or plan 
document to see when the deductible starts over (usually, but not 
always, January 1st). See the chart starting on page 2 for how much you 
pay for covered services after you meet the deductible. 

Are there other deductibles 
for specific services? 

No.  
You don’t have to meet deductibles for specific services, but see the 
chart starting on page 2 for other costs for services this plan covers. 

Is there an out-of-pocket 
limit on my expenses?  

Network: $2,700 *Individual / $5,400 Family 
Non-Network: $6,000 *Individual / $12,000 
Family 
 *Doesn’t apply if policy covers 2+ people. 

The out-of-pocket limit is the most you could pay during a coverage 
period (usually one year) for your share of the cost of covered services. 
This limit helps you plan for health care expenses. 

What is not included in the 
out-of-pocket limit? 

Premium, balance-billed charges, health care 
this plan doesn’t cover, and penalties for 
failure to obtain pre-authorization for services. 

Even though you pay these expenses, they don’t count toward the out-
of-pocket limit.   

Is there an overall annual 
limit on what the plan pays? 

No.  
The chart starting on page 2 describes any limits on what the plan will pay 
for specific covered services, such as office visits.  

Does this plan use a network 
of providers? 

Yes. For a list of network providers, see 
myuhc.com or call 1-866-633-2446. 

If you use an in-network doctor or other health care provider, this plan 
will pay some or all of the costs of covered services. Be aware, your in-
network doctor or hospital may use an out-of-network provider for some 
services. Plans use the term in-network, preferred, or participating for 
providers in their network. See the chart starting on page 2 for how this 
plan pays different kinds of providers.   

Do I need a referral to see a 
specialist? 

No.  
You can see the specialist you choose without permission from this 
plan. 

Are there services this plan 
doesn’t cover? 

Yes.  
Some of the services this plan doesn’t cover are listed on page 5. See your 
policy or plan document for additional information about excluded 
services.  

 

Questions: Call 1-866-633-2446 or visit us at welcometouhc.com. If you aren’t clear about any of the underlined terms used in this form, see the Glossary .              
You can view the Glossary at cms.gov/CCIIO/Resources/Files/Downloads/uniform-glossary-final.pdf or call the phone number above to request a copy.  

http://www.welcometouhc.com/
http://www.myuhc.com/
http://www.welcometouhc.com/
http://www.cms.gov/CCIIO/Resources/Files/Downloads/uniform-glossary-final.pdf
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 Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service. 

 Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the 

plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200.  This may change if you 
haven’t met your deductible. 

 The amount the plan pays for covered services is based on the allowed amount. If a non-network provider charges more than the allowed 

amount, you may have to pay the difference. For example, if a non-network hospital charges $1,500 for an overnight stay and the allowed 
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.) 

 This plan may encourage you to use network providers by charging you lower deductibles, copayments and coinsurance amounts. 
  

Common  

Medical Event 
Services You May Need 

Your Cost If 
You Use a 

Network Provider 

Your Cost If 
You Use a 

Non-Network 
Provider 

Limitations & Exceptions 

If you visit a health care 
provider’s office or 
clinic 

Primary care visit to treat an 
injury or illness 

20% co-ins after ded. 50% co-ins after ded. None 

Specialist visit 20% co-ins after ded. 50% co-ins after ded. None 

Other practitioner office 
visit 

20% co-ins after ded. 50% co-ins after ded. 

Cost share applies to manipulative (chiropractic) 
services only and is limited to 20 visits per 
calendar year.  Pre-authorization is required 
non-network or benefit reduces to 50% of 
eligible expenses.  

Preventive care / screening 
/ immunization 

No Charge Not Covered* 
Includes preventive health services specified in 
the health care reform law. *Certain services are 
covered when using a non-network provider. 

If you have a test 
Diagnostic test (x-ray, blood 
work) 

20% co-ins after ded. 50% co-ins after ded. 
Pre-authorization is required non-network for 
sleep studies or benefit reduces to 50% of 
eligible expenses.  

Imaging (CT / PET scans, 
MRIs) 

20% co-ins after ded. 50% co-ins after ded. 
Pre- authorization is required non-network or 
benefit reduces to 50% of eligible expenses. 

If you need drugs to 
treat your illness or 
condition 
 

 Tier 1 – Your Lowest-Cost 
Option 

Retail:  
$10 copay after ded.  

Mail-Order:  
$25 copay after ded. 

Retail:  
$10 copay after ded.  

