CPWEA
Health Benefits Summary 2011 Plan Year

Kaiser Blue Shield Blue Shield Blue Shield Blue Shield
HMO $15/ $0 HMO $15/890 PPO 90/70% / $0 PPO 80/60% / $500 HDHP 3000 / 6000
Kaiser Hospitals Community Hospitals | St. Agnes & Community | 8t Agnes & Community | 8t. Agnes & Community
s NOTE: The Anmual Madica! Deductible must be paid firs!, except whete notad as "walved', befors medical instirdrcs benafis arg rcoived fiom he heath plan,
Annual Dedu"ﬁ% None None "$0 preferred / 3500 non-preferred | 8500 proterred & non-preterred $3000/8
e o $1800/52000 $1000/82000 $2000/$6000 $3000/$8000 $3000/36000
Permanente Sante Biue Shicld Preferred Blug Shisld Preferred Biug Shisid Preterred
unfimited unlimited unlimited unfimited unlimited
I 80 80 0% $260 + 20% No Charge
Hospital - outpatient §18 No Charge 0% § § @% No Charge
. - 810
Cfiice Visits - Primary Care Physitlan §15 B8 (dedustibte waived ded hbte walved) No Charge
i $15 $18 w/ referral $10
it fig
Olfice Vislls-Spucialat (raferral reauired) $30 wio refarral (doductiblo vaived) | (deﬁucn!ﬂe walved) il
fory & X-ré 0 {0 810 No Charge $10 $85 Na Charao
Allorgy Testing/Treatment e anm e 10% 20% No Charge
Hearing Exam/Screeni 0 Charis &0 §0 gg o Charge
Intruniz ulal Char 8 o Charge o Chargs o Charge
Annual GYN Exam Char, s Charag o Charae o Charge
Annual Phiysical Exam har o Charge o Cltarde o Charae
Well Baby Care o Cha o Charge o Charge o Charag
itient Hospltal Doctor Visits 6 Chatod 0% 0% No Charag
ery/Angsihesia b Charag [ 0% 20% No Charge
Vision Exam 0
mm&%dﬂ, No Charge {asrepning {or ehidren oriv) Not Covered Not Coveted No Charge
Dizgnostic X:rav. & Labs (DXL) 810 $0 10% 20% No Chargs
2 i3 i1 [y
Durable Medical Equipment (DME) % '"‘""‘m“‘!ﬁ“"“ testing 20% 10% 2% N Charge up 1o 52,000 per year
i $6 generic
$1C generio 4 : $10 generic
ztgignzd:;e:‘fﬂrﬁilfn Drugs $10 for generie $30 for brand $15 formutary brand-name (Home 05 igf;mﬁz?ﬁmi&af; g $20 formulary brand-nams No Charge
¥ self injection 20% $100 max) 30% up 10 $150) $35 non-fortulary
Covered Frescription Drugs $20 for genetic $60 for brand name 420 generic $10 genere $20 penerio
Mall Orclar ug to 100 day aupply $30 formul agv'bran g §20 formutary brand-name $40 formulary brand-name Mo Charge
{up to 3 mos. supply) L ] $50 non-formulary $70 non-formulary
il 60% 515 for counseling, E0% for treatmen) Nt Covered Mot Coversd Mo Charde
jlancs $100 §300 0% 20% Ng Charge
Emnrggngz Room 3100 160 0% 20% No Charpe
Wiental Fioalllt - InGAlont $0 up to 30 dava par year $0 10% 250 per adfisslon plus £0% Mo Charge
IMental Health - outgatient #s 815 0 5 No Charge
= &0 10% 2056 ’
Substance Abuse - inpatient (Detoy Ony) $0 (reha included) {rehab Ipsluded) No Charge
88 group visit, §15 individual visit 315 $10 $35 No Gharge
| No Charge 315 10% 20% Na Gharge
z"““ﬁ'h”ﬁ"“pa"""" $15 815 $10 $35 No Charge
Skifled Nursing Faciity (SNF) S ORI TORRE Y DR $0 up to 100 day max 10% 20% No Gharge
Hospleo No %hmrgg No Charas 10% 20% No Charne
Acupuncture Nett Covered Not Covered $25/visit, up 1o 20 per year Not Covered Net Covered
Chiropractic $18/visit, up to 20 por year $10/visit $25/vigit, up to 12 per year 825fvisit, up to 12 per year No Char|
[Biood & Blood Products o Gharge $0 $10 820 50
diol Kanm Net Covered Not Covered Not Covered Not Covered Net Covered
Hagring Al Not Covgred Not Covérad Net Covered Not Covered Not Covered
Empldyce Assistance Hén I 3, individual or family visita, per 6 montls. Pdyehologica] & Emoti Marital R hip, Parental Goidance, Abuse, Work P Legal & Financial referral. Nb co-pay,
Déntal Flan Co-payment 20% of UCR, plus balance over UCR allowance for ll covered services except implants

Detital Plan Maximum Benefit

=

$2,000 per person, pet Calendsr Year for covered services

Vision Plan Co f it

$23 for exam and/or for eyewenr + balance over

Atlowable Fi of use

12 months each, for exda, fenses and frames ot cortacts i Hew of lenses and frames

Frams Allowance

$80

|Gontact lens Aliowancs

3150 toward total cost per year ot $250 per veat if medically necessary

Life Insurance

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

Voluntary Lifs Insurance

$10,000 to $500,000 for employee or spouse (30% of EE), subject to Evidence of Insurability.

Paid 100% by employee. $2,000 for each child, available only if fiarent instived. Paid by employee through payroll deduction.
_ CPWEA Employee Cost Per Month - 2011 Plan Year
C T Kaiser Blue Shisld Elue Shield Blue Shield Blus Shield
overage lype HMO $15/ 30 HMO $15/50 PPO 90% / 80 PPO 80% / $500 HHBHP 30005000
Total Health Coverage o
Employze Only $13.02 $69.18 $434.04 $100.01 $0.60
Employee Plus Child(ren) $50.02 $151.11 $807.83 208.42 $0.00
Employee & Spouse $63.80 $181.75 $947.85 $246.41 50.09
Employes, Spouse & Child(ren) - Family $105.37 $273.87 $1.368.44 3366.29 $0.00
) = - Health Savings Account Ing.

Employee Only $30.00
Employee Plus Child(ren) $50.00
|[Employes & Spouse ] 1 $70.60
Employse, Spouse & Child(ren) - Family $100.00

CPWEA rates innclude the deferted compensation monthly discount of: $34.11

WAIVER

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

This i8 not a cortiract; for complate coverage details pleace soa tho
Evidence of Coverage/Disclosure Form or SFD

Tofl
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