Elighility

Al ful firre enployess.

Dependent Bligibility

Dependent children under age 19 o under age 23 if aful time student

|

Witing Period Falowing the end of the proloationary penod (meded/dentd mvsion/iife/STOATD)

Weekly Conhibulions Payroll Deduction - BC/BS Gold PPO Pian Payrall Deduction - BC/BS Silver PPO Pian
- (covers Medica /Dental/Vision) , ‘ :ao,\mm‘ ‘ Medical/Dentdl/Vision)
Erployes $3.46 0.0

Employee + One Dependent 8677 T om

§7.21

Deductible/Cdendr Yr

Individudl Family $100/$300 $750/31,500 $300/S400 $750/$1,500

Co-Insurance Limit

Incivicud /Family $1,000/$2000 $3,000/$6,000 (cross acoumate) $2000/$4000 $3,000/$6,000 (cross coourmuate)
QOut of Pocket Mox/Colendior Yr

Incivickid /Formity $1,100/52.300 $3,750/57,500 $2.300/$4.600 $3,750/$7,500

Wellness Care (00Ut & spouse only) No Deductible No Deductible No Deductible No Deductible

Routine Prysiod Exam $15.00 cooay Not Covered $2000 copay NotCovered
Routine Physiod -Lab & X Rays 100% Not Covered 10% Not Covered

Routine GyryMormo/PSA Exarrt $15 copoy 8% $20 copay 80%

Routine PAP/Marmo/PSA Test* 100% 80% 100% %
*Age resmctions aooly with manmograms and PSA procedres

Dependert Chilcren (fo age 6)

Well Child Examn (birth to under oge 1=bexams / age 1 $15 copay Not Covered $20 copoay Not Covered

thvough age 17 = 1 per cdendar year)

Well Child Care inrrunizations & T8 Test $15copay Not Covered $20copay NotCoveted




Routine Hospitdl Care

Iomo.ﬁ Pre-cofrission 3&5@
Ioﬁa Serri Privote 2003 % 8% 8% 0%
| Hosgitdt - Andillcry Sevices 0% 80% 80% 70%
Hospitd's EQmmedm (Rodidagist/Pathalagst, etc.) 0% % 8% 0%
28_8% ) 0% 80% 80% 0%
m:ooz - 0% 80% 80% 70%
InHospitd Physidan. 0% 8% 80% 70%
Emergency Hospitd Care Subject fo the Deduclible Subject fo the Decuciile Subject fo the Deductitle Subject 1o the Deduclicle
Hospitd - m:QQQQ_.@ijQso@ $50 copay- then covered at 0% $50 co-pay- then covered ot 909%™ $50 copay - then covered ot 809%™ ,mmooQUQ-:,_@:oQ\QmQQQu&:
Hospitct - Serri Private Room % o 0% - 80% 80%
Hospitdl - Ancillary Senvices 0% oo 80% 80%
Hosaitd's Professioncts ?QQEE&@ efc) 9% 0% 8% 0%
\5&__% | oo% 0% 80% 8%
m:@8\ o 0% 0% 80% 80%
InHospitd Physicien 0% 0% 80% 0%
“Waived if aditted or if freairment s for on codidentd _:_9\
Miscalioneous Services Subject fo the Deductible Subject fo the Decuciitle Subject fo the Deductible Subject o the Deduciible
Office Misifs exciuces niections/s_pplies/tests etc) 515 copay 0% $20 copay 0%,
Office Misit - mU@QQ_ﬂ ) $15 cofoay 80% $20 copay 0%
:@38@ Fodlity 15 copay 0% $20 copay 70%
Inections/Suprhies/Tests 0% 8% 8% 0%
Second Surgiod Cption’ ~|90% (deductible waived) 80% (dedctidle waived) 80% (Cedudtible waived) 70% (Geducticle waived)
Out-Paient Surcery 0% o 8% 80% 70%
Out-Potient X-Roy & Lcb 0% B 8% 80% 70%
Non-Oustodid zca_:@ oam o 0% 0% 80% 70%
Prysicd Thercpy 0% 80% e 70%
Prosthetic Devices 0% 80% 80% 70%
Duratle Meciod Equipment {o0% T2 80% 70%
| All Other Mecicdlly Necessary Treatrment 0% a0% 80% 7%
Addiional Plan Mcsdrmuis Subject fo the Deductible Subject o the Deductible Subject fo the Dedudiible Subject fo the Dedudiible
_:*%__24356@_@:@ 0% to mox of $3000 80% to rmox of $3000 , 80% o mox of $3,000 70% 1o rmox of $3,000
™ T 3:38 ifefime ] [somtomexof S350 80% 1o mox of $3,500 80% to mox of $3500 70%to rox of $3,600
Crircpractic Treatrment - per panyear $15 copay to mox of $500 80% 1o mox of $500 $20 copay to mox of $500 70% 10 rrox of $500
No Deduclible No Deducible No Decluclible No Deductibie
Haorme Hedith Care - per plan year b for 130 visifs |80 for 130visifs 8% for 130 visifs 70% for 130 visifs

gnmwmﬁwi g_ﬁ

0% to $15,000/ $300

80% 10 $15000/ $300

80% to $15000 / $300

70%10 $15000 / $300




In Network Out Of Network In Network

Out Of Network

Mental Health

Subject to the Deductible Subject to the Deductible Subject to the Deductible

Subject to the Deductible

‘_‘_‘4.‘1%0_‘5_ - per Lifetime 45 days

N% 80% 80%

70%

Out-patient Treatment @oes not apply 1o plan co-nsurance lmit)