Provider means pharmacy for purposes of this 
section. 
Retail: Up to a 31 day supply 
Mail-Order: Up to a 90 day supply 
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Common  

Medical Event 
Services You May Need 

Your Cost If 
You Use a 

Network Provider 

Your Cost If 
You Use a 

Non-Network 
Provider 

Limitations & Exceptions 

 
More information about 
prescription drug  
coverage is available at 
myuhc.com  

Tier 2 – Your Midrange-
Cost Option 

Retail:  
$35 copay after ded.  

Mail-Order:  
$87.50 copay after 

ded.  

Retail:  
$35 copay after ded.  

 

You may need to obtain certain drugs, including 
certain specialty drugs, from a pharmacy 
designated by us. Certain drugs may have a pre-
authorization requirement or may result in a 
higher cost. If you use a non-network pharmacy 
(including a mail order pharmacy), you are 
responsible for any amount over the allowed 
amount. You may be required to use a lower-
cost drug(s) prior to benefits under your policy 
being available for certain prescribed drugs. 
Tier 1 contraceptives covered at No Charge.    

See the website listed for information on drugs 
covered by your plan. Not all drugs are covered. 
Prescription drug costs are subject to the annual 
deductible. 

Tier 3 – Your Highest-Cost 
Option 

Retail:  
$60 copay after ded.  

Mail Order:  
$150 copay after ded.  

Retail:  
$60 copay after ded.  

Tier 4 – Additional High-
Cost Options 

Not Applicable Not Applicable 

If you have outpatient 
surgery 

Facility fee (e.g., ambulatory 
surgery center) 

20% co-ins after ded. 50% co-ins after ded. 
Pre-authorization is required non-network or 
benefit reduces to 50% of eligible expenses.  

Physician / surgeon fees 20% co-ins after ded. 50% co-ins after ded. None 

If you need immediate 
medical attention 

Emergency room services 20% co-ins after ded. *20% co-ins after ded. *Network deductible applies 

Emergency medical 
transportation 

20% co-ins after ded. *20% co-ins after ded. *Network deductible applies 

Urgent care 20% co-ins after ded. 50% co-ins after ded. None 

If you have a hospital 
stay 

Facility fee (e.g., hospital 
room) 

20% co-ins after ded. 50% co-ins after ded. 
Pre-authorization is required non-network or 
benefit reduces to 50% of eligible expenses. 

Physician / surgeon fees 20% co-ins after ded. 50% co-ins after ded. None 

If you have mental 
health, behavioral 
health, or substance 
abuse needs 

Mental / Behavioral health 
outpatient services 

20% co-ins after ded. 50% co-ins after ded. 

Pre-authorization is required non-network for 
certain services or benefit reduces to 50% of 
eligible expenses. See your policy or plan 
document for additional information about 

http://www.myuhc.com/
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Common  

Medical Event 
Services You May Need 

Your Cost If 
You Use a 

Network Provider 

Your Cost If 
You Use a 

Non-Network 
Provider 

Limitations & Exceptions 

  
 

EAP benefits. 

Mental / Behavioral health 
inpatient services 

20% co-ins after ded. 50% co-ins after ded. 

Pre-authorization is required non-network or 
benefit reduces to 50% of eligible expenses. 
See your policy or plan document for additional 
information about EAP benefits. 

Substance use disorder 
outpatient services 

20% co-ins after ded.  50% co-ins after ded. 

Pre-authorization is required non-network for 
certain services or benefit reduces to 50% of 
eligible expenses. See your policy or plan 
document for additional information about 
EAP benefits. 

Substance use disorder 
inpatient services 

20% co-ins after ded. 50% co-ins after ded. 

Pre-authorization is required non-network or 
benefit reduces to 50% of eligible expenses. 
See your policy or plan document for additional 
information about EAP benefits. 

If you are pregnant 
Prenatal and postnatal care No Charge 50% co-ins after ded. 

Additional copays, deductibles, or co-ins may 
apply depending on services rendered.  

Delivery and all inpatient 
services 

20% co-ins after ded. 50% co-ins after ded. Inpatient pre-authorization may apply. 

If you need help 
recovering or have 
other special health 
needs 
 

Home health care 20% co-ins after ded. 50% co-ins after ded. 
Limited to 60 visits per calendar year.  
Pre-authorization is required non-network or 
benefit reduces to 50% of eligible expenses. 

Rehabilitation services 20% co-ins after ded. 50% co-ins after ded.  

Limits per calendar year:  physical, speech, 
occupational – 20 visits; cardiac – 36 visits; 
pulmonary – 20 visits. Pre-authorization 
required for physical, occupational and speech 
non-network or benefit reduces to 50% of 
eligible expenses.   

