
   

Established in 1937



The Municipal Insurance Company of America (MICA) is based in Arlington Heights, 

Illinois, and is backed by a strong financial foundation and history. MICA was established 

in 1937 and currently enjoys an AM Best rating of B+.  Its products and operations are 

built on a commitment to provide comprehensive and cost-effective health insurance to 

small and mid-size employers in the Midwest.

MICA has one core business principal, based upon one simple standard, as exemplified 

by its Mission Statement:

"Our Mission is found in our actions and we will 
make a positive difference in the lives of our customers."

      
MICA understands a small employer must meet the needs of two very important groups 

of people:   clients and employees. These are critical to the long term success of any 

organization. While a company focuses attention on the needs of its clients, MICA 

focuses all of its attention on meeting the health insurance needs of each of its 

members, the company’s employees. This is done because:  MICA puts itself in the place 

of its members each and every day.

Through the MicaCare comprehensive product portfolio, employees can choose a plan 

to balance monthly premium cost and annual out-of-pocket expenses. MICA's 

administration through its Wellness Cohort, including healthcare management, claims 

processing and prescription drug discounts, allows it to manage overhead cost more 

efficiently than a traditional insurance company. These savings are passed back to 

MICA’s groups and their employees through lower monthly premiums.

  

Howard is more than the MicaCare mascot. He is a symbol 
of our commitment to our customers. Each time a child is 
admitted to the hospital a Howard is shipped overnight to 
that child. We want all of our clients, big and small, to know 
that we care about the well-being of all of our clients.

  



 
Our Mission is found in our actions and we will 

make a positive difference in the lives of our customers.


Excellence, stewardship of resources, integrity, 

empathy, flexibility,compassion, dedication, commitment, 

respect, trustworthiness  and continuous learning.


Achieve profitable growth through developing and

 sustaining a reputation for unparalleled customer care.

EMPATHY

We constantly remind each other and our producers of our responsibility to see what we do 

through the eyes of our real customer, the employee. We look for ways to communicate about 

health issues through Disease Education. We look for ways to keep our members informed about 

prescription drug formulary changes so they are not caught short at the counter unnecessarily. 

We look for ways to pay medically necessary claims, as evidenced by our support of the appeal 

process relating to a recently FDA approved device that is borderline "experimental" at this point, 

but apparently an extremely effective alternative to historic treatment protocol. We do all this 

(and more) because every day we come to work, we put ourselves in the place of our members.

FLEXIBILITY

We have the ability and willingness to listen and react to circumstances that fall "outside the box" 

at other companies. Our balance of underwriting discipline and open-mindedness means that we 

can and will respond to clients and agents who have a better or different approach to a constantly 

evolving marketplace. With these circumstances in mind, we attempt to find support systems that 

will serve to protect our insured's financial interests.

COMPASSION

Here's a word not often associated with the sale and distribution of small group health insurance, 

but on every occasion (since we began providing coverage), we have moved quickly to stand 

behind our product and the promises we made at the sales table when a claim has been 

presented.





 





              



 






For the past several years, too many companies have offered a limited schedule of 

benefits as a cheap alternative to health insurance. As with most things, it turns out 

“you get what you pay for”.  Our wide range of standard benefits was developed 

with the client’s perspective in mind.

24/7 ONLINE CLAIMS ACCESS SYSTEM
Get instant answers to claims and benefits questions by accessing our convenient online 
system.  Visit www.mymicacare.com to obtain a password.

ALLERGY INJECTIONS
Routine allergy injections are covered at 100%.  Benefits are paid whether the injection is  
administered by a primary care physician or specialist.  However, any office visit charges  
or allergy testing would be subject to deductible and coinsurance.

COBRA ADMINISTRATION
While the responsibility for compliance belongs to the employer, our Wellness Cohort 
partner, Group Administrators, LTD (GAL) can be contracted to distribute a “COBRA kit” to
qualified employees automatically at the time of the qualified event.  GAL can also be
contracted as a full-service COBRA Administrator, seamlessly integrating with a MICA health
plan.  

