Transit Employees Bargalning Unit
Health Benefils Summary 2011 Plan Year

Kaiser Biue Shield Blue Shield Biue Shield Blue Shield
HMO $15/50 HMO $15/80 PRO 80/70% / $0 PPO 80/60% / $500 HDHP 3000/ 6000
Kalger Hospitals Community Hospitals |St. Agnes & Community | St. Agnes & Community| 8. Agnes & Community
NOTE: The Apilizal Madia) Doducivis must e Do BrEt arcent whare BOLe) a8 “whlved . Dao MadeAl NEUants ‘Tariaiis 270 focen o o Ve Bl b,
Annug! Deductible None Nong prederred / $500 non-preferrdS00 preforred & non-praferre: $3000/$6000
R $1500/83000 $1000/32000 $2000/56000 $2000/36000 $3000/38000
rovidar Network Permansnte Sanfg Blug Shigld Preferred Blug Shisld Preferred Blus Shisld Prelerred
Ma:lmmg.jﬂeume B unfimited untfimited unlimited unlimited untimited
Hosoftallzation - inpatient $0 $0 10% 50 + 20% No Chiarae
Hospital - outpationt $i8 No Charae 10% $125 + 20% No Charge
. $10 338
Ofilce Vigits - Primary Care Physiclan $15 $15 {dedustible waived) {dedusilble walved) No Charge
. . $18 $15 w/ referral $10 $35
O Vibhe-Spickilist _(referrat roquired) $30 wlo referral (deductible walved) {deductible walved) No Charge
Laborafety & X-ra 010810 No Chargs $10 §35 No Charge
; $15 Teoting/85 Treatement $15
Allorgy Testing/Treatmant (setum includsd) 10% 20% No Charge
Hearing Exam/Scregnin No Charge $0 $0 o Chargde
i mmunlzaﬂion/inocula lon Ng Charge 0 o Chargg o Chargs o Charas
Antnual GYIN Exam No Charge g0 o Charge o Chare 6 Charge
Annug! thé»cal Exam No Chargs $0 o Charge 0 Chargs o Charge
Well Baby Care Mo Charge S0 o Charge o Charge o Charde
Inpatient Hospital Doctor Vieits No Chargs $0 10% 20% o Charge
Surpery/Anssthesia No Charge $0 10% 20% No Charge
Vision Exam 80
(Retraction-Adult & Chitd) No Charge (screening for chitaren only) Mot Govered Not Covered NaGtiinge
[ Diganostic X-ray & Labs (DXL] §10 $0 10% 20% o Charge
o 20% inciudes diabeatic esting 20% No Charge up to $2,000 par
Durable Medical Equipment {DME) aupplies 20% 10% vear
Lo i $10 generle $5 generic
Covered Prescription Drugs 10%er 9;?:; 880101 | a4g fommutary brand-name | $10 formulary brand-name 820 mnm’ agegféﬁd_ w—_— R
{up to 1 mo supply) {Home seff injection 20% | $28 non-formulaty (infeciible 438 1o n'_’; il L
$1900 max) drgs 40% up to $160) ormutary
Gavered Prescription Drugs 820 for ge“en':’mfs“ for brand i $10 goneric $20 generic
Mail Order % i $20 Tormulary brand-name | 340 formulary brand-name Mo Chatgye
{(up to & mos. supply) up to 100 day supply $30 formulary brand-nams $50 non-formulary $70 non-formulary
50% Tor counseling, 50% lor freatr Not Covered Nol Govered 0 Charge
100 $100 10% 20% o Charijg
y Room 100 $100 10% 20% Mo Charge
Mental Health - Inpatient B0 up to 30 days per yeat 30 10% 13250 per admisslon plug 2054 Na Chargs
Metttal Heaith - cutpaiient B 518 $10 ‘ 835 No Charge
S— 36 10% 20%
Substars Abusa - inpatient {Detox Only} i {rehab inoluded) {rehab ncluded) No Charge
Substance Abuse - culpatient $5 group Viss;s?tﬁ indivicual $15 $10 35 No Chargs
Homa Health Services No Charge $15 10% 20% No Chargs
Physical, Occupational,
& Speech The 915 $18 $10 $35 No Charge
Skifled Nursing Facilty (SNF) %0, ‘E,fg:]?gjfgj per $0 up to 100 day max 10% 20% No Charge
Hospice No Charge No Charas 10% 20% o Charge
Acupuncturg Net Covered Not Covered $25/visit, up to 20 per year Mot Covered Not Covered
Chiropractie $15Mvisit, up to 20 per year $10/visit $26/visit, up to 12 peryear | $25/visit, up to 12 per year No Charge
[Eisod & Biood Products No Charge $0 $10 $20 $0
Audiology Exam Not Cavered Not Coverad Not Covered Not Covered Not Covered
Hearing Aid Net Covergd Not Covered Not Covered Not Govered Not Covered
7 visits, individual ot fAmily, pef 6 months, Prychological & E T, Marital Relationship, Parental Guidance, Sul "Abuse, Woik Petformanice, Legal &

Employee Assistance Plan

Financial referral. No co-pay.
1

over UCR all

Dentat Plan Co-payment

1
20% of UCR, plus balance

for all covered services except i

Dental Plan Maximum Bensfit

$2,000 per person, per Calendar Year for covered services
1 1

Pald 100% by employes.

Vision Plan Co-payment $25 for éxam and/or for eyewear + balance over materials allowance
Allowable Frequency of use 12 months each, for exam, [enses and frames or contatts in licu of knses and frames
|Frafie Allowance 380
ontact lens Allowance | $150 toward {otal cost per year or $250 ar if medically necessary
Life Insurance $25,000 per employee, $10,000 fegal spouse (except if employed by City of Clovis)
g $10,000 each child age 6-months to 19-3'.-.31'5, then to age 25 if full-time student
Voluntary Life Insurance $10,000 to $500,000 for employee or spouse (30% of EE), subject to Evidence of Insurability.

$2.000 for each child, available only if parent insured. Paid by employee through payroll deduction.
I

Transit Employee Cost Per Month - 2011 Plan Year

Kalger Btus Shietd Blue Stilstd Bluo Shield Blus Shield
Coverage Type HHMO $18/$0 HMO §18/$0 PPO 90% /$0 PPO 80% /$500 SEBHP 3000/5000
[Totnl Health Coverage =
|Employee Oniy $0.00 $42.71 407.57 $73.54 $0.00
Employse Plus Child(ren) 23.54 124.63 781.35 181,94 $0.00
Employee & Sponge 37.33 155.28 021.38 210.94 $0.00
Emplovee, Spouse & Child(ren) 78.90 40 $1.341.97 339.82 $0.00
{ | | Health Savings Accownt Ine.
Employee Caly $30.00
Emgployee Plua Child(ren) _$60.00
|Em§ln}ee & Spouse $70.00
Employes, Spouse & Child(ren) $100.00
Tronsit rtes include the deferred compensation momhly discount of: M,ss
WAIVER Employees electing no Cily of Clovis health coverage of any type (Life and EAP will continua at no cost) for themselves or any family member will
receive a monthly health premium rebate for this plan year of $400




