
Please review the New Employee Benefits packets For Health, Dental, and Vision.
These plans will start 4/1/2109

Each of you has a personalized Alpha & Omega Building Services Employee Enrollment Form
This will be used to either enrollment for benefits or waiving benefits.
Below is what must be done by all employees:

Section 1 Please review to confirm your information is correct

Section 2 This is where you will put Dependent information if you want them to be covered with you.
Dependents coverage is 100% you cost)

Section 3 Here you will select your benefits choice and who will be covered.
There are 2 Plan Groups.

Plan 1 A United Health Care Plan 2 A Century HealthCare Limited Fixed Indemnity

Plan 1 B United Health Care Plan 2 B Century HealthCare Limited Fixed Indemnity

Plan 1 C Delta Dental of Ohio Plan 2 C Century HealthCare Dental

Plan 1 D Eye Med Vision Plan 2 D Century HealthCare Dental

You will need to put you Plan choices in the appropriate box / boxes for all that you want covered.

Section 4 If and only if you take either United Health Care Medical (Plan 1 A or Plan 1 B) or either Century
HealthCare Limited Fixed Indemnity (Plan 2 A or Plan 2 B) you need to will in your beneficiary information.

Section 5 If you do not want / need coverage put you initials in the boxes of the coverage you do not want and all
that this may apply. If you do not want any coverage from either Plan 1 or Plan 2 put Waive All Coverage

Section 6 Here you need to Sign and date

This Enrollment and Payroll deduction form needs to be returned to me the day of your enrollment meeting, or
Alpha & Omega Building Services Kettering office Human Resources.

Let me know if you questions.
My cell is the best way to reach me 513-602-6563.

Thanks

Robert L. Cooney
EMPLOYEE BENEFITS PLUS
3386 Socialville Foster Rd.
Maineville, OH 45039
Office 513-459-2255
Cell 513-602-6563
Fax 866-593-4212
rlcooney1@gmail.com









LIMITED FIXED INDEMNITY PLAN OPTION 

All benefits except Accident 
Medical, AD&D, and Term 
Life are subject to Benefit 
Year Maximums as shown 

above.
Benefit Year means the 12 

consecutive months from the 
group’s original effective date.  
Please note that this is just a 
summary of the benefits and 
to know the full details of the 

policy the certificate of 
coverage needs to be reviewed 

once the policy is effective.
Benefits Effective 4/1/2019









http://www.centuryhealthcare.com/
http://www.multiplan.com/chc
http://www.healthcarehighwaysrx.com/


SILVER DENTAL PLAN $1,000 / Plan Year Maximum
Type 1: Preventive & Diagnostic Type 2: Major Restorative
a. Oral exams, including prophylaxis
b. Bitewings, per film
c. X-ray, panoramic or cephalometric
d. Sealants / topical fluoride
e. Space maintainers

$36.00
$4.80

$36.00
$10.20

$108.00

a. Crowns, bridges & dentures
b. Pre-fabricated crowns
c. Crown build-up procedures

$180.00
$60.00
$48.00

Type 3: Minor Restorative Type 4: Endodontics 
a. Fillings
b. Crown, bridge, and denture repairs
c. Relining or rebasing dentures

$42.00
$24.00
$60.00

a. Root Canals, apicoectomies
b. Root amputation
c. Therapeuticpulpotomy, retrograde fillings, apexification, and

hemisection

$192.00
$96.00
$48.00

Type 5: Periodontics ( Lifetime Maximum of $500) Type 6: Oral Surgery
a. Tissue grafts or bone surgery
b. Gingivectomy (per quadrant), periodontal scaling,

periodontal splinting, root planning
c. Gingival curettage (per quadrant)
d. Gingivectomy (per tooth)

$96.00
$60.00

$36.00
$24.00

a. Surgeries Level 1 (ex. Removal of exostosis)
b. Surgeries Level 2 (ex. Removal of impacted tooth)
c. Surgeries Level 3 (ex. Simple extraction)

$120.00
$66.00
$36.00

Type 7: General Anesthesia and IV Type 8: Orthodontia $500.00
a. IV, first half Hr. general, each additional ¼ Hr. $72.00

Types 1 through 7 are subject to an annual maximum of $1,000.00. Types 2, 5, 6a, 7, and 8 are subject to a 12 month waiting period

Careington Dental PPO Network
To access the Careington Dental PPO provider directory visit: www.careington.com/co/centuryPPO
Please note that this is not an insured product. It is a discount program offering services through participating providers.