COVERAGE AWAY FROM HOME
When traveling outside their local area, covered employees may have access to “In-Network”  
 providers through our nationally contracted PPO networks. 

CUSTOMER CARE LINE
(Operating Hours:  8:00 a.m. – 6:00 p.m. )
Live, telephone assistance with claims questions, pre-utilization and explanation of benefits.

DISEASE EDUCATION
On a proactive basis, MICA reaches out to educate individuals with specific chronic
conditions in order to improve their health and lower health care costs.  Programs currently 
available include asthma, diabetes, coronary artery disease, heart failure, high blood pressure, 
high cholesterol and migraines.

 

 







  




 


 






  


 


 

  
  

  
GLOBAL CARE ALTERNATIVE
MICA has a new alternative benefit option available to all MICA insureds that waives 
copays, deductibles and other out-of-pocket costs for certain high-dollar, elective medical 
procedures.  This program provides a cash incentive of up to $10,000 to help with expenses 
during recovery! 

MOM PROGRAM 
This program focuses on both the importance of proper pre-natal care and nutrition for
expecting mothers.  It has helped thousands of mothers-to-be confidently prepare for the
big arrival. 

ORGAN TRANSPLANT
MICA has access to global pricing discount contracts with premier specialty networks
throughout the USA that are dedicated to providing the best medical outcome for transplant
patients.  Our benefit package includes reimbursement of travel and lodging expenses (up to
$5,000) incurred by the covered person’s family member.

PERSONAL HEALTH COACH
In partnership with Health Dialog, MICA provides access to a live, Personal Health Coach 
for health information and support when you need it…24/7!   In addition,  online capability
provides access to health tools, decision support tools and the Healthwise® Knowledgebase, 
an online encyclopedia with many easy-to-understand articles on literally thousands of
topics.

PREMIUM RATE TABLE GUARANTEE
The rate table used to calculate initial premium is guaranteed for 12 months, except for
changes in age brackets, family composition or amendments to policy benefits.   

ROUTINE SCREENING MAMMOGRAM BENEFIT
Routine Screening Mammograms are covered at 100% after the insured pays their office
visit copay to their in-network or out-of-network provider.  Diagnostic Mammograms are
subject to deductible and coinsurance.  If the office copay option is excluded from the
plan, the routine screening mammogram is subject to deductible and coinsurance.

ROUTINE PHYSICAL EXAMINATIONS
Up to $500 per person each calendar year for routine physical examinations covered
without application of deductible and coinsurance.  Copay applies to office visit fees.     



 

    
                      MICACARE 250                           MICACARE 500        MICACARE 1000       

INDIVIDUAL DEDUCTIBLE     
In-Network    $250     $500     $1,000 
Out-of-Network    $500    $1,000    $2,000

ANNUAL OUT-OF-POCKET  
In-Network    $1,000    $1,000    $2,000
Out-of-Network    $3,000    $3,000    $6,000

COINSURANCE     90/60    90/60    90/60   
OPTIONS    80/60    80/60    80/60
     80/50    80/50    80/50 

MAXIMUM BENEFITS 
Annual     $1 Million   $1 Million   $1 Million
Lifetime     $5 Million   $5 Million   $5 Million 

OFFICE VISIT COPAY
(In-Network)    $20    $20    $20

EMERGENCY CARE 
COPAY* (In-Network)   $100    $100    $100   
   

                                                           
 

  

   

       
       



MICA offers a variety of group health plans at very competitive rates.  In 

addition to a wide array of PPO plans that include a Routine Physical 

Exam Benefit and Prescription Drug Coverage, we offer High Deductible 

Health Plans that qualify for a Health Savings Account.  Our "MiCare" 

product line provides major medical benefits with reduced annual and 

lifetime maximum amounts.  This  product outline is intended only to 

highlight plan benefits. The complete terms of the group insurance 

coverage are provided in the Certificate of Insurance.


*Emergency Room copay is waived if patient is admitted for in-patient stay at which time deductible and coinsurance apply. 

