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BENEFITS DEDUCTION SCHEDULE  July 2023 - June 2024 
Rates and Medical Plans Bundled with  Dental and Vision Coverage 

Rates reflect per pay period contribution

BENEFIT COST FOR  12-MONTH  EMPLOYEES PER PAY PERIOD
Deductions (on 24 pay periods) 7/1/23 - 6/30/24

EE Only EE+ Spouse EE+ Children EE+  Family

Kaiser EPO $18.34 $237.28 $177.96 $301.99

Kaiser HSA $7.50 $31.28 $23.45 $39.79

Blue Shield EPO $64.46 $391.54 $290.42 $501.85

Blue Shield PPO $94.88  $439.50 $326.39 $562.88

Blue Shield HSA $7.50 $194.16 $142.39 $250.64

BENEFIT COST FOR  10-MONTH/HOURLY  EMPLOYEES PER PAY PERIOD  
Important: Your annual benefit premium will be collected within a 9-month period; between  
September 1st through May 31st (18 pay periods) 
Deductions (on 18 pay periods) 9/1/23 - 5/31/24 | Rates reflect per pay period contribution

EE Only EE+ Spouse EE+ Children EE+  Family

Kaiser EPO $24.45 $316.37 $237.27 $402.65

Kaiser HSA $10.00 $41.70 $31.26 $53.05

Blue Shield EPO $85.94 $522.05 $387.23 $669.13

Blue Shield PPO $126.50 $585.99 $435.19 $750.51

Blue Shield HSA $10.00 $258.87 $189.85 $334.19

Benefits Eligibility Rules
• All regular employees working 20+ hours per week.
• Eligible dependents: spouse (as defined by state law), and children under age 26 . 
• Employees who plan to add their dependents in the DSJ health plan will be required to pro-

vide documentation of dependent eligibility during enrollment in order for  
dependent’s coverage to be approved.  (Spouse = Marriage certificate, Child = Birth  
certificate, Adoption/Legal Guardianship = Court documents).

• For detailed plans and information go to Retatrust.org  and access Reference  
Library for Plan Summary.

If you fail to enroll during new hire and/or open enrollment periods, acceptance to the 
benefits enrollment will only be allowed if you experience a Qualified Life Event Change 
as defined by the IRS Section 125 Guidelines, submitted online to RetaTrust along with 
required documentation within 30 days from event date.



2023- 2024 Benefits Plan Breakdown

HEALTH PLANS

*Kaiser

Kaiser Vision

Delta Dental

Kaiser Prescription 

*Kaiser 
HD

Kaiser Vision

Delta Dental

Kaiser Prescription 

VSP Vision

Delta Dental

CVS Caremark 
Prescription

*Blue Shield 
PPO or EPO

VSP Vision

Delta Dental

CVS Caremark 
Prescription

*Blue Shield 
HD

No vision/prescription or 
dental provided

*Waive 
Medical

*Life Insurance, AD&D, LTD provided to all Benefits Eligible Employees
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S LIFE INSURANCE, AD&D, LONG 

TERM DISABILTY 
DSJ pays 100% of the premium at no cost to employee. 

Term Life and Accidental Death 
and Dismemberment (AD&D) 
insurance

Your beneficiary will receive 1x basic annual earnings to a maximum of $125,000.00. 
Provides a cash benefit to help ensure your loved ones remain financially secure in the 
event of your death or a covered accident. Benefit reduction commencing at age 65.

Long-term disability (LTD)  
insurance   

LTD is intended to help replace some of your income for an extended period when you 
cannot work because of a disability. Elimination Period of 180 days. Monthly benefit of 
70% of monthly salary up to $5,000 per month. Integrated with other disability benefits 
you may receive.
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ADDITIONAL LIFE INSURANCE, AC-
CIDENTAL DEATH AND DISMEMBER-
MENT (AD&D) 

Voluntary Life and AD&D plans are available to all new hires and during open enrollment 
period. Coverage available to employee and eligible dependents.  Cost to these plan are 
100% paid by the employee.

FLEXIBLE SPENDING  
ACCOUNT (FSA) The money you set aside in FSA is not  subject to federal income or Social Security tax. 

Health Care Flexible  
Spending (HFSA)

HFSA allows you to set aside a portion of your salary, before-tax, to reimburse amounts for 
eligible medical expenses. Contribution may not exceed $3,050.

