
 
 

Welcome to Resolve Staffing!  Enclosed are enrollment forms for the 
insurance programs offered to all full-time employees (those who work an 
average of 32+hours per week).  You become eligible to enroll in benefits 
after you have completed 30 days of full time employment.   
 
Please read all materials carefully to choose the plans that are right for you.  
There are five healthcare plans for you to choose from.  You may only choose 
one.  The dental and vision insurance costs are paid solely by the employee. 
 
You must enroll within 30 days of your eligibility date.  If you do not enroll 
within this 30-day period, you will be required to wait until the next open 
enrollment date to apply. 
 
You are eligible to participate in the 401K plan after you have worked for 
Resolve Staffing for 3 months then you will be able to enroll the following 
quarter.  The enrollment forms for this plan are not included.  Please contact 
your branch office or your travel recruiter after you have completed 60 days 
employment to request the 401(k) enrollment forms. 
 
 
 

Welcome and thank you for choosing Resolve Staffing! 
 
 
 
 
 
 
 
 
 
 

 1003 Perry Ave. 
Perry, OK 73077 

Toll Free: 866-336-6100
Fax: 866-336-6400 

Visit us on the web: 
www.travel-nurse.com





High Deductible Health Plan 
(HDHP) – 100/70 Plan 
HSA compatible

Plan pays for services from  
PARTICIPATING providers

Plan pays for services from 
NONPARTICIPATING providers

Lifetime Maximum 
Benefit

$2,000,000
(participating and nonparticipating combined)

Behavioral Health  
(mental health and 

substance abuse) 

• Inpatient services 
• Outpatient and office therapy sessions 

100% after deductible 70% after deductible

Prior authorization - Humana sometimes requires 
preauthorization for some services and procedures 
your physician or other provider may recommend for 
you. Humana does this solely to determine whether 
the service or procedure qualifies for payment under 
your benefit plan. You and your health care provider 
decide whether you should have such services or 
procedures. Humana’s preauthorization determination 
relates solely to payment by Humana. To find a list  
of services and supplies that require preauthorization  
for coverage, please visit our Website at  
humana.com/members/home.asp or call  
Customer Service. 

Failure to obtain necessary preauthorization when 
required may result in a reduction of otherwise 
payable benefits. Your health care practitioner should 
call Customer Service to obtain preauthorization.

Payments - Participating providers agree to accept 
amounts negotiated with Humana as payment in 
full. The member is responsible for any required 
deductible, coinsurance, or other copayments. Plan 
benefits paid to nonparticipating providers are based 
on maximum allowable fees, as defined in your 
Certificate of Insurance. 

Nonparticipating providers may balance bill you for 
charges in excess of the maximum allowable fee.  
You will be responsible for charges in excess of the

maximum allowable fee in addition to any applicable 
deductible, coinsurance, or copayment. Additionally, 
any amount you pay the provider in excess of the 
maximum allowable fee will not apply to your  
out-of-pocket limit or deductible. 

Participating primary care and specialist 
physicians and other providers in Humana’s 
networks are not the agents, employees or 
partners of Humana or any of its affiliates or 
subsidiaries. They are independent contractors. 
Humana is not a provider of medical services. 
Humana does not endorse or control the clinical 
judgement or treatment recommendations made 
by the physicians or other providers listed in 
network directories or otherwise selected  
by you.

To be covered, expenses must be medically 
necessary and specified as covered. Please see 
your Certificate for more information on medical 
necessity and other specific plan benefits. 

(1) Ambulance transportation and/or services received 
in an emergency room are not covered unless 
required because of emergency care, as defined in 
your Certificate.

(2) Coverage is limited to drugs included in the 
Humana HDHP Drug List. Coverage for some 
drugs may be subject to dispensing limitations.

Additionally, some drugs may need prior 
authorization in order to be covered.

(3) Day/visit limits are combined for participating  
and nonparticipating providers. 

(4) Deductible and out-of-pocket limits for 
participating and nonparticipating benefits 
calculate separately.

(5) For other than single coverage, the family  
out-of-pocket maximum applies. The single  
out-of-pocket maximum applies to single  
coverage policies only.

(6) For other than single coverage, the family 
deductible applies. The single deductible applies  
to single coverage policies only.

Before applying for coverage, please refer to  
the Regulatory Pre-enrollment Disclosure Guide  
for a description of plan provisions which may  
exclude, limit, reduce, modify or terminate  
your coverage. This guide is available at  
www.disclosure.humana.com or through your 
sales representative.