Habilitative services 20% co-ins after ded. 50% co-ins after ded.  

Limits are combined with Rehabilitation Services 
limits listed above.  Pre-authorization is required 
non-network or benefit reduces to 50% of 
eligible expenses. 
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Common  

Medical Event 
Services You May Need 

Your Cost If 
You Use a 

Network Provider 

Your Cost If 
You Use a 

Non-Network 
Provider 

Limitations & Exceptions 

Skilled nursing care 20% co-ins after ded. 50% co-ins after ded. 

Limited to 60 days per calendar year (combined 
with inpatient rehabilitation). 
Pre-authorization is required non-network or 
benefit reduces to 50% of eligible expenses. 

Durable medical equipment 20% co-ins after ded. 50% co-ins after ded. 

Pre-authorization is required non-network for 
DME over $1,000 or no coverage.  
Covers 1 per type of DME (including 
repair/replacement) every 3 years. 

Hospice service 20% co-ins after ded. 50% co-ins after ded. 
Inpatient pre-authorization is required for non-
network or benefit reduces to 50% of eligible 
expenses.   

If your child needs 
dental or eye care 
 
 
 

Eye exam 20% co-ins after ded.  Not Covered 
Limited to 1 exam every 24 months.  
No coverage non-network.  

Glasses Not Covered Not Covered No coverage for glasses. 

Dental check-up Not Covered Not Covered No coverage for dental check-up. 
 

 

Excluded Services & Other Covered Services: 

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.) 

 Acupuncture 

 Bariatric surgery 

 Cosmetic surgery 

 Dental care (Adult/Child) 

 Glasses (Adult/Child) 

 Infertility treatment 

 Long-term care 

 Non-emergency care when 

traveling outside the U.S.  

 Private-duty nursing 

 Routine foot care 

 Weight loss programs 

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these 
services.) 

 Hearing aids   Routine eye care (Adult/Child)  Spinal Manipulation  
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Your Rights to Continue Coverage: 
 

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health 
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay 
while covered under the plan. Other limitations on your rights to continue coverage may also apply.  
 
For more information on your rights to continue coverage, contact the plan at 1-866-747-1019. You may also contact your state insurance department, the 
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and 
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. 
 

Your Grievance and Appeals Rights:   
 

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance.  For questions 
about your rights, this notice, or assistance, you can contact the Member Service number listed on the back of your ID card or www.myuhc.com or Colorado 
Division of Insurance at 1-303-894-7490 or http://www.dora.state.co.us/insurance/. 

 
Does this Coverage Provide Minimum Essential Coverage? 
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.”  This plan or policy does 
provide minimum essential coverage.   
 

Does this Coverage Meet the Minimum Value Standard? 
The Affordable Care Act establishes a minimum value standard of benefits of a health plan.   The minimum value standard is 60% (actuarial value).   This 
health coverage does  meet the minimum value standard for the benefits it provides. 
 

Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-866-633-2446. 

Chinese (中文): 如果需要中文的帮助，请拨打这个号码1-866-633-2446. 

Navajo (Dine): Dinek'ehgo  shika  at'ohwol  ninisingo, kwiijigo  holne' 1-866-633-2446. 
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-633-2446. 

---------------------------To see examples of how this plan might cover costs for a sample medical situation, see the next page . --------------------------- 
 
 

http://www.dol.gov/ebsa
http://www.cciio.cms.gov/
http://uniteddocs.uhc.com/sites/uss_ti/ciss/teams/Awad/SBC/sbc_operations/Reference%20Materials%20SOP%20job%20aids%20etc/www.myuhc.com
http://www.dora.state.co.us/insurance/
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About these Coverage  
Examples: 
 

These examples show how this plan 
might cover medical care in given 
situations. Use these examples to see, in 
general, how much financial protection a 
sample patient might get if they are 
covered under different plans. 
 

 

This is  
not a cost 
estimator. 

 
Don’t use these examples to 
estimate your actual costs 
under this plan.  The actual 
care you receive will be 
different from these examples, 
and the cost of that care will 
also be different. 
 
See the next page for 
important information about 
these examples. 

