SANTA CRUZ CITY SCHOOLS
MANAGEMENT )

MONTHLY MEDICAL BENEFITS COST TABLE
EFFECTIVE 10/01/17 - 9/30/18

| HMO PLANS [ | PPO PLANS
MANAGEMENT BLUE SHIELD BLUE SHIELD BLUE SHIELD KAISER BLUE SHIELD BLUE SHIELD
HMO-530-20% *HMO-$30-20% HMO-5$40-40% HMO-$30-0 PPO-80-M 540 PPO-HSA-PLAN B
#1HO11002 $11071002 | #1H051002 | | #505837-0005 | [ #0P011002 | #0P021008
Individual/Family Deductibles N/A NfA N/A N/A $3,000/$6,000 $3,000/55,000
Out of Pocket Maximum : $1,500/53,000 20% [51,500/%3,000 $3,500/57,000 $1,500/53,000 $4,000/58,000 $5,000/51.0,000
20% Deductahle 20% Deductable 40% Deductable
Office Visit Co-Pay 430 office $30 office $40 office 530 office $40 office 10% - Out of Pocket Maximum
Prescription Drug Plans $9/%35 RX $9/535 RX $200 RX Deductible $10/$30 RX 59/535 R¥ 10% - Out of Pocket Maximum
then $10/$35 then $9/$35 RX
Network Full Network *PMG Only Full Network KAISER Full Network Full Network
No PAMF
FULL TIME EMPLOYEE
MONTHLY COST.
COMPOSITE RATE $ 76140 $  717.30 $  697.20 s 721.50 $ 65110 $ 67500
PART TIME EMPLGYEE
MONTHLY COST
COMPGSITE RATE $ 83225 $  796.55 5 764.37 5 773.74 § 72482 5 760.30

The employee’s share costs are negotiated annually by your Meet and Confer Grou;ﬂ and therefore are subject to change.



SANTA CRUZ CITY SCHOOLS
CABINET

MONTHLY MEDICAL BENEFITS COST TABLE

EFFECTIVE 10/01/17 - 9/30/18

| HMO PLANS | | PPO PLANS
CABINET BLUE SHIELD . BLUE SHIELD BLUE SHIELD KAISER BLUE SHIELD BLUE SHIELD
HMO-$30-20% *HMO-530-20% HMO-340-40% HMO-$30-0 PPO-80-M 340 PPO-HSA-PLAN B
#1HO11002 #1H071002 [ #1H051002 | #605337-0005 | [ #oPo11002 | #0P021008
Individual/Family Deductibles N/A N/A N/A N/A 53,000/$6,000 $3,000/55,000
Cut of Pocket Maximum $1,500,/$3,000 20% [51,500/$3,000 $3,500/%$7,000 $1,500/$3,000 $4,000/$8,000 $5,000/5$10,000
20% Deductable 20% Deductable 40% Deductable
Office Visit Co-Pay 830 office $30 office $40 office $30 office 540 office 10% - Out of Pocket Maximum
Prescription Drug Plans $5/%35 RX $9/$35 RX $200 RX Deductible $10/$30 RX $9/$35 RX 10% - Out of Pocket Maximum
then $10/$35 RX then 39/535 RX
Netwaork Full Netwaork *PMG Only Full Network KAISER Full Netwaork Full Network
No PAMEF :
EMPLOYEE
MONTHLY COST
COMPQSITE RATE s 761.40 $ 717.30 $ 697.20 3 721.50 ) 651.10 s 675.00

The employee’s share costs are negetiated annually by your Meet and Confer Group and therefore are subject to change.



hw%..p&m&.hﬂ :