-  Family Deductible and Out-of-Pocket is 3X the individual for MicaCare and MiCare and 2X for MicaCare HSA.
-  Routine Physical Exams annual maximum is $500 and subject to copay.
-  MicaCare HSA:  Qualified High-Deductible Health Plan (HDHP) that fits IRS guidelines for deductible amounts and 
   out-of-pocket maximum amounts.  MicaCare HSA products are subject to deductible and coinsurance only.
-  Annual Out-of-Pocket does not include the deductible.
-  Services Requiring Precertification:  If a required precertification is not received, a penalty of the lesser of 25% of the charges 
   or $1,000 will be applied.  Required precertification of services include but are not limited to:  MRI; CAT; Mental Disorder; Friday 
   or Saturday hospital admits.  Please refer to your Certficate of Insurance for a complete explanation.








 








    
              MICARE 250                             MICARE 500            MICARE 1000       

INDIVIDUAL DEDUCTIBLE     
In-Network   $250     $500     $1,000 
Out-of-Network   $500    $1,000    $2,000

ANNUAL OUT-OF-POCKET  
In-Network   $1,000    $1,000    $2,000
Out-of-Network   $3,000    $3,000    $6,000

COINSURANCE   90/60    90/60    90/60   
OPTIONS   80/60    80/60    80/60
    80/50    80/50    80/50 

MAXIMUM BENEFITS
Annual    $10,000 / $25,000  $10,000 / $25,000  $10,000 / $25,000
Lifetime    $50,000 / $125,000  $50,000 / $125,000  $50,000 / $125,000   

OFFICE VISIT COPAY
(In-Network)   $20    $20    $20

EMERGENCY CARE 
COPAY (In-Network)  $100    $100    $100   
   Deductible / Coinsurance  Deductible / Coinsurance  Deductible / Coinsurance 

                                                      MICACARE HSA 1100                      MICACARE HSA 1500      MICACARE HSA 2500       

INDIVIDUAL DEDUCTIBLE     
In-Network   $1,100    $1,500     $2,500 
Out-of-Network   $2,000    $3,000    $5,000

ANNUAL OUT-OF-POCKET  
In-Network   $3,000    $3,500    $3,000
Out-of-Network   $6,000    $10,000    $10,000

COINSURANCE   90/60    90/60    90/60   
OPTIONS   80/60    80/60    80/60
    80/50    80/50    80/50 

MAXIMUM BENEFITS
Annual    $1 Million   $1 Million   $1 Million
Lifetime    $5 Million   $5 Million   $5 Million   

                                             OFFICE VISIT COPAY**

(In-Network)   N/A    N/A    N/A  

EMERGENCY CARE 
COPAY** (In-Network)  N/A    N/A    N/A   
   

   

   

       
       



 

   

GENERIC   BRAND   NON-FORMULARY
a)  $10       $20          $50
b)  $15       $30          $60
c)  N/A       N/A           N/A

Mail order 90-day supply is 2x monthly copay amounts.  N/A for option “c.”  Mail Order Form and Rx Preferred Drug List are available at www.micacare.com.

**MicaCare HSA products are subject to deductible and coinsurance only.



  

PLAN #1

No benefits will be paid for any loss which would be 
provided without cost to the covered person in the 
absence of insurance covering the charge. No benefits 
will be paid for any services performed by a member of a 
covered person's immediate family. Even if not specifi-
cally excluded by the policy, no benefit will be paid for a 
service or supply unless it is:
1. administered or ordered by a doctor, and
2. medically necessary to the diagnosis or   
 treatment of an injury or illness.

