Superior Court of California, County of Alameda
Health Insurance Benefits Broker & Consulting Svcs

RFP Title:

RFP Number:

SC 1700.2020.3

Questions

QUESTION AND ANSWER FORM

RFP Reference

Answers

Is there an incumbent currently providing
these services?

(Document & Page-Section-ltem)

Yes.

Are the services in this RFP continually
needed, even beyond the term of the
resulting contract, and therefore may be
bid out again?

Yes, the services are continuously needed
into the foreseeable future.

Please provide Event ID # for the Cal
eProcure website.

a. Please confirm if this site will be
where to find any Addenda or if any
Addenda will be distributed via email from
the Court.

This RFP was not posted in the Cal
eProcure website.

Please confirm that Attachment 12 is the
only document/location in the RFP
response to be completed for references.

Yes.

It is our understanding that State
Community College Districts and K-12
school districts will meet the definition of
public ageny (i.e. and any other agency of
the state for the local performance of
governmental or proprietary functions

within limited boundaries). Please confirm.

Yes. They meet the definition of a public
agency.
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Superior Court of California, County of Alameda

RFP Title:

Health Insurance Benefits Broker & Consulting Svcs

RFP Number: SC 1700.2020.3

Questions

RFP Reference

(Document & Page-Section-ltem)

Answers

The evaluation panel will consist of subject
6 Section 2.3 (GG): Please identify the Court’s matter experts from the Human Resources
source selection committee. Division.
a. The Court does not necessarily expect
the broker to pay for the wellness
i h Id lik
Section 2.3(HH): services, however, we would .| eto
e g , see the broker work to negotiate
a. Please clarify if it is the Court’s )
. wellness grants from our benefits
intent to have the broker/consultant pay .
. ey vendors should they be available,
for wellness services or if it is a cost the
Court will pav independently with the then oversee the wellness program.
7 broker/cor?sgltant Sourcin an overseein Should there not be available funding
g g sources outside of the Court, the
the program. . .
. . Court may decide to contribute to the
b. Will the Court appoint a staff ,
. . . funding of a wellness program should
member(s) who will be directly responsible . .
for the wellness program? the Court have the funding available.

' b. The Court will appoint court staff to
support the oversight of any wellness
program agreed to by the Court.

Section 2.4 (E): With the Court being
i ly 7 I hould th
approximately OO'emp ovees, should the Section 2.4 (E) has been amended to 600
8 | response be targeting 1000 or greater
. i employees. See Addendum 1.
employees or of more similar size to the
Court?
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Superior Court of California, County of Alameda

RFP Title:

Health Insurance Benefits Broker & Consulting Svcs

RFP Number: SC 1700.2020.3

Questions

RFP Reference

Answers

Section 6.2 and 6.3: Please clarify:

a. In Sections 6.2 (A) and (B), the Court
requests hard copies of the RFP response.
In Section 6.3, it states the proposal can be
submitted via email. Which is the
preferred method of delivery?

b. In Section 6.2 (C): The Court has
requested the proposal on a stick/flash

(Document & Page-Section-ltem)

a. There is no preferred method of
delivery. Proposals can be sent
through either method as long as
the Court receives them by 3:00
PM on October 1, 2020.

b. The stick/ flash drive is required if
hard copy proposals are

been identified? If so, will all evaluators be
Court employees? If so, how many
evaluators are appointed? Assuming more
than one evaluator, will an average of the
scores be utilized?

9 drive. Please confirm this is still required. submitted.
c. If email is the preferred method of
delivery, please confirm if the technical and c. The proposals can be emailed
cost proposals should be sent separately or together as separate attachments.
together.
d. If email is the preferred method of d. Yes, thatis the correct submission
delivery, please confirm the correct email is email address.
bidquestions@alameda.courts.ca.gov
Section 7.1(D): The request is for client
references of 1000 or more employees. Section 2.2 (A)(i) and Section 7.1 (D) have
10 | However, Section 2.2 indicates references both been amended to 600 employees.
should be at least 600 employees. Is there See Addendum 1
a preference?
11 | Has the members of the evaluation team

Yes. The evaluation panel will consist of
subject matter experts from the Human
Resources Division.

and an average score will be utilized.
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Superior Court of California, County of Alameda
RFP Title: Health Insurance Benefits Broker & Consulting Svcs
RFP Number: SC 1700.2020.3

Questions RFP Reference Y SYEES

(Document & Page-Section-ltem)

12 | Section 7.0 (F)(v.): Are there other forms of

acceptance than those listed? | do not find Proposers may submit any documentation
any other options listed in the jbcl manual. they feel will prove financial solvency and
Would it be acceptable to have a statement stability.