Blue Shield PPO

Blue shield PPO

SISCPLAN NAME 80-M$40, Rx 935 HDHP - _._ﬁm». Plan B
H5C2510 NH50030 HSCz620 505337 SC13840 5C13850
GROUP NUMBER $30-20% $30-20% 40-40% 5300 80-M 540 HS5A-Plan B
Member Pays Member Pays Member Pays Member Pays Membher Pays Member Pays
Individual/Family Deductibles $0/50 50/50 $0/50 sc/80 $8,000/$6,006 $3,000/$5,000
Inclividual/Family Calendar Out-of-Pockat Max $1,500//$3,000 $1,500/$3,000 $3,500/47,000 $1,500/43,000 $4,000/48,000 $5,000/510,000
{includes madical co-pays, deductibles and co-insurance}
PROFESSIONAL SERVICES
Dffice Visit co-pay $30 530 340 330 $40 10%
Urgent Care co-pay $30 $30 $40 $30 $40 10%
Specialists/Consultants co-pay 545 545 550 $30 $40 10%
Prenatal, pastnatal offlce visit co-pay $30 $30 $40 530 540 10%
Scans: CF, CAT, MRI, PET etc. $0 50 se $0 20% 10%
Diagnostic X-ray & Laboratory Procedures i} $0 50 50 20% 10%
Infertility {diagnosis/treatment of causes of Infertility) 50% 50% 50% Nat coverad Not covered Not eovarad
P.m<ma.ﬁ_<m Care Services (includes physical exams & 0 0 %0 s0 0%, Dad uctble Welved %, Dec Waived
screenings)
HOSPITAL & SKILLED NURSING FACILITY SERVICES
Emergency Room visit co-pay 20% 10%
150 150 150 100
{walved if admitted) $ $ $ $ $100 eo-pay $100 co-pay
Inpatiant Hospltal co-pay (preauthorization required) 20% 20% 40% 50 20% 10%
Qutpatient Hospital co-pay $30 $30 $40 $30 20% 10%
" : &
M:aw.nm;% Outpatient (performed in an Ambulatory Surgery 4o 40 g0 N/A 20% 10%
enter,
{surgery, Outpatient performed in a Hospital) 50 30 50 330 20% i0%
MENTAL HEALTH SERVICES & SUBSTANCE ABUSE
TREATMENT
INPATIENT CARE: Facility based care (preauthorization 20% 0% 0% 0 20% 0%
required]
OC._.W.ﬂ._mZ._‘ CARE: Facility based care {preautharization 830 430 440 30 440 10%
required)
OTHER SERVICES
$10/30 visits combined | 310730 visits comblned | $10/3G vislts combined $10/30 visits combined
Acupuncture - Limits apply é\nZS w/chiro w/chiro w/chiro 20% 10%
Use ASH network Use ASH netwark Use ASH netwark Use ASH network
Ambulance (Ground or Air) $100 5100 $100 $50 20% 10%
10/30 visits combined $10/30 visits combined $10/30 visits combined $10/30 visits combined
Chiropractic - Limits apply wfacy wfacu wiacy wfacy 20% 10%
\Use ASH Netwark Use ASH Network Use ASH Network Use ASH Network
Durable Medical Equipment (DME)} 20% 20% 40% 50 20% 10%
Physical and Oecupational Therapy - Limits apply 330 530 $40 530 20% 10%
PRESCRIPTION DRUG PLANS
Provider Netwark Navitus Navitus Navitus Navitus Navitus Blue Shield
Generic co-pay/days supply $9 / 30-day $9/ 30-day $10 / 30-day $10 /7 20-day $9/ 30-day After EmmMMM_D,MM“cSEP
Brand co-pay/days supply $35 / 30-day $35 / 30-tay $35 7 30-day $30/ 30-day 35/ 30-day After medical deductible,
$35/30-day
Prescription Deductible Brand Drugs Only {ind/family) No Rx Deductible No Rx Deductible’ $200 / 8500 No R Deductible No Rx Deductible Medical Ded. Applies

Mail Order {Generic-Brand co-pay/days supply)

$0'- $80 / 90-day

$0 - $30/ 90-day

$0 - $80 / 80-day

$0- $90/ 80-day

$0 - 560 / 80-day

After medical deductible,

$18-35/a0-day
Prescription Drug Out-of-Pucket Maximum $2,500 / 53,500 $2,500 / $3,500 2,500 / $3,500 $2,500 7 $3,500 $2,500 / $3,500 Madical GOP
Maximurn applies
Note: This js z brief banefit summary that reflscts ji rark frem 2 participating or centracted provider. For additi details, Ii it i and out-of-network

carryover (October 1-December 37) except for the HDHP-HSA plan. Co-pays and co-

Maximums when covered through Navitus.

surance do not carryeverts the next calendar year. To find a participating-or contracting provider

rage, plezse rofer to the Summary of Eenefits ar Goverage Booklet. Plans with a deductible all have 4th quarter decuetibie
call the customer service number on your ID card or visit www.blueshieldca.com Pharmacy benefits have sepatzate QOP