 

Having a baby 
(normal delivery) 

 

 Amount owed to providers: $7,540 

 Plan pays $4,920 
 Patient pays $2,620  
 

Sample care costs: 
Hospital charges (mother) $2,700 

Routine obstetric care $2,100 

Hospital charges (baby)    $900 

Anesthesia    $900 

Laboratory tests    $500 

Prescriptions    $200 

Radiology    $200 
Vaccines, other preventive      $40 

Total $7,540 

 
Patient pays: 

Deductibles $1,400 

Copays $20 
Coinsurance $1,000 

Limits or exclusions $200 

Total $2,620 

 
  
 

Managing type 2 diabetes 
(routine maintenance of  

a well-controlled condition) 

 Amount owed to providers: $5,400 
 Plan pays $3,070 

 Patient pays $2,330  
 

Sample care costs: 

Prescriptions $2,900 
Medical Equipment and Supplies $1,300 
Office Visits and Procedures    $700 

Education    $300 
Laboratory tests    $100 

Vaccines, other preventive    $100 
Total $5,400 

 
 

Patient pays: 
Deductibles $1,300 
Copays $900 

Coinsurance $90 
Limits or exclusions $40 
Total $2,330 
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Questions and answers about Coverage Examples: 
 

What are some of the 
assumptions behind the 
Coverage Examples? 

 Costs don’t include premiums. 

 Sample care costs are based on national 

averages supplied to the U.S. Department of 
Health and Human Services, and aren’t 
specific to a particular geographic area or 
health plan. 

 The patient’s condition was not an excluded 
or preexisting condition. 

 All services and treatments started and 
ended in the same coverage period. 

 There are no other medical expenses for any 
member covered under this plan. 

 Out-of-pocket expenses are based only on 

treating the condition in the example. 

 The patient received all care from in-
network providers.  If the patient had 
received care from out-of-network 
providers, costs would have been higher. 

 If other than individual coverage, the Patient 
Pays amount may be more. 

What does a Coverage Example 
show? 

For each treatment situation, the Coverage 
Example helps you see how deductibles, 
copayments, and coinsurance can add up.  It 
also helps you see what expenses might be left 
up to you to pay because the service or 
treatment isn’t covered or payment is limited. 

Can I use Coverage Examples to 
compare plans? 

 Yes.  When you look at the Summary of 

Benefits and Coverage for other plans, you’ll 
find the same Coverage Examples. When you 
compare plans, check the “Patient Pays” box in 
each example. The smaller that number, the 
more coverage the plan provides. 

Does the Coverage Example 
predict my own care needs? 

  No.  Treatments shown are just examples.  

The care you would receive for this condition 
could be different based on your doctor’s advice, 
your age, how serious your condition is, and 
many other factors. 

Are there other costs I should 
consider when comparing plans? 

 Yes. An important cost is the premium 

you pay. Generally, the lower your premium, 
the more you’ll pay in out-of-pocket costs, such 
as copayments, deductibles, and coinsurance.  
You should also consider contributions to 
accounts such as health savings accounts 
(HSAs), flexible spending arrangements (FSAs) 
or health reimbursement accounts (HRAs) that 
help you pay out-of-pocket expenses. 

Does the Coverage Example 
predict my future expenses? 

  No. Coverage Examples are not cost 

estimators. You can’t use the examples to 
estimate costs for an actual condition. They are 
for comparative purposes only. Your own costs 
will be different depending on the care you 
receive, the prices your providers charge, and 
the reimbursement your health plan allows. 

 

Questions: Call 1-866-633-2446 or visit us at welcometouhc.com. If you aren’t clear about any of the underlined terms used in this form, see the 
Glossary. You can view the Glossary at cms.gov/CCIIO/Resources/Files/Downloads/uniform-glossary-final.pdf or call the phone number above to 
request a copy.  
 

http://www.welcometouhc.com/
http://www.cms.gov/CCIIO/Resources/Files/Downloads/uniform-glossary-final.pdf
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This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan document 
at welcometouhc.com or by calling 1-855-828-7715. 

 

Important Questions Answers Why This Matters: 

What is the overall deductible? 

Network: $500 Individual / $1,500 Family 
Per calendar year. 
Copays, prescription drugs, and services 
listed below as "No Charge" do not apply to 
the deductible. 

You must pay all the costs up to the deductible amount before this plan 
begins to pay for covered services you use. Check your policy or plan 
document to see when the deductible starts over (usually, but not always, 
January 1st). See the chart starting on page 2 for how much you pay for 
covered services after you meet the deductible. 

Are there other deductibles for 
specific services? 

No.  
You don’t have to meet deductibles for specific services, but see the chart 
starting on page 2 for other costs for services this plan covers. 

Is there an out-of-pocket limit 
on my expenses?  

Network: $2,500 Individual / $5,000 Family 
The out-of-pocket limit is the most you could pay during a coverage period 
(usually one year) for your share of the cost of covered services. This limit 
helps you plan for health care expenses. 

What is not included in the out-
of-pocket limit? 