The amount of benefits provided depends upon the plan selected. 
Premiums will vary according to the selection made.

For general questions about the plan, contact your  
benefits administrator.

* Humana’s HDHP minimum deductible plan is designed with the deductible equal to the lowest IRS allowed account. The IRS releases adjusted  
minimums annually. Humana’s minimum deductible plan will be adjusted to the new amounts on January 1 of each year, and groups  

must change at renewal to the new amounts. If a group fails to change, the plan will no longer be HSA qualified.

$5,000,000

  

(6) For other than single coverage, the family 
deductible applies. The single deductible applies 
to single coverage policies only.



OH-23760-TE  1/07 Insured by Humana Insurance Company Large Group

This is a partial list of limitations and exclusions. 
Your group may have specific limitations and 
exclusions not included on this list. Please check 
your Certificate of Insurance for this complete 
listing. The Certificate of Insurance is the document 
upon which benefit payment will be determined. 

The plan imposes a pre-existing condition 
exclusion. This means that if you have a medical 
condition before coming to our plan, you might 
have to wait a certain period of time before the 
plan will provide coverage for that condition. This 
exclusion applies only to conditions for which 
medical advice, diagnosis, care, or treatment was 
recommended or received within a 6-month period. 
Generally, this 6-month period ends the day before 
your coverage becomes effective. However, if you 
were in a waiting period for coverage, the 6-month 
period ends on the day before the waiting period 
begins. The pre-existing condition exclusion does 
not apply to pregnancy; genetic information in the 
absence of a diagnosis of the condition related to 
the information; or to a child who is enrolled in 
the plan within 31 days after birth, adoption, or 
placement for adoption.

This exclusion may last up to 12 months (18 
months if you are a late enrollee) from your first 
day of coverage, or if you were in a waiting period, 
from the first day of your waiting period. However, 
you can reduce the length of this exclusion period 
by the number of days of your prior “creditable 
coverage”. Most prior health coverage is creditable 
coverage and can be used to reduce the pre-existing 
condition exclusion if you have not experienced a 
break in coverage of at least 63 days. To reduce the 
12-month (or 18-month) exclusion period by your 
creditable coverage, you should give us a copy of 
any Certificates of creditable coverage you have. If 
you do not have a Certificate, but you do have prior 
health coverage, we will help you obtain one from 
your prior plan or issuer. There are also other ways 
that you can show you have creditable coverage. 
Please contact us if you need help demonstrating 
creditable coverage.

All questions about the pre-existing condition 
exclusion and creditable coverage should be 
directed to Humana Enrollment at 2432 Fortune 
Drive, Lexington, KY 40509 or 1-800-872-7207.

Medical Benefits
Unless specifically stated otherwise, no benefits will be 
provided for or on account of the following items:
1. Treatments, services, supplies or surgeries that are not 

medically necessary, except for the specified routine 
preventive services as outlined in the “Schedule of 
Benefits” and described in the “Covered Expenses” 
section of the Certificate.

2. A sickness or bodily injury arising out of, or in the 
course of, any employment for wage, gain or profit.

3. A sickness or bodily injury, which is covered under any 
Workers’ Compensation or similar law. This limitation 
also applies to a covered person who is not covered by 
Workers’ Compensation and lawfully chose not to be.

4. Any drug, biological product, device, medical 
treatment, or procedure which is experimental, or 
investigational or for research purposes. 

5. Treatment of nicotine habit or addiction, including, 
but not limited to, nicotine patches, hypnosis, smoking 
cessation classes or tapes.

6. Prescription drugs and self-administered injectable 
drugs unless administered to you:
- while an inpatient in a hospital skilled nursing 

facility, or health care treatment facility;
- by a health care practitioner during an office  

visit; or
- by a home health care agency as part of a covered 

home health care plan when approved by us.
7. Hearing aids, the fitting of hearing aids or advice on 

their care; implantable hearing devices.
8. In-vitro fertilization; any medical or surgical treatment 

of infertility; infertility evaluations; infertility services; 
sex change services; or reversal of elective sterilization.

9. Cosmetic surgery and cosmetic services or devices, 
unless for reconstructive surgery: 
- resulting from a bodily injury, infection or other 

disease of the involved part, when functional 
impairment is present; or

- resulting from congenital disease or anomaly of 
a covered dependent child, which resulted in a 
functional impairment.

 A functional impairment is defined as a direct 
measurable reduction of physical performance 
of an organ or body part. Expense incurred for 
reconstructive surgery performed due to the presence 
of a psychological condition are not covered, unless the 
condition(s) described above are also met.