Covered Expenses will not include, and no benefits will be 
paid for any charges which are incurred:
1. for services or supplies which are not actually  
 provided while the policy is in force;
2. as a result of (a) a self-inflicted injury (b) injury or  
 illness caused by any act of declared or 
 undeclared war; or (c) the covered person taking  
 part in a riot or the commission of a felony;
3. as a result of any injury or illness arising out of, or  
 in the course of, employment for wage or profit  
 (unless the covered person is the business owner  
 and benefits are not payable under Worker's  
 Compensation)
4. while confined primarily to receive custodial  
 care, educational, or rehabilitative care or   
 nursing services (unless expressly provided for  
 by the policy)
5. for: (a) weight modification, or for surgical   
 treatment of obesity, including wiring of the  
 teeth and all forms of intestinal bypass surgery;  
 or (b) breast reduction or augmentation;
6.        for modification of the physical body in order to  
 improve the psychological, mental or emotional  
 well-being of the covered person, such as   
 sex-change surgery;
7.        for cosmetic or aesthetic reasons, except for  
 reconstructive surgery when the surgery is   
 incidental to or follows surgery which was   
 covered under the policy, or reconstructive  
 surgery that is performed to correct a birth   
 defect in a child who has been a Covered Person  
 from its birth until the date surgery is performed;
8. for any treatment or procedure related to or in  
 connection with the reversal of a sterilization  
 procedure.
9. for any drug, treatment or procedure for   
 abortion (unless the life of the mother would be  
 endangered if the fetus were carried to term);

10. for dental expenses, unless a covered person  
 sustains an injury which results in: (a) damage to  
 his or her natural teeth; and (b) expenses which
 are incurred within six months of the accident or  
 as part of a treatment plan which was prescribed  
 by a doctor and was begun within six months of
 the accident;
11. for non-surgical treatment of disorders of the  
 temporomandibular joint;
12.      for vocational or recreational therapy or   
 vocational rehabilitation;
13.      for eyeglasses, contact lenses, hearing aids, eye  
 refraction, visual therapy, or for any examination  
 of fitting related to these devices;
14.      due to pregnancy, or for routine well-baby care of  
 a newborn infant, unless a pregnancy benefit  
 rider is purchased (however, complications of  
 pregnancy will be covered the same as any other  
 illness);
15. for preventive care, (unless specifically provided  
 for in the policy) including routine physical   
 examinations, premarital examinations and
 educational programs;
16. for television, telephone or expenses for other  
 persons;
17. for marriage, family, or child counseling for the  
 treatment of premarital, marriage, family or child  
 relationship dysfunctions;
18. for stand-by availability of a medical practitioner,
19. in relation to a procedure or treatment which is  
 investigational, experimental, or for research;
20. for eye surgery, such as radial keratotomy, when  
 the primary purpose is to correct 
 nearsightedness, farsightedness, or astigmatism;  
 (T) for chemical dependency, unless a chemical  
 dependency rider is purchased; While confined in  
 a separate identifiable hospital unit, section or  
 ward used primarily as a nursing, rest, custodial  
 care, or extended- care facility, a covered person  
 will be deemed not to be confined in a hospital  
 for purposes of the Policy.
 

The following is reprinted from MICA policy documentation.







 












 

 







EXCLUSION ON CHARGES IN EXCESS OF REASONABLE 
AND CUSTOMARY: 
If a charge incurred by a covered person for services or 
supplies from a Non-preferred Provider is in excess of the 
reasonable and customary charge, no payment will be 
made with respect to the excess amount of the charge. 
That part of the charge which is in excess of the reason-
able and customary charge will not qualify as a covered 
expense under the policy. This exclusion only applies to 
the services and supplies provided by a Non-network 
Provider.

PRE-EXISTING CONDITION EXCLUSION:
Pre-Existing Condition means a physical or mental 
condition which:
1. is caused by an injury or sickness; and
2. required a Covered Person, during the six   
 months prior to his or her enrollment date to  
 seek diagnosis or advice or receive medical care  
 or treatment.
Health insurance benefits are excluded for a pre-existing 
condition until the earlier of the following dates:
1. the date the Covered Person has been free of  
 treatment for the Pre-Existing condition for six  
 consecutive months following the Covered  
 Person's enrollment date; or
2. the date the Covered Person has been insured by  
 this certificate for twelve consecutive months.
The Pre-Existing Condition exclusion will NOT apply to:
I.        a newborn child who is covered on his/her date  
 of birth; 
2.       a legally adopted child, including a child placed  
 with the Employee for the purpose of adoption,  
 if coverage is effective on the child's eligibility  
 date; or
3. Pregnancy, when covered under Your Schedule  
 of Benefits.

