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Plan Year
EMPLOYEE
BENEFITS PACKAGE



Sentara Health Plans | 
Sentara POS HSA 5000/0% 

Sentara Health Plans | 
Sentara POS 1500/25/20%

DEDUCTIBLE IN-NETWORK IN-NETWORK
Single $5,000 $1,500
Family $10,000 $3,000

COINSURANCE
Member % 0% 20%

OUT OF POCKET MAXIMUM
Single $7,000 $6,500
Family $14,000 $13,000

COMMONLY USED SERVICES
Primary Care Physician Office Visit 0% coinsurance after ded $25 ded does not apply
Specialist Office Visit 0% coinsurance after ded $50 ded does not apply
Urgent Care 0% coinsurance after ded $50 ded does not apply
Emergency Room 20% coinsurance after ded $350 after ded

PREVENTIVE CARE
Preventive Services 100% covered 100% covered

MAJOR MEDICAL EXPENSES
Outpatient Surgery 0% coinsurance after ded $300 after ded
Inpatient Hospitalization / Surgery 0% coinsurance after ded $400 after ded
CT scan, PT scan, MRI 0% coinsurance after ded $400 after ded
Hospital Newborn Delivery 0% coinsurance after ded $400 after ded

PRESCRIPTION DRUG COVERAGE
Prescription Deductible Included in health deductible No RX ded
Tier 1 $10 after ded $10
Tier 2 $30 after ded $30
Tier 3 30% after ded 30%
Tier 4 30% up to a maximum of $400 30% up to a maximum of $400

PLAN INFORMATION
Plan Year 1/1/2026-12/31/2026 1/1/2026-12/31/2026
Deductible Period 1/1/2026-12/31/2026 1/1/2026-12/31/2026
Network Type POS/HSA POS
Network Name Sentara Health Plans Sentara Health Plans
Member Website www.sentarahealthplans.com www.sentarahealthplans.com 
Customer Service Phone Number 757-552-7401 757-552-7401

Plan Explanation
Eligible 1st of the month
following 30 days of full-time
employment.

Disclaimer
Disclaimer: This is a partial
listing of your covered benefits.
For a complete accurate listing
of covered benefits, limitations
and exclusions, refer to your
certificate of coverage.

https://www.sentarahealthplans.com
https://www.sentarahealthplans.com


Principal Financial Group | Group Dental
DEDUCTIBLE IN-NETWORK
Single $50 
Family $150 

MAXIMUM THE CARRIER WILL PAY
Annual Maximum $1,000 

FREQUENCIES
Cleanings & Exams Twice per calendar year

DENTAL COVERAGE
Cleanings 100% 
Exams 100% 
X-Rays 100% 
Sealants 100% 
Fillings 90% 
Simple Extractions 90% 
Root Canal 90% 
Periodontal Gum Disease 90% 
Oral Surgery 90% 
Crowns 60% 
Dentures 60% 
Bridges 60% 
Implants 60% 
Orthodontia Covered for dependents, restrictions apply. 

OUT OF NETWORK EXPLANATION
Your insurance carrier will pay the out of network dentist the same rate they

pay an in-network dentist, which may result in a balance bill.

PLAN INFORMATION
Waiting Period for Major Services 1/1/2026-12/31/2026
Plan Year 1/1/2026-12/31/2026
Network Type PPO
Network Name Principal Financial Group
Member Website www.principal.com 
Customer Service Phone Number 800-986-3343 Plan Explanation

Eligible 1st of the month
following 30 days of full-time
employment.

Disclaimer
Disclaimer: This is a partial
listing of your covered benefits.
For a complete accurate listing
of covered benefits, limitations
and exclusions, refer to your
certificate of coverage.

https://eb3-client-storage.nyc3.digitaloceanspaces.com/summarizedfile/1779473204-1934.pdf
https://www.principal.com


Principal Financial Group (VSP Network) | Group Vision
VISION COVERAGE IN-NETWORK OUT-OF-NETWORK
Eye Exam $10 Up to $45 
Single Vision Lens $25 Up to $30 
Lined Bi-Focal Lens $25 Up to $50 
Lined Tri-Focal Lens $25 Up to $65 
Lenticular Lens $25 Up to $100 
Contact Lens Allowance $130 allowance Up to $105 
Frame Allowance $130 allowance Up to $70 

FREQUENCIES
Exam Frequency Every 12 months
Lens Frequency Standard progressive lenses covered once every 12 months
Frame Frequency Every 24 months; 20% off amount over allowance

OUT OF NETWORK EXPLANATION
While you will receive a reimbursement when you go out of network, the out of

network provider may not file the claim for you.

PLAN INFORMATION
Plan Year 1/1/2026-12/31/2026
Network Name VSP Vision
Member Website www.vsp.com 
Customer Service Phone Number 1-800-877-7195

Plan Explanation
Eligible 1st of the month
following 30 days of full-time
employment

Disclaimer
Disclaimer: This is a partial
listing of your covered benefits.
For a complete accurate listing
of covered benefits, limitations
and exclusions, refer to your
certificate of coverage.

https://www.vsp.com


Principal Financial Group | Group Term Life
LIFE INSURANCE BENEFITS
Life Insurance Coverage $50,000
Accidental Death & Dismemberment If you're accidentally injured on or off the job, you may receive a benefit equal

to your life benefit.
Age Reduction Schedule 35% reduction at age 65, with an additional 15% reduction at age 70.
Beneficiary Designated by the covered employee.

PLAN INFORMATION
Plan Year 1/1/2026-12/31/2026
Member Website www.principal.com 
Customer Service Phone Number 800-986-3343

Plan Explanation
Eligible 1st of the month
following 30 days of full-time
employment

Disclaimer
Disclaimer: This is a partial
listing of your covered benefits.
For a complete accurate listing
of covered benefits, limitations
and exclusions, refer to your
certificate of coverage.

https://eb3-client-storage.nyc3.digitaloceanspaces.com/summarizedfile/1779474722-8040.pdf
https://www.principal.com


Principal | Short-Term Disability
STD INSURANCE BENEFITS
How does my insurance carrier define
Disability?

You're unable to perform the majority of substantial duties of your own job; or
You're unable to earn 80% of your income prior to your disability while working in

a modified capacity.
Weekly Benefit 60% of your earnings up to $1,000
When do benefits start? (Elimination
period ) Benefits begin on the 1st day for accidents and 8th day for sickness

How long do my benefits pay out? Up to 13 weeks
Is Maternity Covered? You may receive a benefit for up to twelve weeks after childbirth

PLAN INFORMATION
Plan Year 2026
Member Website principal.com 
Customer Service Phone Number 1 (800) 986-3343

Plan Explanation
Eligible 1st of the month
following 30 days of full-time
employment

Disclaimer
Disclaimer: This is a partial
listing of your covered benefits.
For a complete accurate listing
of covered benefits, limitations
and exclusions, refer to your
certificate of coverage.

https://eb3-client-storage.nyc3.digitaloceanspaces.com/summarizedfile/1779475605-3577.pdf
https://principal.com