Premium, balance-billed charges, and health 
care this plan doesn’t cover. 

Even though you pay these expenses, they don’t count toward the out-of-
pocket limit.   

Is there an overall annual limit 
on what the plan pays? 

No.  
The chart starting on page 2 describes any limits on what the plan will pay 
for specific covered services, such as office visits.  

Does this plan use a network of 
providers? 

Yes. For a list of network providers, see 
myuhc.com or call 1-855-828-7715. 

If you use an in-network doctor or other health care provider, this plan will 
pay some or all of the costs of covered services. Be aware, your in-network 
doctor or hospital may use an out-of-network provider for some services. 
Plans use the term in-network, preferred, or participating for providers in 
their network. See the chart starting on page 2 for how this plan pays 
different kinds of providers.   

Do I need a referral to see a 
specialist? 

Yes. An electronic referral is required to see 
a Network Specialist. 

This plan will pay some or all of the costs to see a specialist but only if you 
have the plan’s permission before you see the specialist for covered 
services. 

Are there services this plan 
doesn’t cover? 

Yes.  
Some of the services this plan doesn’t cover are listed on page 5. See your 
policy or plan document for additional information about excluded 
services.  

 

Questions: Call 1-855-828-7715 or visit us at welcometouhc.com. If you aren’t clear about any of the underlined terms used in this form, see the Glossary. 
You can view the Glossary at cms.gov/CCIIO/Resources/Files/Downloads/uniform-glossary-final.pdf or call the phone number above to request a copy.  

http://www.welcometouhc.com/
http://www.myuhc.com/
http://www.welcometouhc.com/
http://www.cms.gov/CCIIO/Resources/Files/Downloads/uniform-glossary-final.pdf
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 Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.  

 Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the 

plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200.  This may change if you 
haven’t met your deductible. 

 The amount the plan pays for covered services is based on the allowed amount. If a non-network provider charges more than the allowed 

amount, you may have to pay the difference. For example, if a non-network hospital charges $1,500 for an overnight stay and the allowed 
amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.) 

 This plan may encourage you to use network providers by charging you lower deductibles, copayments and coinsurance amounts. 
 

Common  

Medical Event 

Services You 

May Need 

Your Cost If 
You Use a Network 

Provider with 

Referral 

Your Cost If 
You Use a 
Network 

Provider 
without 

Referral 

Your Cost If 
You Use a 

Non-Network 
Provider 

Limitations & Exceptions 

If you visit a 
health care 
provider’s office 
or clinic 

Primary care visit to 
treat an injury or 
illness 

$25 copay per visit Not Covered Not Covered 

Primary care provider (PCP) must be assigned. No 
referral required for OB/GYN. 
If you receive services in addition to office visit, 
additional copays, deductibles, or co-ins may apply.  

Specialist visit $50 copay per visit Not Covered Not Covered 
If you receive services in addition to office visit, 
additional copays, deductibles, or co-ins may apply.  

Other practitioner 
office visit 

$50 copay per visit Not Covered Not Covered 
Cost share applies for only manipulative 
(chiropractic) services and is limited to 20 visits per 
calendar year.  

Preventive care / 
screening / 
immunization 

No Charge Not Covered Not Covered 
Includes preventive health services specified in the 
health care reform law. 

If you have a test Diagnostic test (x-
ray, blood work) 

20% co-ins after ded. 
20% co-ins 
after ded. 

Not Covered None 

Imaging (CT / PET 
scans, MRIs) 

$150 copay per service 
$150 copay per 

service 
Not Covered None 

If you need 
drugs to treat 
your illness or 
condition 

Tier 1 – Your 
Lowest-Cost Option 

Retail: $15 copay  
Mail-Order: $37.50 

copay 

Retail: $15 
copay  

Mail-Order: 
$37.50 copay  

Not Covered 

Provider means pharmacy for purposes of this section. 
Retail: Up to a 31 day supply 
Mail-Order: Up to a 90 day supply 
You may need to obtain certain drugs, including 
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Common  
Medical Event 

Services You 
May Need 

Your Cost If 
You Use a Network 

Provider with 
Referral 

Your Cost If 
You Use a 

Network 
Provider 

without 
Referral 

Your Cost If 

You Use a 
Non-Network 

Provider 

Limitations & Exceptions 

 
More information 
about 
prescription drug  
coverage is 
available at 
myuhc.com 

Tier 2 – Your 
Midrange-Cost 
Option 

Retail: $45 copay  
Mail-Order: $112.50 

copay 

Retail: $45 
copay  

Mail-Order: 
$112.50 copay 

Not Covered 

certain specialty drugs, from a pharmacy designated 
by us. Certain drugs may have a pre-authorization 
requirement or may result in a higher cost. If you use 
a non-network pharmacy (including a mail order 
pharmacy), you are responsible for any amount over 
the allowed amount. 
You may be required to use a lower-cost drug(s) prior 
to benefits under your policy being available for 
certain prescribed drugs. Tier 1 contraceptives 
covered at No Charge. See the website listed for 
information on drugs covered by your plan. Not all 
drugs are covered. 