from our CFO or other documentation?
13 | Are you satisfied with the services and

relationship with your current Yes.
Broker/Consultant?
14 | If you are satisfied with your current The Court is required to go out to bid on
Broker/Consultant, why is the Court going services per the judicial branch
through the RFP process at this time? procurement rules.
15 1. Reasonable and affordable benefits

premium rates for our employees

2. A good array of benefit provider
selections for Court employees to
choose from

3. Reliable, resourceful and expert-level
support from our benefits broker

4. Benefits plan design consistent with
our current plan levels
a. Not at this time.

Please list your top four benefits objectives
for the Court.

a. Are there any specific benefits
services or benefits technologies the Court
is interested in to achieve those objectives?
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Superior Court of California, County of Alameda

RFP Title:

Health Insurance Benefits Broker & Consulting Svcs

RFP Number: SC 1700.2020.3

Questions

RFP Reference

(Document & Page-Section-ltem)

Answers

16

What are the top four qualities and areas of
expertise you value most in working with a
Broker/Consultant ?

1. Resourcefulness — the ability to

procure the best rates and plan
designs in support of the overall
health of our employees.

2. Reliability — maintaining

consistency in broker personnel,
performance and levels of service.

3. Communication —transparent,

informed and reliable
communication with the Court, our
vendors, our union partners as
needed, with strong marketing
communication in support of open
enrolment.

4. Expertise — expert knowledge of

the market to bring the best
benefits options to our court, and
access to legal expertise that
provides sound guidance in
support of any legislative changes
pertaining to benefits
administration.
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Superior Court of California, County of Alameda

RFP Title:

Health Insurance Benefits Broker & Consulting Svcs

RFP Number: SC 1700.2020.3

Questions

RFP Reference

Answers

(Document & Page-Section-ltem)

17 1. ACMEA — Alameda County
Please list the names of the bargaining Management Employees Association
groups represented and how many 2. ACOCRA - Alameda County Official
employees are with each group. Court Reporters Association
a. What are the dates for each group 3. CFl-—California Federation of
for contract renewal? Interpreters
4. SEIU Local 1021
18 | What is your current employer contribution See attached Benefit Cost rate table
for Medical, Dental, Vision, EAP and Life
plans?
19 | For the Court medical contribution, please
advise the carrier that is currently providing Sutter Health Plus
the lowest cost plan.
20 | Please provide the Summary of Benefits
Comparisons (SBCs) for all Medical, Dental,
Vision, Life, Voluntary Short Term, See attachments
Voluntary Long Term Disability and EAP
plans including any plans offered by any of
the Court’s bargaining units.
21 | What are the current 2020 Premium Rates,
Court contribution and the Employee share .
for the Medical, Dental, Vision, EAP and See attached Benefit Cost rate table
Life/AD&D plans?
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Superior Court of California, County of Alameda

RFP Title:

Health Insurance Benefits Broker & Consulting Svcs

RFP Number: SC 1700.2020.3

Questions

RFP Reference

Answers

(Document & Page-Section-ltem)

22 | What are the 2021 Renewal Rates and
Court contribution for the Employees’
share for Medical, Dental, Vision, Life and See attached Benefit Cost rate table.
AD&D plans? .
- . There are no Plan design changes for
a. If this is unknown, what is the 2021
budget for the increase or projected L . .
. The Union plans (Operating Engineers)
increase? endin
b. What are the 2021 plan design P &
changes proposed for your Medical, Dental,
Vision, EAP and Life plans?
23 | What is the current enrolment for all plans
by tier? Specifically, how many in each
plan are enrolled as Employee only, See attachment Plans by Tier Level
Employee plus One Dependent and
Employee plus Family Medical?
24 | What are the total annual premiums for
Medical, Dental, Vision, Life, Voluntary See attached Benefit Cost rate table — Tab
Short Term Disability, Voluntary Long Term 3
Disability and EAP plans?
What is th ifi f
25 at |.s t' e spec?l ic percentage o Medical — 1%
commissions paid to your current Dental — 3%
Broker/Consultant by the Medical, Dental, . ° .
. . Vision — Standard sliding scale
Vision, EAP, Life, AD&D, Voluntary Short .
L Life/AD&D — 5%
Term Disability and Voluntary Long Term .
L . LTD - Standard sliding scale
Disability carriers?
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Superior Court of California, County of Alameda
RFP Title: Health Insurance Benefits Broker & Consulting Svcs
RFP Number: SC 1700.2020.3

Questions RFP Reference Y SYEES

(Document & Page-Section-ltem)

26 | What were the annual commissions paid
for 2019 and 2020 (to date) to the current
Broker/Consultant by carrier for the n/a
Medical, Dental, Vision, Life and EAP?