Davis Vision Discount Program Plus Eye Exam1

Eye Examination - Once every 12 months Additional Lens Options2

Eye Examination - $10 copay Tinting of Plastic Lenses (Solid / Gradient) – Member pays $15

Frames (retail price) - 35% off provider’s usual & customary (U&C) Scratch-Resistant Coating - Member pays $15

Single Vision lenses2 - Member pays $45 Polycarbonate Lenses – Member pays $35
Bifocal lenses2 - Member pays $65 Ultraviolet Coating – Member pays $15
Trifocal lenses2 - Member pays $95 Anti-Reflective (AR) Coating (Standard) - Member pays $45
Lenticular lenses2- Member pays $120 Anti-Reflective (AR) Coating (Premium/Ultra) – 20% off provider’s U&C

Value-Added Features Progressive Lenses (Standard) (add on to Bifocal lens) - Member pays $65

Non-prescription Sunglasses - 20% off provider’s U&C Progressive Lenses (Premium/Ultra) (add on to Bifocal lens) – 20% off provider’s U&C
Other Ancillary Products/Solutions - 20% off provider’s U&C High-Index Lenses - Member pays $65 
Additional Pairs - 30% off provider’s U&C for complete pairs on same Polarized Lenses Member pays $75

transaction; otherwise 20% off providers U&C Plastic Photochromic Lenses – Member pays $75
Retinal Imaging – Member pays $39 
Contact Lens Benefits (in lieu of eye glasses)
Contact Lens Evaluation, Fitting, & Follow-Up Care - 15% off 
provider’s U&C
Contact Lenses - 15% off provider’s U&C
Out-of-Network Benefits:
Eye Examination - $40 reimbursement

SILVER DENTAL PLAN

Visit www.davisvision.com to find a provider. 

1 Additional discounts are not applicable at Costco, Sam’s Club, and Walmart locations, or where limited by law or manufacturer restrictions.
2 Special lens designs, materials, powers, and frames may require additional cost.
Minimum participation required to issue policy: 2 enrolled lives

WEEKLY COST
Employee Only $2.55

Employee + Spouse $4.46

Employee + Child(ren) $5.88

Employee + Family $7.78
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WEEKLY COST*

Employee Only $2.32

Employee + Spouse $3.79

Employee + Child(ren) $3.78

Employee + Family $6.10

EYEGLASS BENEFIT

Frame Allowance (Retail):
Up to $200 at Vision Works or $150 at 

any other participating provider 
Plus a 20% discount on any overage2

Davis Vision Frame Collection3 (in lieu of Allowance):
Fashion level Covered
Designer level Covered
Premier level Covered
Clear plastic single-vision, lined bifocal, trifocal or lenticular Covered
Tinting of Plastic  Lenses Covered
Scratch-Resistant Coating Covered
Polycarbonate Lenses (Children4 / Adults) $0 / $30
Ultraviolet Coating $12
Anti-Reflective (AR) Coating (Standard / Premium / Ultra) $35 / $48 / $60
High-Index Lenses   High-Index Lenses
Polarized Lenses Polarized Lenses
Plastic Photochromic Lenses Plastic Photochromic Lenses
Progressive Lenses  (Standard / Premium / Ultra) Progressive (Standard / Premium / Ultra)
Scratch Protection Plan: Single Vision / Multifocal Lenses $20 / $40
One-year eyeglass breakage warranty Covered

CONTACT LENS BENEFIT (IN LIEU OF EYEGLASSES)

Contact Lens: Materials Allowance Up to $150
Plus a 15% discount on any overage2

Evaluation, Fitting & Follow-Up Care – Standard & Specialty 
Lens Types

15% Discount2

Collection Contact Lenses3 (in lieu of Allowance):
Disposable
Planned Replacement

Up to 8 boxes / multi-packs
Up to 4 boxes / multi-packs

Evaluation, Fitting & Follow-up Care Covered

Visually Required Contact Lenses (with prior approval)
Materials, Evaluation, Fitting & Follow-Up Care Covered

Out-of-Network Reimbursement
Eye Examination: $50 Single Vision Lenses: $50 Trifocal Lenses: $100 Elective Contact Lenses: $105

Frame: $70 Bifocal/Progressive Lenses: $75 Lenticular Lenses: $100 Visually Required CL: $225

BENEFIT DESCRIPTION FREQUENCY
Eye Examination 12 Months
Spectacle Lenses 12 Months
Frame 24 Months
Contact Lens Evaluation, Fitting & Follow-Up Care 
(in lieu of eyeglasses)

12 Months

Contact Lenses (in lieu of eyeglasses) 12 Months

COPAYMENTS
Eye Examination $10

Spectacle Lenses $15
Contact Lens Evaluation, Fitting & 
Follow-Up Care $01

Visit www.davisvision.com to find a provider.

* The weekly cost includes billing and administrative fees.

1 Copayment applies to Collection Contact Lenses only.
2 Additional discounts not applicable at Walmart, Sam’s Club, or Costco locations or

where limited by law or manufacturer restrictions.
3 Collection is available at most participating independent provider offices. Collection is

subject to change. Collection is inclusive of select torics and multifocals.
4 Polycarbonate lenses are covered for dependent children, monocular patients, and
patients with prescriptions +/- 6.00 diopters or greater.

DAVIS VISION DESIGNER PLAN
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