10. Dental services, appliances or supplies for treatment of 
the teeth, gums, jaws or alveolar processes, including 
but not limited to, any oral surgery or periodontic 
surgery and preoperative and postoperative care, 
implants and related procedures, orthodontic 
procedures, and any dental services related to a  
bodily injury or sickness unless otherwise stated  
in the Certificate. 

11. Custodial care and maintenance care. 
12. Any treatment, including but not limited to  

surgical procedures:
- for obesity, which includes morbid obesity; or
- for obesity, which includes morbid obesity, for  

the purpose of treating a sickness or bodily  
injury caused by, complicated by, or exacerbated 
by the obesity.

13. Alternative medicine.
14. Chiropractic services or spinal manipulations (unless 

specifically listed on this benefit summary).
15. Vision examinations or testing for the purposes of 

prescribing corrective lenses; orthoptic training (eye 
exercises); radial keratotomy, refractive keratoplasty 
or any other surgery to correct myopia, hyperopia or 
stigmatic error; or, the purchase or fitting of eyeglasses 
or contact lenses (except as the result of an accident or 
following cataract surgery as stated in the Certificate).

16. Expenses for treatment of complications of noncovered 
procedures or services.

These limitations and exclusions apply even if a  
health care practitioner has performed or prescribed a 
medically appropriate procedure, treatment or supply. 
This does not prevent your health care practitioner from 
providing or performing the procedure, treatment or 
supply; however, the procedure, treatment or supply will 
not be a covered expense.

Prescription Drug Benefits
Unless specifically stated otherwise, no benefits will be 
provided for or on account of the following items:
1. Any drug prescribed for a sickness or bodily injury not 

covered under the policy.
2. Any drug, medicine or medication labeled “Caution –  

limited by federal law to investigational use” or any 
experimental or investigational drug, medicine or 
medication, even though a charge is made to you. 

3. Anorectic or any drug used for the purpose of  
weight control.

4. Any drug used for cosmetic purposes, including but 
not limited to: 
- Tretinoin, e.g. Retin A, except if you are under the 

age of 45 or are diagnosed as having adult acne;
- dermatologicals or hair growth stimulants; or
- pigmenting or de-pigmenting agents,  

e.g. Solaquin.
5. Any drug or medicine that is:

- lawfully obtainable without a prescription (over 
the counter drugs), except insulin; or

- available in prescription strength without  
a prescription.

6. Abortifacients (drugs used to induce abortions).
7. Infertility services including medications. 
8. Any drug prescribed for impotence and/or sexual 

dysfunction, e.g. Viagra.
9. Any drug for which prior authorization is required, as 

determined by us, and not obtained. 
10. Any service, supply or therapy to eliminate or  

reduce a dependency on, or addiction to tobacco  
and tobacco products, including but not limited to 
nicotine withdrawal therapies, programs, services  
or medications. 

11. Treatment for onychomycosis (nail fungus).
12. Any portion of a prescription or refill that exceeds a 

90-day supply, received from a mail order pharmacy 
or a retail pharmacy that participates in our program 
which allows you to receive a 90-day supply of a 
prescription or refill.

13. Any portion of a prescription or refill that exceeds a 
30-day supply, received from a retail pharmacy that 
does not participate in our program which allows you 
to receive a 90-day supply of a prescription or refill.

14. Any portion of a specialty drug or self-administered 
injectable drug received from a retail pharmacy or a 
specialty pharmacy that exceeds a 30-day supply, unless 
otherwise determined by us.

15. Legend drugs which are not deemed medically 
necessary by us.

16. More than one prescription or refill for the same drug 
or therapeutic equivalent medication prescribed by 
one or more health care practitioners and dispensed by 
one or more pharmacies until you have used, or should 
have used, at least 75% of the previous prescription 
or refill, unless the drug or therapeutic equivalent 
medication is purchased through a mail order 
pharmacy, or a retail pharmacy that participates in our 
program which allows you to receive a 90-day supply 
of a prescription or refill, in which case you have used, 
or should have used 66% of the previous prescription. 
(Based on the dosage schedule prescribed by the health 
care practitioner.)

These limitations and exclusions apply even if a health 
care practitioner has performed or prescribed a medically 
appropriate procedure, service, treatment, supply or 
prescription. This does not prevent your health care 
practitioner or pharmacist from providing or performing 
the procedure, service, treatment, supply, or prescription; 
however, the procedure, service, treatment, supply, or 
prescription will not be a covered expense.
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