27 | If your current Broker/Consultant provided
a Broker Compensation Disclosure Report n/a
for 2019, please include that report.

28 | How does the Court handle enrollment: The Court manages the majority of
online or paper with fillable PDF enrollment online through the Court’s HR
documents? information system Workday. Enrollment
a. We understand the Court recently for some voluntary benefit programs is
implemented Workday HRIS for Payroll and still managed with paper enrollment
to streamline Court processes. Has the forms.

Court purchased and does the Court plan to a. Yes, the Court uses Workday to
implement Workday’s Benefits administer Benefits.

administration HRIS system? b. Yes, the Court has a Benefits intranet,
b. Does the Court currently have a as well as access to benefits

benefits web portal or benefits intranet? information through Workday.
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Superior Court of California, County of Alameda
RFP Title: Health Insurance Benefits Broker & Consulting Svcs
RFP Number: SC 1700.2020.3

Questions RFP Reference Y SYEES

(Document & Page-Section-ltem)

29 1. Overall cost - Maintaining
reasonable and affordable benefits
premium rates for the
employer/employees annually

2. Providers - The inability to provide

a variety of choices in providers for
Court employees to choose from
3. Educational component —

Educating employees on all aspects
What are the top four employee benefits

issues for the Court? Please provide
specifics.

of their benefit plan offerings,
including discounts available, free
services and cost saving features.
4. Wellness Program — building and
sustaining a Wellness Program to
improve, mental and physical,
health and decrease the cost
associated with treating
preventative conditions.

93 employees waived medical enrollment
20 employees waived medical for
dependents

30 | How many employees waive the County’s

health plans?
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Superior Court of California, County of Alameda

RFP Title:

Health Insurance Benefits Broker & Consulting Svcs

RFP Number: SC 1700.2020.3

Questions

RFP Reference

Answers

(Document & Page-Section-ltem)

31 We are not tracking the number of
How many employees waive the County’s employees waiving the dental plan. |
dental plans? would estimate it to be less than 10 % of
overall staff.
A i I % of staff.
32 | How many employees waive the voluntary pproxmate'y >0% of sta
. a. Not to mind knowledge.
vision plan? . .
b. No. The court provides vision
a. Have employees requested the . _
. . reimbursement to employees within
Court contribute to the Vision plan? .
- I their union agreement; Management
b. Is the Court considering contributing [ . .
for 20217 employees can utilize their cafeteria
' funds.
33 | Itis noted in Sections 2.1 (G) and (K)
sample documents are requested for July Proposer’s are free to submit more recent
2015 through June 2019. Are these P . .
) samples if available.
accurate dates or should we provide more
recent samples?
34 SHP —2.87%
Kaiser — 4.909
Please provide your 2021 renewal increases alser 90%
. . Delta Dental PPO — 5% decrease
for: Medical, Dental and Vision.
Deltacare — no change
Vision — no change
35 | Were any of your Medical, Dental, Vision or
Life/Disabilities sent to market/RFP for the No.
2021 Plan year? If so, please describe.
36 | Did you make any contribution changes for No contribution changes were made for
the 2021 plan year? If yes, please describe. 2021.

Page 10 of 12




Superior Court of California, County of Alameda

RFP Title:

Health Insurance Benefits Broker & Consulting Svcs

RFP Number: SC 1700.2020.3

Questions

RFP Reference

Answers

37

Did you make any carrier changes for the
2021 plan year for Medical, Dental or
Vision? If yes, please describe.

(Document & Page-Section-ltem)

No.

38

Did you make any plan design changes to
your Medical, Dental and Vision plans for
the 2021 plan year? If yes, please describe.

No.

39

Did you add or remove any plan options for
your 2021 plan year for Medical, Dental or
Vision? If yes, please describe.

No.

40

Please describe how you are handling Open
Enrollment this year? What tools and
resources are you utilizing to communicate
with employees and their families?