Tier 3 – Your 
Highest-Cost 
Option 

Retail: $60 copay  
Mail-Order: $150 copay 

Retail: $60 
copay  

Mail-Order: 
$150 copay 

Not Covered 

Tier 4 – Additional 
High-Cost Options 

Not Applicable Not Applicable Not Applicable 

If you have 
outpatient 
surgery 

Facility fee (e.g., 
ambulatory surgery 
center) 

20% co-ins after ded. Not Covered Not Covered 

Primary care provider (PCP) must be assigned. No 
referral required for OB/GYN. 
$75 outpatient surgery per occurrence deductible 
applies prior to the annual deductible. 

Physician / surgeon 
fees 

20% co-ins after ded. Not Covered Not Covered 
Primary care provider (PCP) must be assigned. No 
referral required for OB/GYN. 
 

If you need 
immediate 
medical 
attention 

Emergency room 
services 

$300 copay per visit 
$300 copay per 

visit 
$300 copay per 

visit 
None 

Emergency medical 
transportation 

20% co-ins after ded. 
20% co-ins 
after ded. 

*20% co-ins 
after ded. 

*Network deductible applies. 

Urgent care $75 copay per visit 
$75 copay per 

visit 
Not Covered 

If you receive services in addition to urgent care, 
additional copays, deductibles, or co-ins may apply.  

If you have a 
hospital stay 

Facility fee (e.g., 
hospital room) 

20% co-ins after ded. Not Covered Not Covered 
$150 inpatient stay per occurrence deductible applies 
prior to the annual deductible. 

Physician / surgeon 
fees 

20% co-ins after ded. Not Covered Not Covered 
Primary care provider (PCP) must be assigned. No 
referral required for OB/GYN. 

If you have 
mental health, 

Mental / Behavioral 
health outpatient 

$50 copay per visit 
$50 copay per 

visit 
Not Covered 

See your policy or plan document for additional 
information about EAP benefits. 

http://www.myuhc.com/
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Common  
Medical Event 

Services You 
May Need 

Your Cost If 
You Use a Network 

Provider with 
Referral 

Your Cost If 
You Use a 

Network 
Provider 

without 
Referral 

Your Cost If 

You Use a 
Non-Network 

Provider 

Limitations & Exceptions 

behavioral 
health, or 
substance abuse 
needs 
  
 

services 

Mental / Behavioral 
health inpatient 
services 

20% co-ins after ded. 
20% co-ins 
after ded. 

Not Covered 
See your policy or plan document for additional 
information about EAP benefits. 

Substance use 
disorder outpatient 
services 

$50 copay per visit 
$50 copay per 

visit 
Not Covered 

See your policy or plan document for additional 
information about EAP benefits. 

Substance use 
disorder inpatient 
services 

20% co-ins after ded. 
20% co-ins 
after ded. 

Not Covered 
See your policy or plan document for additional 
information about EAP benefits. 

If you are 
pregnant Prenatal and 

postnatal care 
No Charge No Charge Not Covered 

Additional copays, deductibles, or co-ins may apply 
depending on services rendered.  

Delivery and all 
inpatient services 

20% co-ins after ded. Not Covered Not Covered 
$150 inpatient stay per occurrence deductible applies 
prior to the annual deductible. 

If you need help 
recovering or 
have other 
special health 
needs 
 

Home health care  20% co-ins after ded. 
20% co-ins 
after ded. 

Not Covered Limited to 60 visits per calendar   year.  

Rehabilitation 
services 

$25 copay per 
outpatient visit 

$25 copay per 
outpatient visit 

Not Covered 
Limits per calendar year:  physical, speech, 
occupational – 20 visits; cardiac – 36 visits; 
pulmonary – 20 visits. 

Habilitative services 
$25 copay per 
outpatient visit 

$25 copay per 
outpatient visit 

Not Covered 
Limits are combined with Rehabilitation Services 
limits listed above. 

Skilled nursing care 20% co-ins after ded. 
20% co-ins 
after ded. 

Not Covered 
Limited to 60 days per calendar year. (combined with 
inpatient rehabilitation). 