PORTABILITY OF CREDITABLE COVERAGE
You are eligible for Portability of Creditable Coverage if 
Your Coverage was continuous without a break of more 
than 63 days between the termination of coverage under 
Creditable Coverage and the Enrollment Date under the 
policy.

The Pre-Existing Condition exclusion period will be 
reduced by the number of days of coverage that You had 
under the Creditable Coverage, if Your coverage was 
continuous to a date NOT more than 63 days prior to the 
Enrollment Date under the policy. If on a particular day 
You have Creditable Coverage from more than one 
source, all the Creditable Coverage on that day will be 
counted as one day. Any day of the waiting period for a 
plan or policy is not counted as Creditable Coverage.

NOTE: You must submit to Us certification of Creditable 
Coverage from Your prior plan(s). Upon request and 
authorization from You, We can contact Your prior 
carriers for Your Creditable Coverage certification.

DETERMINATION OF MEDICAL NECESSITY
The General Exclusions and Limitations of the policy 
provide that no benefit will be payable for any service or 
supply that is not "medically necessary".

The determination of whether a service or supply was, is, 
or will continue to be medically necessary will be made by 
us, based upon the independent review and opinion of a 
doctor chosen by us. If a primary insured disagrees with 
our decision, the primary insured must choose another 
independent doctor (other than the primary insured's 
treating doctor or a family doctor) to review the decision. 
We will pay the reasonable and customary charges for the 
doctor's review.

If the doctor chosen by the primary insured disagrees with 
the decision of the doctor chosen by us, the matter will 
then be referred to the Peer Review Organization (PRO) 
responsible for the area in which the primary insured lives. 
If no PRO review is available, we will refer the matter to a 
third doctor chosen by the primary insured's reviewing 
doctor and our reviewing doctor. The PRO or third doctor 
will be asked to determine whether the service or supply 
in question was medically necessary.

If a third doctor is needed and if the primary insured's 
reviewing doctor and our reviewing doctor cannot agree 
on the choice of the third doctor, the County Medical 
Society of the county nearest to where the primary 
insured lives with a population of at least 150,000 persons 
(or the most populous county in the state, even if smaller) 
will be asked to submit a list with the names of three or 
more qualified doctors. The two doctors will take turns 
striking names from the list, with the primary insured s 
reviewing doctor going first. When cyily one doctor's 
name' remains on the list, that doctor will be the third 
doctor.

If the two doctors are in agreement, their decision will be 
final and binding upon all parties, including the primary 
insured and Us, as to services or supplies received up to 
that date. If the two doctors are not in agreement, then 
the decision of the PRO or third doctor will be final and 
binding upon all parties.

The above procedure must be followed by all parties. It 
precludes the use of legal actions in court by any party to 
determine whether a service or supply is medically 
necessary, so that a quick and fair decision can be made.

The preceding two paragraphs do not apply if the primary 
insured lives in a state where the law does not allow final 
and binding arbitration provisions in insurance policies. In 
this case, the above review procedure will not be final and 
binding, but no legal action may be brought by either the 
primary insured or us until 30 days after the reviewing 
doctors or PRO have rendered a final determination. 
However, if either party fails to cooperate in the review 
procedure, the other party may immediately begin legal 
proceedings. Compliance with the review procedure 
described above is a condition precedent to our liability 
and payment.



Dental Care is an important part of your overall wellness.  Our dental plans allow 

you to visit the dentists of your choice...without the restrictions of a network.

PREVENTATIVE CARE
Oral Examinations; Cleaning; Bit-Wing X-Rays (one per 12 months); Full Mouth X-Rays (one per 36 months); 
Topical Flouride Treatment (through age 19)

BASIC CARE
Emergency Palliative Treatment for the Relief of Pain; Diagnostic X-Rays for Specified Conditions; Amalgam, 
Composite Fillings and Minor repairs to Dentures; Oral Surgery Extractions

MAJOR DENTAL CARE
Endodontic Services; Periodontic Services; Cast Restorations; Crowns; Prosthodontic Services (Partial and 
Complete Dentures); Denture Relines and Rebases

ORTHODONTIC DENTAL SERVICES (FOR CHILDREN AGE 19 & YOUNGER)
This coverage provides a separate lifetime coverage amount of $1,000 per insured dependent child.  
50% of covered expenses is the benefit provided.