Dependent Day Care  
Flexible Spending (DFSA)

DFSA allows you to set aside a portion of your salary, before-tax, to reimburse amounts 
spent for eligible dependent day care expenses that are necessary in order for you, and if 
you are married, your spouse, to work or look for work. Under federal tax law. Maximum  
annual contribution may be up to $5,000 ($2,500 maximum if you are married, filing  
separate income tax returns).

DSJ 403(b) RETIREMENT
Savings Plan

As an employee of the Diocese of San Jose, you are eligible to participate in the Diocese of 
San José 403(b) Retirement Plan to save for your retirement. Voya Financial® is 
the recordkeeper of the DSJ 403(b) Retirement Plan

• DSJ contribution of 3% for benefits eligible employee
• Plan automatically enrolls benefits eligible lay employees at 3% of compensation; may 

elect a higher percentage or may elect to opt-out of the Plan 
• DSJ Matching 403(b) contributions for benefits eligible lay employees -  

The Diocese of San Jose will match 100% up to 3%. 
• Employee Contributions to the Plan -Traditional (Pre-Tax) and Roth (After-tax) Contribu-

tions or a combination of the two deferrals. 

For more information on Voya and some informational videos, please visit voya.com. 
Voya Customer Center: 855-334-4983 Website: https://dsj403b.voya.com 

Benefits Ineligible employees can participate but will not recieve DSJ contributions. 



Visit www.retatrust.org for Plan Summary and Evidence Coverage Booklets
Blue Shield

PLAN DESIGNS BS PPO Plan 5001 
PPO 100/80

BS EPO Pan 5132 
EPO 100 $0

BS HD (High Deductible) 
Compatible 2000 90/70

Annual Out-of-Pocket Maximum (Includes Deductible & Co-Insuance) per calendar year 
For any one Member in the same Family 
Unit

$100 In network 
$2,800 Out of network

$800 No Coverage out of  
network

$2,000 Individual

For an entire Family Unit of two or more 
Members

$200 In network
$5,600 Out of network

$2,400 No Coverage out of 
network

$2,800 Family Member 
$4,000 Family for in and out of net-
work

In Network Deductible per Calendar Year $100 Ind, $200 Fam-In Network
$300 Ind, $600 Fam -Out of 
Network

$0 Individual 
$0 Family 

Out-of-Pocket Limit: 
$6,000 Individual , $12,000 Family 

Professional Services
Office Visit Co-payments $15 Copay In network

(deductible waived),  20% Out of 
network

$15 Copay In Network
No Coverage out of network

Annual Out-of-Pocket Limit must be 
met. 

Preventive Services No Copay In network (deductible 
waived), 20% Out of network

No Copay, deductible waived
No Coverage out of Network

Deductible waived In-Network, 
 30% coinsurance Out of Network

Well Child Care (Birth to age 2) No Copay In network (deductible 
waived), 20% Out of network

No Copay In Network
No Coverage out of network

Deductible waived In-Network,  
30% coinsurance Out of Network

Outpatient Services
Outpatient surgery No Copay In network/ 20% Out 

of network
No Copay In Network
No Coverage out of network

Facility fee; Physician, surgeon; Emer-
gency Room Care:  10% coinsurance 
In Network, 30% coinsurance Out of 
Network

Allergy injection visits No Copay In network, 20% Out 
of network (deductible waived)
$20 Office Visit may apply

No Copay In Network
No Coverage out of network
$15 Office Visit may apply

10% coinsurance In Network,  
30% coinsurance Out of Network

X-rays and lab tests No Copay In network / 20% Out 
of network

No Copay In Network
No Coverage out of network

10% coinsurance In Network,  
30% coinsurance Out of Network

MRI, CT and PET No Copay In network/ 20% Out 
of network

No Copay In Network
No Coverage out of network

10% coinsurance In Network,  
30% coinsurance Out of Network

Inpatient Services ($100 deduct non-preauthorized hospitalization)

Room and board, surgery, anesthesia, 
X-rays, lab tests, and drugs

No Copay In Network
20% Out of Network

No Copay, deductible waived
No Coverage Out of Network

Facility fee; Physician, surgeon; Emer-
gency Room Care:  10% coinsurance 
In Network, 30% coinsurance Out of 
Network

Non-preauthorized admissions Required Required Required

Emergency Health Coverage ($100 deductible is waived if admitted to hospital directly from ER)
Emergency Department visits $100 per visit