$15 co-pay-1st 20 visits-25% 21-35 visits 25% - 35 visits per plan year $20 - 1st 20 visits = 25% 21-35 visits

25% - 35 Vvisits per plan year

Substance Abuse Limits Subject to the Deductible Subject to the Deductible Subject to the Deductible Subject to the Deductible
In-Hospital - per Lifetime 45 days 0% 80% 80% 70%
Cut-patient Treatment (does not apply to plan coinsurance limit 35 visit - $15 co-pay 80% 35 visit - $20 co-pay 70%

Prescription Drug Program

PCS - 380:0:0: Drug Program [Retail

Tier 1- Generic Drug $10 co-pay - Mandatory Generic

Tier 2 - Preferred Brand Name ,Qco 520 co-pay _ _
:2 @ zo: Em@:ma @o:a Name Drug * $40 co-pay

: Qm%ﬂ@m& by MD or if generic is :0‘ Q\Q_\QQm

_ |

Brand Name DE@ by your choice

Employee pays difference between generic & brand cost + generic co-pay

| ﬁ

PCS - Mail Order Drug 30@33
Tier 1 - Generic _UEQ

Maiil Order (A 90 renewatle prescription for 3@ OQ_oo< listed UQOSV

$20 co-pay - ZQJQQS Generic

Tier 2 - Preferred Brand Name DE@

|spcose | |

q_m_ 3- Zo: v_mﬁmamg @QDQ Name Drug

380 co-pay

nzo wmaama Provicier Usage Nec

Exam* - 1 every 24 months $10 8UO<

[Frames - 1 every 24 monihs - Up to $2300 maximum $50

Conventiondl Lenses® - T every 24 months

mT@\m, $55

Bi-Focal or m&c\(\o\m:w Qmum»m‘wm«m - ) 2 B -
 Tri-Focal or equivaient progressive 584

Lenticular

Asingle fens

50% of allowed benefit

_M@@c_oﬁ 00369, rmaom cc 0 $75.00

$164.00

Disability Plans (empverprovided)
ShortTerm Disability (STD) - weekly benefit

66 2/3% of bose weekly earings

Max 26 wks ot covg. Benefit based on approvalof disabiiity by Insurance carrier

Istday of coverage for hospitalization & accidents/ 7 day walting period forilinesses

Long Term Disability (LYD) - monthly benetit

50% to $5,000 monthly base earnings

o TrovelAD&D

Travei Ac :35_3.3»:wC;Bmadmzﬁms,

$§25.000 covg based on busines

Future :mn::na;E costexcalation willbe shared belween the Company and employees, with the

company assuming 85% ofthe increased costand employees assuming 15%.

Such costsharing

may invoive adjusiments to employee contributions, deductibles, out-of-pocketmaximums orany combination thereof.




Calendar Year Maximum

$2,000 per enrolled member

Deductible (annual) $50/$100 Notes on Dental Coverage:

%m;o:oﬁ.o & Preventiative™ * All charges subject to a Reasonable and
Oral Exams - 1 every 6 mths 100% Customary Charge Determination.

x-_uQ<m (bitewings 1 every 6 mths & full mouth 1 every 36 mths) 90%

Cleanings - 1 every 6 mths - one extra with perio disease 100% o * There is a 3 day grace period on all
Periodontic o_mm_‘m._aom - 1 every 6 mths 90% frequency limits.

Fluorides - 1 every 6 mths - children under age of 20 100%

Sealant - to age 14

Not covered

* Oral Surgery for the extraction of wisdom

Space Maintainers to replace prematurely lost teeth for

teeth is a medical procedure.

children under age 19 100%
Emergency Palliative 100%
O_mcsow:o Casts 90%
Test/Lab Exams & All Other X-Rays 90%
Basic Services® )
Amalgams (filingsy 90% N
Endodontic Treatment 90%
All Other Periodontic Treatment Q0%
Oral Surgery 90%
Major Services”
Crowns mmw:Q.@mw o 50% N
Orthodontic GZ_QE: only to age 19)"
Lifetime Maximum $2,000
Co-nsurance o 50%

" Fearing Aid Coverage

Once every 36 months

Frequency

Hearing Aid Evaluation/Exam

$122.00

One I@Q:i@ N_Q‘,

. _Life Insuranc
Basic Life (employer provided)
Coverage

Dependeni Life insurance

Accidental Death & Dismemberment (AD&D)

Reasonable and Customary

1.5 x base annual earnings
$5,000 Spouse

1.5 x base annual eamnings

$1,000 each dep child (birth-6mths) $2,500 each dep child (6mths-19 or 23 yrs old)

Optional Life (employee paid)
Employee
Spouse - Maxximum $100,000

Rates based on age & amount elected to max $200

Rates based on age & amount elected. Coverage cannot exceed 50% of