 

       
       WITH ORTHO   WITHOUT ORTHO

MAXIMUM BENEFIT     $1,000    $1,000

PREVENTATIVE & DIAGNOSTIC SERVICES   100%    100%
Plan Deductible / Copay     None    None
Waiting Period      None    None

BASIC SERVICES       
Plan Pays (Reasonable Charges)    80%    80%
Waiting Period      None    None

MAJOR SERVICE
Plan Pays (Reasonable Charges)    50%    50%
Waiting Period      12 months   12 months

ORTHODONTIA
Plan Pays (Reasonable Charges)    50%    N/A
Deductible      $50 per person (one time)  N/A
Waiting Period      12 months   N/A
Lifetime Maximum     $1,000 Lifetime   N/A

DEDUCTIBLE FOR BASIC & MAJOR SERVICES
Per Person      $50 combined per year  $50 combined per year 
Max Deductible Per Family    3 per year   3 per year

PLAN #1







 





       
       WITH ORTHO   WITHOUT ORTHO

MAXIMUM BENEFIT     $2,000    $2,000

PREVENTATIVE & DIAGNOSTIC SERVICES   100%    100%
Plan Deductible / Copay     None    None
Waiting Period      None    None

BASIC SERVICES       
Plan Pays (Reasonable Charges)    80%    80%
Waiting Period      None    None

MAJOR SERVICE
Plan Pays (Reasonable Charges)    50%    50%
Waiting Period      12 months   12 months

ORTHODONTIA
Plan Pays (Reasonable Charges)    50%    N/A
Deductible      $50 per person (one time)  N/A
Waiting Period      12 months   N/A
Lifetime Maximum     $1,500 Lifetime   N/A

DEDUCTIBLE FOR BASIC & MAJOR SERVICES
Per Person      $50 combined per year  $50 combined per year 
Max Deductible Per Family    3 per year   3 per year

       
       WITH ORTHO   WITHOUT ORTHO

MAXIMUM BENEFIT     $1,500    $1,500

PREVENTATIVE & DIAGNOSTIC SERVICES   100%    100%
Plan Deductible / Copay     None    None
Waiting Period      None    None

BASIC SERVICES       
Plan Pays (Reasonable Charges)    80%    80%
Waiting Period      None    None

MAJOR SERVICE
Plan Pays (Reasonable Charges)    50%    50%
Waiting Period      12 months   12 months

ORTHODONTIA
Plan Pays (Reasonable Charges)    50%    N/A
Deductible      $50 per person (one time)  N/A
Waiting Period      12 months   N/A
Lifetime Maximum     $1,500 Lifetime   N/A

DEDUCTIBLE FOR BASIC & MAJOR SERVICES
Per Person      $50 combined per year  $50 combined per year 
Max Deductible Per Family    3 per year   3 per year

PLAN #2

PLAN #3

       



 







  Send all completed forms and information to:

       MicaCare Group Insurance
   85 W Algonquin Road, Suite 300

    Arlington Heights, IL 60005
     Phone: (847) 364-5800

        Fax: (847) 364-5478
  E-mail: sales@micacare.com

Web: www.micacare.com

This brochure provides health insurance highlights only. 
Your certificate of coverage includes a full description of benefits, limitations, exclusions and other features of coverage. 

Completed Employer Application Form

Completed Evidence of Health Status form for each employee / dependent(s) applying for coverage.

Completed Waiver of Coverage form for each employee electing to waive coverage.

Copy of most recent Quarterly State Tax Withholding Statement.

Copy of Current Carrier Billing Statement.

Check for first month’s premium payable to MicaCare.

*All group enrollment forms available at     www.micacare.com
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