1. Flyers, Benefits guide and
correspondence sent via email and
posted on internal website

2. Posting 2021 plan documents on
internal website

3. Hosting virtual benefit games to
increase staff knowledge about
benefits

4. Virtual webinar with carriers
hosted by brokers

5. Online Enrollment via Workday
desktop and mobile
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Superior Court of California, County of Alameda
RFP Title: Health Insurance Benefits Broker & Consulting Svcs
RFP Number: SC 1700.2020.3

Questions RFP Reference Y SYEES

(Document & Page-Section-ltem)

41 1. Areview of our benefits plans and
providers to ensure the best rates
and plan design options for the
health and wellness of our court

staff
What are the top 3 goals you’d like to 2. Exploring new and innovative ways
achieve in 2021 with your selected to approach benefits
Broker/Consultant? administration and wellness

initiatives at our court

3. Building/solidifying positive and
effective working relationships
with the broker team and the
court’s benefits team
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Superior Court of California, County of Alameda

Current Plans

Medical

Dental

Vision

Long Term Disability (LTD)

Life Insurance -

Basic Life & AD&D
Voluntary Life

Voluntary AD&D
Dependent Life

Flexible Spending Accounts
Health & Dependent Care

Employee Assistance
Program

Pet Insurance

Legal Plan & Identify Theft
Cancer Indemnity

Plans by Tier Level

Attachment to Benefit Broker Proposals

Vendor/Carrier

Kaiser Permanente
HMO- Courts
Sutter Health Plus
HMO - Courts
Operating Engineers
(union plan) —

(1) Kaiser

(2) Blue Cross
Delta Dental PPO
(Courts)
Deltacare USA (DHMO)
(Courts)
Delta Dental
Operating Engineers
(union plan)
Vision Service Plan
(VSP) (Courts)
Vision Service Plan
(VSP)
Operating Engineers
(union plan)
The Hartford Insurance

The Standard

Basic Pacific

Claremont

Nationwide
ARAG
Allstate

Number of
Enrollees
386

137

47
13
566
24

60

312

58

94

666
233
178

176

688

Estimated numbers of enrollments as of September 2020

Number of
Dependents
392

152

82
17
688
25

105

268

91

140

Total

778

289

129
32
1254
49

165

580

149

94

666
233
160
140
176

688

25



& DELTA DENTAL

Keep Smi

Delta Dental PPOS

Save with PPO plan, they will need your information. Prefer to
Visit a dentist in the PPO' network to maximize take a paper or electronic ID card with you?
your savings.? These dentists have agreed to Simply sign in to Online Services, where you can
reduced fees, and you won’t get charged more view or print your card with the click of a button.
than your expected share of the bill.3 Find a PPO
dentist at deltadentalins.com.* Coordinate dual coverage

If you’re covered under two plans, ask your dental
Set up an online account office to include information about both plans
Get information about your plan anytime, with your claim, and we’ll handle the rest.
anywhere by signing up for an Online Services
account at deltadentalins.com. This free service, Understand transition of care
available once your coverage kicks in, lets you Did you start on a dental treatment plan before
check benefits and eligibility information, find a your PPO coverage kicked in? Generally, multi-
network dentist and more. stage procedures are only covered under your

current plan if treatment began after your plan’s
Check in without an ID card effective date of coverage.® You can find this date
You don’t need a Delta Dental ID card when you by logging in to Online Services.
visit the dentist. Just provide your name, birth
date and enrollee ID or social security number. Newly covered?
If your family members are covered under your Visit deltadentalins.com/welcome.

Save with a
PPO dentist

"In Texas, Delta Dental Insurance Company offers a Dental Provider Organization (DPO) plan.

PPO NON-PPO

2You can still visit any licensed dentist, but your out-of-pocket costs may be higher if you choose a non-PPO dentist. Network dentists are paid contracted fees.
3You are responsible for any applicable deductibles, coinsurance, amounts over plan maximums and charges for non-covered services.
“We recommend verifying before each appointment that your dentist is a PPO dentist.

° Applies only to procedures covered under your plan. If you began treatment prior to your effective date of coverage, you or your prior carrier is responsible for any
costs. Group- and state-specific exceptions may apply. Enrollees currently undergoing active orthodontic treatment may be eligible to continue treatment under
Delta Dental PPO. Review your Evidence of Coverage, Summary Plan Description or Group Dental Service Contract for specific details about your plan.

LEGAL NOTICES: Access federal and state legal notices related to your plan at deltadentalins.com/about/legal/index-enrollee.html.