Durable medical 
equipment 

20% co-ins after ded. 
20% co-ins 
after ded. 

Not Covered 
Covers 1 per type of DME (including 
repair/replacement) every 3 years. 

Hospice service 20% co-ins after ded. 
20% co-ins 
after ded. 

Not Covered None 

If your child Eye exam $25 copay per $25 copay per Not Covered Limited to 1 exam every 2 years. 
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Common  
Medical Event 

Services You 
May Need 

Your Cost If 
You Use a Network 

Provider with 
Referral 

Your Cost If 
You Use a 

Network 
Provider 

without 
Referral 

Your Cost If 

You Use a 
Non-Network 

Provider 

Limitations & Exceptions 

needs dental or 
eye care 
 

outpatient visit  outpatient visit  

Glasses Not Covered Not Covered Not Covered No coverage for glasses. 

Dental check-up Not Covered Not Covered Not Covered No coverage for dental check-up. 

 

Excluded Services & Other Covered Services: 

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.) 

 Acupuncture 

 Bariatric surgery 

 Cosmetic surgery 

 Dental care (Adult/Child) 

 Glasses (Adult/Child) 

 Infertility treatment 

 Long-term care 

 Non-emergency care when 
traveling outside the U.S.  

 Private-duty nursing  

 Routine foot care 

 Weight loss programs 

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these 
services.) 

 Hearing aids   Routine eye care (Adult/Child)  Spinal Manipulation  

 

Your Rights to Continue Coverage: 
 

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health 
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while 
covered under the plan. Other limitations on your rights to continue coverage may also apply.  
 
For more information on your rights to continue coverage, contact the plan at 1-866-747-1019. You may also contact your state insurance department, the U.S. 
Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human 
Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. 
 

Your Grievance and Appeals Rights:   
 

http://www.dol.gov/ebsa
http://www.cciio.cms.gov/
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If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance.  For questions 
about your rights, this notice, or assistance, you can contact the Member Service number listed on the back of your ID card or www.myuhc.com or Colorado 
Division of Insurance at 1-303-894-7490 or http://www.dora.state.co.us/insurance/. 
 

Does this Coverage Provide Minimum Essential Coverage? 
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.”  This plan or policy does provide 
minimum essential coverage.   
 

Does this Coverage Meet the Minimum Value Standard? 
The Affordable Care Act establishes a minimum value standard of benefits of a health plan.   The minimum value standard is 60% (actuarial value).  This health 
coverage does meet the minimum value standard for the benefits it provides. 

 
Language Access Services: 
Spanish (Español): Para obtener asistencia en Español, llame al 1-855-828-7715. 

Chinese (中文): 如果需要中文的帮助，请拨打这个号码1-855-828-7715. 

Navajo (Dine): Dinek'ehgo  shika  at'ohwol  ninisingo, kwiijigo  holne' 1-855-828-7715. 

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-828-7715. 

 
---------------------------To see examples of how this plan might cover costs for a sample medical situation, see the next page .--------------------------- 

 
  

http://uniteddocs.uhc.com/sites/uss_ti/ciss/teams/Awad/SBC/sbc_operations/Reference%20Materials%20SOP%20job%20aids%20etc/www.myuhc.com
http://www.dora.state.co.us/insurance/


 
              Navigate Plan VX7 / 0BO              Coverage Period: 01/01/2016 – 12/31/2016 

Summary of Benefits and Coverage: What This Plan Covers & What it Costs Coverage for: Employee & Family      Plan Type: GIL  
 

7 of 8 

About these Coverage  
Examples: 
 
These examples show how this plan 
might cover medical care in given 
situations. Use these examples to see, in 
general, how much financial protection a 
sample patient might get if they are 
covered under different plans. 
 

 

This is  
not a cost 
estimator. 

 

Don’t use these examples to 
estimate your actual costs 
under this plan.  The actual 
care you receive will be 
different from these examples, 
and the cost of that care will 
also be different. 
 
See the next page for 
important information about 
these examples. 