In & Out of Network
$100 per visit
0% In & Out for initial 48 hours 
No Out coverage thereafter

10% coinsurance In Network, 
10% coinsurance Out of Network, 
Emergency Room Care

Urgent Care visit $15 Copay $50 Copay 10% coinsurance In Network,  
30% coinsurance Out of Network

Prescription Drug Coverage
Retail Pharmacy - up to 30 day supply $10 Generic

$20 Preferred Brand
$40 Non-Preferred Brand 

$10 Generic
$20 Preferred Brand
$40 Non-Preferred Brand 

Brand: $20/30-day supply,  $40/60-
day supply,  $60/61-90 day supply 
Non Brand: $40/30-day supply,  
$80/60-day supply,  $120/61-90 day 
supply

Mail-order Pharmacy - up to 90 day sup-
ply

$20 Generic
$40 Preferred Brand 
$80 Non-Preferred Brand

$20 Generic
$40 Preferred Brand 
$80 Non-Preferred Brand

Brand:  $40/prescription 
Non Brand:  $80/prescription

Durable Medical Equipment
Covered durable medical equipment 
for home use in accord with our DME 
formulary

0% In network/ 20% Out of 
network

No Copay in Network 10% coinsurance In Network, 
10% coinsurance Out of Network, 
Emergency Room Care

Disclaimer: This outline is for use as a reference only and is a summary of benefits.  
All benefits referenced are subject to any applicable exclusions and/or limitations.



Visit www.retatrust.org for Plan Summary and Evidence Coverage Booklets

Disclaimer: This outline is for use as a reference only and is a summary of benefits.  
All benefits referenced are subject to any applicable exclusions and/or limitations.

Kaiser
PLAN DESIGNS Kaiser EPO Kaiser HD (High Deductible)

Annual Out-of-Pocket Maximum for Certain Services

For any one Member in the same Family 
Unit

$1,500 per calendar year $2,000 Individual

For an entire Family Unit of two or more 
Members

$3,000 per calendar year $3,000 Family

In Network Deductible per Calendar Year None Out-of-Pocket Limit: 
$3,000 Individual , $6,000 Family

Professional Services 

Office Visit Co-payments $15 per visit Primary and Specialist $30 /visit In-network;  
out-of-network not covered

Preventive Services 100% No charge, deductible does not apply. . Out of 
network not covered.

Well Child Care (Birth to age 2) 100% No charge, deductible does not apply. . Out of 
network not covered.

Outpatient Services

Outpatient surgery $15 per procedure Facility fee; Physician, surgeon fee; Emer-
gency Room Care fee:  $150/fee In-network;  
out-of-network not covered

Allergy injection visits $5 per visit $30 copay per visit

X-rays and lab tests No Charge $10/visit

MRI, CT and PET No Charge $10/scan
Inpatient Services

Room and board, surgery, anesthesia, 
X-rays, lab tests, and drugs

$250 per admission Facility fee: $250/admission, Physician/sur-
geon Fee: $250/admission

Non-preauthorized admissions Required Required

Emergency Health Coverage

Emergency Department visits $100 per visit (does not apply  
if admitted directly to the  
hospital as an inpatient)

Emergency Room: $100/visit, Transport: 
$250/trip (does not apply if admitted di-
rectly to the hospital as an inpatient)

Urgent Care visit $15/visit  $30/visit (covered when temporarily out-
side the service area)

Prescription Drug Coverage

Retail Pharmacy - up to 30 day supply $10 Generic 
$20 Brand

$10 Generic 
$30 Brand

Mail-order Pharmacy - up to 90 day sup-
ply

Mail-order Pharmacy 
Same as retail

$20 Generic 
$60 Brand

Durable Medical  Equipment

Covered durable medical equipment 
for home use in accord with our DME 
formulary

20% Coinsurance 20% Coinsurance



HSA HEALTH SAVINGS ACCOUNT

Maximize your tax savings

Pay for thousands of qualified medical expenses
Here are a few common ways to spend your HSA.

If you enroll in either the Blue Shield high deductible plan or the Kaiser deductible plan:
• You will have substantial savings on the medical plan premiums.
• You will receive a medical subsidy from the Diocese of San Jose equivalent to $50.00 per payday or 

$1,200.00 for the year.
• If you qualify to have a Health Savings Account (HSA), you can put the medical subsidy and any part of your 

premium savings and any additional amount into your HSA to cover allowable medical expenses (including 
the annual out-of-pocket maximum and other expenses which may not be covered by the medical plan).

