Management
Health Benefits Summary 2011

Plan Year 8
Kalser Biue Shield Blue Shield Elue Shield Blue Shield
PPO 80/70%/$0 | PPO 80/60% /8500 | HDHP 3000 /6000
HMO $15/$0 HMO $15/¢0
Kalser Hospitals |Commiunity Hospitals Sk Agnds & .Agres & St Agnes &
Community Community Community
NOTE: The Annual Medica! Deduchible must be paid fiest, axcopt whorg noled as ‘walved”, before medical insurance benefite are received from the health plan.
Annugl Dedugtible Nong Nong 0 prefgrred / 8500 non-praferred $500 preferrad & nop-preferred $8000/26000
MRLGTUT O & Fock ond] $1500/33000 $1000/52000 $2000/86000 $3000/28000 $3000/56000
Permangnie Sante Blug Shield Prefgrred Biug snield Proteried Biuo Shisid Proferred
% jrad
e g"ufﬁ‘ms Betjsiits urtimited unfirited untimited unimited entimitod
fiafizZation - patierd 0 _‘%g 0% §280 4 20% o Chiarge
Mospital - outpatient $15 No Gharas 16% $126 + 20% No Charge
it - 10 $35
Office Visits - Primary Care Physiclan $16 $18 i iy (dedustive walved No Charge
a1, & $15 $15 w/ referral §10 635
TR ViES: Susschao) j ired) $30 wio referral {deductibie walved) {dedustible waved) Sk Oharge
Laboratory & X-ray Qlo$10 No Chargs $10 $35 No Chargs
(BB T [
Allorgy Testing/Treatment $15 Tgmﬁs Inure::;emern $16 10% 20% No Chargo
Hearing Exenvacreening No Charge § 30 80 No Chario
Immunization/inoculation o Charae 8 No Charge N¢ Charae No Charge
3 o Charga 90 No Charge No Chargs No Charge
o Charaa $0 No Charge No C| No Charge
o Charas $0 No Ciargg No Charae o Chargs
o Charge 0 0% 20% No Chargs
o Charge 0 0% 0% o Charge
$0
Mo Charge (screstiing for chiidren only) Not Covered Not Covered No Cherfis
Dlaariostic 5@; e. Labs (OX0) §10 $0 16% 20% NoChags |
Durable Medical Equipment (DME) | 207 Meluci Gahetio fesiing 20% 10% % No Charge up to $2,000 par year
= 0 genenc 35 generic 10 terers
Covered Prescription Drugs $10 for generic $30 forbrand | $15 formulary brand-name $10 formulary brand-name 420 formut aﬂ brand-natne No Chiags
(up to 1 Mo supply) (Home self Injection 20% $400 | §25 nen-fermulary (injscitble 435 mnq; ormule =
55 , max) druns 309 up to $1506) 3 b -
Covered Prescription Drugs 20 Tof ge"i’i%ieo fox: raeed 420 generle $10 generic $20 generlc
sl Crtier b e $20 formutary brand-name $40 formulary beand-nama No Charge
{(up to 3 mos. supply) up to 100 day supply $30 formulery brand-name $50 non-formulary $70 non-formulary
50% 6 for counseling, 50% for treatm: Not Covgred Nol Covered No Charge
3100 i) 0% 20% Mo Charge
Room 3100 §100 % 20% | No Charge
Mental Health - inpatisnt $0 up to 30 days per vear 0 0% $e50porqdmisgionplus 20% |~ NoChargs
Mentel Health - outpationt 818 815 810 $a8 Mo Charge
30 10% 7
Substance Abuse - Inpationt (Oetox Omyy _ 40 {raheb included) (rehels Inohuded) . _No Gharge
Substance Abuse - outpatient SEgroup ‘"‘“": ?:5 incntduel $15 $10 $35 No Charge
Hormp Heallh Services Ng cn Gre 518 10% 20% NoCharge
Physical, Occupational,
& h Theragy $5 ‘ $18 $ic 335 Ng Charge
Skilled Nursing Facily (SNF) $0, upto ngfgj’ perbonsit | o5 1010100 day mex 10% 2% tlo Charge
Hos| No Charge No Charge 103 20% NoCharge
cUpUNCrS Not Covered Not Covered $25/visit, up to 20 per year Not Covered Not Covered
Chiropragic $15/visi, up to 20 per year SioMvisit $26/visit, up 10 12 per year $25/visit upto 12 pervear | MoCharge
food & Blocd Products Ne Charge $0 $10 $20 $0 !
Audiol am Mot Covered Mot Covered Net Covered Not Covered Not Covered
Hearing Ald Not Covered Wot Covered Net Coveted Not Covered Not Covered
Employes Assistance Plan 3, individual or family, prer 6 miotiths. P: fogical & E d, Marital R hip, Parental Guidence, Substance Abuce, Work Performance, Legal & Fiaancial referval. No co-pay.

