Unrepresented

Health Benefits Summary 2011
Plan Year
Kaiser Blue Shield Blue Shisld Biue Shield Blue Shield
HMO $15/$0 HMO $15/%0 PPO 90/70%/ $0 PPO 80/60%/ $500 HDHP 3000 / 6000
Kalser Hospitals Community Hospitals | St Agnes & Community | St. Agnes & Community | $t. Agnes & Community
KOTE: The Ammua! Mediea) Decluclible must be naid fisl, excep! whare holed as “waived”, before medica! insurance benallls aré recalvad irom tha heaith plan,
Annual Deductible Mong Nana $0 preferred / $300 non-praferred | 8500 preferred & non-preferred $3000/58
B st $1500/82000 8100032000 $2000/56000 $3000/56000 $3000:86000
Provider Network : Permanente Sante Blug Shigtd Preferred Blue Shield Preferred Blue Shisid Preferred
y ;‘;g' c:;t'z;!me LS uniimited uniimited unlimited unfimited untimted
spltalization - inpationt 80 $0 0% §250 + 20% No Charge
Hospital - gutpationt $15 No Chdrge 0% $125 + 20% No Charge
ol 10 $35
Office Visits - Primary Care Physician $15 ; $15 ideductible wawved educiible walv Neé Charge
— 815 $15 w referral 810 25
Ostice Viaits Specidtst rsterral required) ref {deductible walived) {dedustibis walved) o Charge
L tory & X-ra 010 810 No Chai $10 835 Wo Charge
Allergy Testing/Treatment IS VRIS ot erom $1 10% 20% No Charge
Hearing ExanyScroening No Charge $0 gp $0 o Chame
22 Ng Charge [ No Charge o Charge Charae
No Chargle § o Chargg No Charge Charge
No Charae $ o Charge No Charas No Chargs
No Gha%e g0 Ng Charge Ng Cha o Chargg
Doctor Visis No Charge S0 0% % o Chare
Angsthest No Charge $C 0% 20% o Charge
$0
Fiefractivn-Adult & Child No Charge {screening for ehilgren onty) Mot Coyerar Nol:Coverad Ho Charge
Diagnostic X-ray & Labs [OXL) 210 $0 10% 20%. Ng Charge
= 20% Includes diabetis testing 0%
Durable Medical Equipment (OME} fios 20% 10% Na Charge up to $2,000 per year
" 5 generic
. - $10 generic 8 $10 generit
(Covered Prescription Drugs $10 for genaric $30forbrand o0 tonutary brand-narme (Horte ., 310 formulary brand-name $20 formulary brand-namé No Charge
{up to 1 mo supply) self Injection 20% $100 max) $25 non-formulary {injecitble drugg $95 non-formulary
5 i 303 up to $150)
5
Covered Prescription Drugs §20 far gen i:?:;"o forbeand 420 generic $10 generic $20 generie
idall Crder i A $20 tormulary brand-name H40 farmubary brand-nams Ko Charge
{up to @ mos. supply) up to 100 day supply $30 fonmulary brand-narme $50 non-formulary $70 non-Jormutary
50% 15 Tor counsefing, 50% for frgatmed Not Covered Not Covered g Charge
§10H 3100 0% 12:91 o Charas
oo g S0 81 %% 20% o Chargg
nial Meaith - inpatient S0 up fo 30 davs per vear E 0% $250 por admission plug 20% o Charge
Mental Health - sutpatient a0 815 g1o $85 Ne Chargs
= : E) 10% 20%
Substance Abuse - inpatient (Detex Oril $0 (el fudad sshab Included No Charas
5 group visit, $13 Individual visht $18 10 B3 é No Chame
Mo Charge 15 0% 20% Nao Charge
$18 $15 $10 835 No Charge
Sidtied Nursing Facifty (SNF) FEN TSR S PO $0 up to 100 day max 10% 20% No Charge
Hospice No Charae No Charge 10% 20% No Charge
Actipuncture Not Coversd Not Covered $25/visht, up to 20 per year Not Covered Not %wgred
Hiropractic $15/visit, up to 20 per year $10/visit $25/visit, ug 0 12 per ygar $25/vialt, up to 12 per year No Charge
Blgod & Blood Products No Charge 30 (1] $0
Audiolofiy Exam Not Covered Not Covered Not Covered Ng! Covered Not Coveéred
Hoating Ald ot Covered Not Covéred Not Coveréd Not Covered Not Covered
Emplcyes Assistance Plan 3 visits, indivicaal or family, per 6 months. Psychological & Emotional, Marital Relationship, Parental Guidance, Substance Abuse, Work Performance, Legal & Financial referral. No co-pay.

Dental Flan Co-payment

70% of UCR, plus balance over UCR alt

ance for all covéred services except inpl

Dental Plan Maximum Benefit

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

Vigion Flan Co-payment

$25 for exam and/or for eyewenr + baltnce over matetials allowance

Allowable Frequency of uge

12 months each, for exam, lenses and frames or contacts in liew of lemes and frames

|Erame Allowance

$80

Contact lens Allowance

$150 toward total cost per year or $_250 per year if medicallx necegsary

Lite Ingurance

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

Voluntary Life Insurance

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

Pald 100% by employee. $2,000 fot each child, available only if parent insured. Patd by employee through paytoll deduction.
Unrepresented Employee Cost Per Month - 2011 Plan Year
C T Katser Blus Shield Blus Shisid Blus Shield Blue Shield
overage 1ype HMG $16 /90 HMO $15/90 PPO 90% /30 PPO 80% / $500 HDHP 3000/5000
[Total Health Coverage
[Employee Only $5.64 $61.80 $426.66 $92.63 $0.00
[Employee Plus Child(ren) $42.63 $143.72 $800.44 $201.03 30.00
Employee & Spotse $56.42 $174.37 $940.47 $239.03 $0.00
[Employee, Spouse & Child(ren) - Family $67.99 $266.49 $1,361.06 $358.91 $0.00
Health Savings Account ths.

Employee Only $30.00
[Employee Plus Child(ren) $60.00
Employee & Spouse §70.00
Employee, Spouse & Child(ren) - Family $100.00

Utirepreserited rates included deferred compensation digcount of: $41.49

WAIVER

Employees electing ro City of Clovis health coverage of any type (Life and EAP will continue at no cost)
for themselves or any family member will receive & monthly health premium rebate for this plon year of: $400

Thiz i not & contract; for complelo coverage dedails please seathe
Evidence of Coverage/isclosirs Form or SPD
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