When you use your tax-advantage HSA, 
you get $10 in tax savings for every $50 

you contribute.

Members 55+ can contribute an extra $1,000

Pain
Relievers

No ‘use-it-or-lose-it,’
keep you HSA forever

Create a healthcare
emergency safety net

Invest** your HSA tax-free,
like a 401(k)

Doctor
Visits

Dental
Cleaning

Sleep
Aids

Eyeglasses/
Contacts

Cold/Cough
Medicine

Chiropractic
Care

Insulin testing
supplies

2023 IRS contribution limits

$7,750

$3,850

Health Savings
Account
Save up to $1,500* on taxes 
when you choose HSA

Family Plan

Individual Plan



HSAS
are an easy win in today’s  
complex health care system

HSAs empower health savings

How does an HSA work?

How does an HSA work?

+

...and empower for the future

Overview of an HSA

Overview of an HSA

Qualifying plans typically have lower premiums

Tax freeHSA contributions are tax-free (federal and 
state*) *Eligible HSA contributions are taxed by these 
states: CA and NJ

Lowers tax liabilityYour contributions lower your tax 
liability

Your HSA balance rolls over every year

Account is yoursThe account is yours even if you change 
jobs, insurance plans, or retire

Invest HSA fundsYou can invest your HSA funds and the 
interest you earn is tax-free

HEALTH PLAN
High-deductible plan

(Must be HSA qualified)

Deposit the money you 
saved on premiums to 

your HSAs

HSA
Health savings account

Use your tax-free sav-
ings to pay for qualified 

medical expenses

Must be covered only by an HSA-qualified health 
plan. Other health coverage* may disqualify you
*Medicare and other traditional health plans

Cannot have a full purpose FSA
(Including through a spouse)

Not be claimed as a dependent on someone 
else’s tax return

The table outlines the IRS established annual HSA contribution limits

TAX YEAR MAX HSA CONTRIBUTION LIMIT ¹
Individual Family

2022 $3,650 $7,300
2023 $3,850 $7,750
Catch-up² +$1,000 +$1,000

1Annual maximum contribution amount is employer and employee 
contributions combined.
2If you are over the age of 55, you may also make an additional 
‘catch-up’ contribution of $1,000.



Visit www.retatrust.org for Plan Summary and Evidence Coverage Booklets

LIFE INSURANCE

Mutual of Omaha

* Life, AD&D, LTD 800-775-8805

    

WELLNESS PROGRAM                         

Blue Shield Wellvolution Platform    888-772-1076

Kaiser Permanente - Workforce Health Program   
800-663-1771

    

EMPLOYEE ASSISTANCE PROGRAM (EAP)

Employee Assistance Program by Mutual of Omaha

Provides professional confidential 
consultation and referrals 24 hours  
a day. 

800-316-2796  
mutualofomaha.com/eap  

    

RETA TRUST - TRUSTOR

RetaTrust – BAS

* Enrollment Process   
* Benefit Election Assistance  
* Misc. questions: Medical, Dental, and Vision, FSA, Plans Summary

877-303-7382  
www.retatrust.org  
* Password & Username  

 MEDICAL PLANS

Blue Shield Kaiser  
* Order New Cards 
* Coverage detail 

888-772-1076
www.blueshieldca.com

* Order New Cards 
* Coverage detail 

800-663-1771
www.kp.org
EPO Medical Group #8441

DENTAL PLAN

Delta Dental PPO

* Order New Cards        
* Coverage detail

800-765-6003                  
www.deltadentalins.com
Group #15887

VISION PLANS

VSP Vision Kaiser  Vision

* Order New Cards 
* Coverage detail 

800-877-7195
www.vsp.com
ID - Employee Social Security #

* Order New Cards 
* Coverage detail 

800-464-4000
www.kp.org
EPO Medical Group #8441

 PRESCRIPTION PLANS

CVS Caremark Kaiser Rx

Blue Shield EPO
Blue Shield PPO

800-844-0719
www.caremark.com

* Order New Cards 
* Coverage detail 

800-464-4000
www.kp.org
EPO Medical Group #8441

FLEX PLAN

Benny Card
RetaTrust – BAS 877-303-7382

www.retatrust.org
    

RETIREMENT

Diocese of San José 403(b) Retirement Plan - Voya
* Voya Financial Customer 
 Care Center 

855-334-4983
https://dsj403b.voya.com