Dental Plan Co-payment

20% of UCR, plus balance over UCR allowatice for all covered services except implants
$0% of UCR, plus balance ovey UCR allowance for {mplant services

Dental Pian Maximurn Bensfit

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

$25 for exat and/or for eyewear + balance over materidls atlowsnce

12 months each, for exanm, lenses and frames or contacts in ligh of Jenses and frames

Vislon Fian Co-payment
Allowable Fi of usg
Frame Allowance

$80

IContact leng Allowance

$150 toward total cost per year or $250 jter year if miedically neceassry

Lite insurance

$175,800 per employze (Executive Manngers $275,000)
$10,000 legal spouse (except if employed by City of Clovis)
$10,000 each child age 6-moxnihs to 19-yeurs, then to age 25 if full-time student

Voluntary Life Insurance

$10,000 to $500,000 for employee ot spouse (SU% of EE), subject (o Evitfence of Insurability.

Pald 100% by empioyee. $2,000 for each child, available only if parent insured. Paid by employee throngh payroll deduction.
[Short-torm Disabillty Hs a 14-day waiting period. On the 156l day, two-thirds of your salary provided in coordi with sick leave to provide full salary fof (e firet 24 wocks.

Long-tenm Disability 26 week el petiod and provides benefit payment of 66.667% of pre-disability wages, to s beonefit puyment of $5,000 per month. Poid to age 65.
Watkers Compensation, CA-SDI, Socal Security, Cal-PERS; however
LLong-{ern Disabiity, benefit reductions clier income mdudm applied wntil 70% n!ﬂ-sumwymcum replacement achieved
Management Basployee Cost Per Month - N1 Plan Year
Coverage Type Kalser Blue Shiefd Blue Shisld Biue Shield Blue Shield
HMO $15/$0 HMO §156/$0 PPO 80% / $0 PPO 80% / $600 HDHP 3000/6000
(Ol A G~ e R o o cenr il e e, = Mg — i S o e a0 T =
toployes Chly 16.00 $10.00 $374.36 40.93 $0.00 e
tEmp oyee Fius Child{ren) 20.00 $20.00 $676.72 77.31 $8.00
[Employee & Spouse 30.00 $30.00 $796.1 ___$94.66 000
40.00 $40.00 $1,134.87 $152.42 9.00

[Employee, Spouse & Child(ren)
|

Heaith Savings Account Ine.

\Employee Only $93.96
{Employee Plus Child(ren) $167.12
|Estployee & Spouse D o 918831
[Employes, Spouse & Child(ren) - Family 4271.87

WAIVER

Employees electing no City of Clovis health coverage of any type (Life and EAP will continte at no cost)

for theiselves or fny family member will recive o monthly health premium eebitte for this glun year of: $409

This is not & contrac!; for completa coverage details pleass gea the

Evidénce of Coverage/Disclosure Form or SPD

laf!

21812011 Fingl Fstoy

for 2011 Plan Yeor Nanagemen:



