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Kalser Biue Shield Iﬂue Shielld Blue Shield Blue Shield
HMO $15/ $0 HMO $15/$0 PPO 90/70% / $0 PPO 80/80% / $500 HDHP 3000 / 6000
Kalser Hospitals Community Hospitals |St. Agnes & Community | Si. Agnes & Community | St. Agnes & Community
NOTE: The Annugl Megiza) Deductiie must b pard 1re], 8xcapt wiiors noled as walved', DSV Mogical INSUrarce Dengits are 1ecelved fror i Tigailth i,
Annual Deductible Nono Nong 80 pigfariod / $500 non-preferred | $500 praforred & nen-proforred §3l
Wisiam plsk vl Frchat ‘°°i $1500/63000 $1000/62000 $2000/86000 $3000/56000 $3000/66000
Barmanents Sante Blug Shield Preferred Bluo Shield Pretoneg Blue §hial§ Praferied
individual unlimited unlimited unlimited unlimitsd unlimited
Hospitalization - inpatiant $0 %0 0% 250 v 205 No Charao
Hogpital - outpatignt 816 No Charge 0% $126 +20% No Charge
W . . 10 §35
Office Visits - Primary Care Physician $15 $18 (deducti} ived) deductible waved) No Charge
; 7 S $15 $15 w/ reforral $10 $36 R
[ico Visits-Gpacialst (reforral required) $30 wio referral (deductible wajved) {deductible waived) Mo harge
Laboratory & X-ray t0 $10 No Charga $10 835 No Chargp
Allergy Testing/Treatment 815 TeatanEECEJ::gment {sarum 1% 10% 20% No Charge
Hearing Exanvseresning No Chaige "$0 $0 No Chai
Iy /inoculation o Charge $0 Np Charge o Charge No GE 1Go
No Charge 0 No Charge o Charge o Charge
o Charge 2? No Charge lo Charge D Qh*zge
lo Charge 80 No Chaige o Charge o Charge
o Chargo &0 0% 20% o Chargo
o Charge %0_ % 20% o Charge
No Charge reening foi 2 idren only) Not Coversd Nat Covered No Charge
:agnostw Xcray & Lagg (DXL) i $10 0 10% —_20% No Chargo
Durable Medical Equipment (DME) 20% Inohices da!?;t;atsc tesling 20% 10% 0% No Charge up to $2,000 per year
. $5 genaric .
Fie o $10 generic » $10 ganeric
gov;ridngsicn;:n;m Drugs $10for generig $30for brand | o5 sormutary brand-name (Home asil?i-f?omalaw k:;:‘."gig?: jru $20 formulary brand-namo No Charge
P supply. self injection 20% $100 max) 208 up“n'o sfio) d 98 $35 non-formulary
Coverpd Prescription Drugs §20Tor ge"i’gﬁ;ﬁb forbrand $20 goneric $10 gensric $20 genaric
Mail Ordar ¥ $20 formulary brand-name $40 formulary brand-name No Charge
{up to 3 mas. supply) up to 100 day supply $30 ommulary brand-name $50 non-formulary £70 non-formulary
B0% 15 for counsaling, 50% for troatmer] Not Coverad Not Covered o Charge
100 100 25 20% ) gha_rga
100 $100 0% 20% o Charge
$0 up to 30 days per year $0 % 250 por agmission pius 20% 0 Chargg
Mental Healih - cutpatisnt i $18 $10 $35 No Charge
$0 10% 20% o
Substance Abuse - :npauan:t (Dotox Ony) $0 . inc ) nciuded) No Charge
$5 group visit, $15 individual visit $15 810 35 No Chargs
No Charas 816 10% 20% No Chargo
$15 $15 $10 $35 No Charga
¥0, up o 102 Qi.ays! per bnafi $0 up to 100 day max 10% 2056 No Charge
No Charge No Charga 10% 20% No Charge
Not Coverad Not Covered %zsfvisit, up to 20 per year ot Covered Not Coverad
hi $15/visit, up 1o 20 par ysar $10/vigit 25/vight, up to 12 pary year $2B/visit, up 1 12 pef yoar No Chamge
Biood & Blood Products No Charge 80 510 %29 50
Audiplogy Exam ot Coversd Not Covereg Not Covered Not Coversd Not Covered
Hearing Aid Not Covered Not Covergd Not Coverad Not Covered Not Covergd
[Employee Assistance Plan 3, individual or family visits, per 6 months. Psychological & E I, Marital Relationship, Parental Guid, Sut Abuse, Wark Performance, Legn! & Financial referval. No co-pay.

Denta) Flan Co-payment

20% of UCT!, plus balance over UCR allowance for all covered services except i

Dontal Plap Maximum Benefit

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

Vision Plan Go-payment

ES for exam and/ar for eyewear + balance over materials allowance

Allowabla Fraquency of use

12 months each, for exam, lenses and frames or contacis in lieu of lenses and frames

Frama Allowance

$80

Coniact lons Aflowanca

$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-months to 19-years, then to age 25 if full-time student

Voluntary Life Insurance

$10.000 to $500,000 for employee or spouse (50% of EE), subject to Evidence of Insurability.

Paid 100% by employee. $2.000 far each child, available only if pasent insured. Paid by employee through payroll deduction.
CPOA Employee Cost Per Month - 2011 Plan Year
Kaiser Biue Shield Blue Shistd Blue Shield Blue Shield
Coverage Type HIMO $15 /80 HEO $15/$0 PPO 80%/%0 PPO 80%/ §500 HDHP $000/6000

(Tatal Health Coverage

|Employee 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
IlEmpﬂoyee, Spouse & Child(ren) $139.48 $307.98 $1,402.55 $400.40 $0.00

Healih Savings Accout Inc.

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

WAIVER

Employees electing no City of Clovis health coverage of any type (Life and EAP will continue at no cost)
for themselves or any family member will receive a monthly health premium rebae for this plan year of: $460

This i nat a contract; for compiste covernge detalls piaase seo the
Evidance of Coverage/Disclosue Fonn or SPD
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