 

Having a baby 
(normal delivery) 

 

 Amount owed to providers: $7,540 

 Plan pays $5,420 
 Patient pays $2,120  

 
Sample care costs: 
Hospital charges (mother) $2,700 

Routine obstetric care $2,100 

Hospital charges (baby)    $900 

Anesthesia    $900 
Laboratory tests    $500 

Prescriptions    $200 

Radiology    $200 

Vaccines, other preventive      $40 

Total $7,540 
 

Patient pays: 
Deductibles $500 

Copays $20 

Coinsurance $1,400 
Limits or exclusions $200 

Total $2,120 

 
  

 

Managing type 2 diabetes 
(routine maintenance of  

a well-controlled condition) 

 Amount owed to providers: $5,400 

 Plan pays $3,620 
 Patient pays $1,780  

 

Sample care costs: 
Prescriptions $2,900 
Medical Equipment and Supplies $1,300 
Office Visits and Procedures    $700 

Education    $300 
Laboratory tests    $100 

Vaccines, other preventive    $100 
Total $5,400 

 
 

Patient pays: 
Deductibles $500 
Copays $1,200 

Coinsurance $0 
Limits or exclusions $80 
Total $1,780 
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Questions and answers about Coverage Examples: 
 

What are some of the 
assumptions behind the 
Coverage Examples? 
 

 Costs don’t include premiums. 

 Sample care costs are based on national 
averages supplied to the U.S. Department of 
Health and Human Services, and aren’t 
specific to a particular geographic area or 
health plan. 

 The patient’s condition was not an excluded 
or preexisting condition. 

 All services and treatments started and 

ended in the same coverage period. 

 There are no other medical expenses for any 
member covered under this plan. 

 Out-of-pocket expenses are based only on 
treating the condition in the example. 

 The patient received all care from in-
network providers.  If the patient had 
received care from out-of-network 
providers, costs would have been higher. 

 If other than individual coverage, the Patient 

Pays amount may be more. 

What does a Coverage Example 
show? 
 

For each treatment situation, the Coverage 
Example helps you see how deductibles, 
copayments, and coinsurance can add up.  It 
also helps you see what expenses might be left 
up to you to pay because the service or 
treatment isn’t covered or payment is limited. 

Can I use Coverage Examples to 
compare plans? 
 

 Yes.  When you look at the Summary of 

Benefits and Coverage for other plans, you’ll 
find the same Coverage Examples. When you 
compare plans, check the “Patient Pays” box in 
each example. The smaller that number, the 
more coverage the plan provides. 

Does the Coverage Example 
predict my own care needs? 
 

  No.  Treatments shown are just examples.  

The care you would receive for this condition 
could be different based on your doctor’s advice, 
your age, how serious your condition is, and 
many other factors. 

Are there other costs I should 
consider when comparing plans? 
 

 Yes. An important cost is the premium 

you pay. Generally, the lower your premium, 
the more you’ll pay in out-of-pocket costs, such 
as copayments, deductibles, and coinsurance.  
You should also consider contributions to 
accounts such as health savings accounts 
(HSAs), flexible spending arrangements (FSAs) 
or health reimbursement accounts (HRAs) that 
help you pay out-of-pocket expenses. 

Does the Coverage Example 
predict my future expenses? 
 

  No. Coverage Examples are not cost 

estimators. You can’t use the examples to 
estimate costs for an actual condition. They are 
for comparative purposes only. Your own costs 
will be different depending on the care you 
receive, the prices your providers charge, and 
the reimbursement your health plan allows. 

 

Questions: Call 1-855-828-7715 or visit us at welcometouhc.com. If you aren’t clear about any of the underlined terms used in this form, see the 
Glossary. You can view the Glossary at cms.gov/CCIIO/Resources/Files/Downloads/uniform-glossary-final.pdf or call the phone number above to 
request a copy.  
 

http://www.welcometouhc.com/
http://www.cms.gov/CCIIO/Resources/Files/Downloads/uniform-glossary-final.pdf


EXHIBIT B 

TO 

PURCHASE AGREEMENT 

UNITEDHEALTH CARE 

INSURANCE COMPANY 

 

and 

The City and County of Denver 

 

ACORD CERTIFICATE OF LIABILITY INSURANCE 

 



EXHIBIT C 

TO 

PURCHASE AGREEMENT 

UNITEDHEALTH CARE 

INSURANCE COMPANY 

 

and 

The City and County of Denver 

 

LOGO RESTRICTIONS 

 



 

DENVER LOGO COLORS 

 

 

 

The Denver logo is available in a horizontal layout, which is preferred, or a vertical layout. The color 
palette is comprised of five colors:  

 

REVERSE USAGE A reverse version of the Denver logo has been developed to be used on black or other 
dark colors. A white border is used to separate the symbol from the background. The logotype and 
tagline are white instead of black to increase legibility.  

When only one color is available, the black logo or one-color reverse artwork should be used. 
Additional details on the appropriate use of the Denver logo can be found in the Denver brand center 

 

 

1 
 

http://www.denvergov.org/brandcenter/GraphicStandards/tabid/425638/Default.aspx

