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Health Benefits Summary 2011

Plan Year
Kaiser Blue Shield Blue Shield Blue Shield Blue Shield
HMO $15/ $0 HMO $15/%0 PPO 90/70%/ $0 PPO 80/60%/ 8500 HDHP 3000 / 6000
Kaiser Hospitals Community Hospitals | St. Agnes & Community | $t. Agnes & Community | 8t. Agnes & Community
NOTE: The Annual Medical Deduohls st ba pag ik, axcopt whers noled as “waived', befory medical insurance bayefits arg racalvad from the health plan.
Annual Deductible Mone Nong 0 prefered | $600 non-prefetred | 5500 preferred & rion-prefered $3000/86000
Wiaximum out of Pocket (OOP) .
p i $1500/33000 $1000/32000 $2000/56000 $3000/36000 $3000/$8000
Permanente Santo Blye Shigld Proferred Blue Shield Pretened Blue Shield Prefered
unlimited unlimited unlimited unfimited unilisnited
Hospitalization - mpatient 30 30 0% 250+ 20% No Citarge
Hospiial - outtafient 815 Np Charae _ 8125+ 20% No Chargs
. 510 $35
Office Visits - Primary Care Physician 815 $18 deductibl ved deductible walved No Chargs
; 815 $15 w/ referral 315 $35
e Vighs Specai! {retermal rpquired) 830w {deduetive walved) | ot v No Charge
Leboratory & X-ray s 0. {0810 No Charge 310 5 No Chargs
Allergy Testing/Treatment 315 Testing/ incL ded $15 10% 20% No Chargs
Hearing ExamySereening No Charge §0 80 No Chary
|Immunization/ineeulation No Charge o Charge o Charge No Charge
Annydl QYN Exam No Charae S0 o Charge o Chame No 5
Anpugl Ph | Exam No Charge ] No Charge o Charge No Chatgs
Well Baby Care No Charge $0 o Charge o Charge No Charys
| Hosplial Doctor Vigis Np Charae 0 0% 20% o Chargg
No Charge § 0% 0% o Charas
£
a ) childl No Charge reening for children onfy) Net Covered Mot Covared Mo Charge
Diagnostic ¥-ray & Labs DXL} $10 $0 10% 20% Ng Charas
= 20% Includes diabetic lesting - 20% :
Durable Madical Equiprmant (DME) supnlies 0% 10% No Charge up to $2.000 per year
$5 generic
$10 generic $10 generie
{cu”“’m’e“’nfﬁs‘f“",’;;’“ Druge $10or generic $30torbrand 14y o mutary brand-name (Home 535 s e 1ge| | $20 fomulary brandiname N Charge
P Supp self infeetion 20% $100 max) i gu@l(; unfza g150) e drug $35 non-formutary
Coverad Prescription Drugs $27or o — $10 generc $20 generis
Mall Crrdor g - brand. $20 formutary brand-nams $40 tormulary brand-naime Ne Charge
{up to 3 mus, supply) 410 100 ey Ay b E e $50 non-fomnulary $70 non-formistary
Tnieriity 0% 18 for counseling, 50 for lreatme: Mot Covared Not Covered b Charge
Ambulance 100 $100 % 20% o Charge
Emsraengy Room 100 §100 0% 20% N Charge
nial Health « inpatient . $0 up to 30 daye por year £0 0% $28C per admission plus 20% N Charge
5
Mental Health - sutpatisnt 15 $15 #10 $35 Mo Charge
a $0 10% 20%
‘ Substante Ahuse - inpatient (Do Onb $0 {rehab included) (rsha inoluded) Mo Charge
{Stbsiance Abuse - outpaiient 55 group visit, 15 Individual vish (31 51 L‘ss No Gharas
ma Hoalth Services No Charge [3E] 10% 20% No Charge
k $15 $15 $10 $35 No Charge
Skilled Nursing Faclity (SNF) $0. Up 10 100 days per benerit $0 up to 100 day mex 10% 20% No Charga
Hospica Ng Charge No Charge 0% 20% Mo Charge
Acypunclure Not Covered Not Covered S25/vistt, up to 20 paryear | Not Covered Not Covered
Chireprastie $15/visit, up to 20 per year S10/visit $25/visit, up to 12 peryear $25/visht, up to 12 por year No Charag
No Charge 80 810 $20 30
Not Covered Not Covered Not Covered Not Covered Not Covered
Not Covered Not Covered Not Covered Not Coverad Not Covered
Employes Assistance Plan 3, individual or family visits, per 6 months, Psychological & E I, Marital R hip, Parental Guid: Sub Abuse, Work Performatice, Legal & Financial referral, No co-pay,

1

)

Dental Plan Co-payment

1 . 1
20% of UCR, plus balance over UCR atlowance for all covered servioss except implants

Dental Plan Meaxdmum Benefit

$2,000 per person, per Calendar Year for covered services

Vision Plan Co-payment

1 I
$23 for exam and/or for eyéwear + balance over materials allowancs

12 months each, far éxam, lenses and frames or contacts in lieu of lenses and frames

Allowable Frequency of use
Frame Allowance

Contact leng Allswance

$80_
$150 toward total cost per year or $250 per year if medically necessary

Life Insurance

$25,000 per employee, $10,000 legal spouse (except if employed by City of Clovis)
$10,000 each child age 6-motiths to 19-years, then to age 25 if full-time student

Vetuntary Life Insurance

$10,000 to $500,000 for employee or spouse (50% of EE), subject to Evidence of Insurability.

Paid 100% by employes. $2,000 for each child, availabls only if parent insured. Paid by employes theough payroll deduction.
CFFA Employee Cost Per Month - 2011 Plan Year
Kalser Blus Shield Biue Shield Blus Shield Blue Shield
Coverage Type HMO $18 /60 HMO $167$0 PPO 50% / $0 PPO 80% / $800 HDHP 3006/3000
[Total Health Coverage )
Employe¢ Only $47.13 $103.29 $468.15 $134.12 $0.00
Employee Plus Child(ren) $84.12 $185.21 $841.93 $242.52 $0.00
[Employee & Spouse $97.91 $215.86 $981.96 $280.52 $0.00
[Employee, Spouse & Child(ren) - Family $139.48 $307.98 $1,402.55 $400.40 $0.00
Health Savings Accourt inc.
Employee Only $30.00
Employee Pius Child{ren) $60.00
Employee & Spouse $70.00
Employee, Spouse & Child(ren) - Family $100.00

WAIVER

Employees electing no City of Clovis health coverage of any type (Lifé and EAP will continite at nio cost)

for themselves or any fardily member will receive o monthly health premiam rebate for this plan year of: $400

This i3 ol a cortract; for complete coverags details pleaso see the
Evidence of Coverage/Dlsclosura Farm or 8FD
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