Copyright © 2016 Delta Dental. All rights reserved.
HL_PPO #96083E (rev. 5/16) ®



Plan Benefit Highlights for: Superior Court of CA, County of Alameda
Group No: 06402 -00001 & 09001

= igibi | ity Primary enrollee, spouse (includes domestic partner) and eligible dependent
children to the end of the month dependent turns age 26

Deductibles $25 per person / $50 per family each calendar year
Deductibles waived for Diagnostic
& Preventive (D & P) and Yes
Orthodontics?
Maximums $1,600 per person each calendar year
D & P counts toward maximum? | No - Delta Dental PPO dentists only
Basic Benefits Major Benefits Prosthodontics Orthodontics

Waiting Period(s)

None None None None

Benefits and Delta Dental PPO Non-Delta Dental PPO
Covered Services* dentists** dentists**
Diagnostic & Preventive

Services (D & P) 100 % 100 %
Exams, cleanings and x-rays

Basic Services

Fillings, simple tooth extractions and 80 % 80 %
sealants

Endodontics (root canals) 80 % 80 %
Covered Under Basic Services

Periodontics (gum treatment) 80 % 80 %
Covered Under Basic Services

Oral Surgery . . 80 % 80 %
Covered Under Basic Services

Major Services
Crowns, inlays, onlays and cast 80 % 80 %
restorations

Prosthodontics 80 % 80 %
Bridges, dentures and implants

Orthodontic Benefits 50 % 50 %

Adults and dependent children
Orthodontic Maximums $1,500 Lifetime $1,500 Lifetime
*  Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan.

Reimbursement is based on Delta Dental maximum contract allowances and not necessarily each dentist’s
submitted fees.

**  Reimbursement is based on PPO contracted fees for PPO dentists, Delta Dental Premier® contracted fees for
Premier dentists and the program allowance for non-Delta Dental dentists.

Delta Dental of California Customer Service Claims Address
560 Mission St., Suite 1300 800-765-6003 P.O. Box 997330
San Francisco, CA 94105 Sacramento, CA 95899-7330

deltadentalins.com

This benefit information is not intended or designed to replace or serve as the plan’s Evidence of Coverage or
Summary Plan Description. If you have specific questions regarding the benefits, limitations or exclusions for your
plan, please consult your company’s benefits representative.

HLT_PPO_2COL_DDC (Rev. 7/25/2017)
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BENEFIT HIGHLIGHTS



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2020-12/31/2020
§\17?//; KAISER PERMANENTE, : TRADITIONAL PLAN Coverage for: Individual/Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
b share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage see www.kp.org/plandocuments or call
1-800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or
other underlined terms see the Glossary. You can view the Glossary at www.HealthCare.gov/sbc-glossary or call 1-800-278-3296 (TTY: 711) to request a copy.

important Questions | Answers | Whythis Matters

What is the overall $0 See the Common Medical Events chart below for your costs for services this
deductible? ) plan covers.

This plan covers some items and services even if you haven't yet met the
Are there services deductible amount. But a copayment or coinsurance may apply. For example,
covered before you meet | Not Applicable. this plan covers certain preventive services without cost sharing and before you
your deductible? meet your deductible. See a list of covered preventive services at

https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific | No. You don’t have to meet deductibles for specific services.
services?

. e The out-of-pocket limit is the most you could pay in a year for covered services.
Yivnl:i?tfgsrtt?\?soulta:; ocket $1,500 Individual / $3,000 Family If you have other family members in this plan, they have to meet their own out-of-
— plan pocket limits until the overall family out-of-pocket limit has been met.

What is not included in Premiums, health care this plan doesn't cover, and | Even though you pay these expenses, they don't count toward the out-of-pocket
the out-of-pocket limit? | services indicated in chart starting on page 2. limit.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and
Will you pay less if you | Yes. See www.kp.org or call 1-800-278-3296 (TTY: | you might receive a bill from a provider for the difference between the provider’s
use a network provider? | 711) for a list of network providers. charge and what your plan pays (balance billing). Be aware, your network
providers might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have a referral before you see the specialist.

Do you need a referral to
see a specialist?

Yes, but you may self-refer to certain specialists.

SUPERIOR COURT OF CA - ALAMEDA COUNTY
PID:600672 CNTR:1 EU:0 Plan ID:101 SBC ID:368745
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https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#premium
http://www.kp.org/plandocuments
https://www.healthcare.gov/sbc-glossary/#allowed-amount
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.HealthCare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/coverage/preventive-care-benefits/
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#premium
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#network-provider
http://www.kp.org
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#out-of-network-provider
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#out-of-network-provider
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#specialist

A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Plan Provider

What You Will Pay

Common Non-Plan Provider

Limitations, Exceptions & Other Important

Services You May

AblEl B Need (You will pay the least) (You will pay the most) L e
Primary care visit to
treat an injury or $15/ visit Not Covered None
illness
'cfa\;gu ‘r'fvlt 2 r']:a'th Specialist visit $15/ visit Not Covered None
office or clinic Preventive care/ You may have to pay for services that aren't
— preventive. Ask your provider if the services you
mg{i o No Charge Not Covered need are preventive. Then check what your
plan will pay for.
Diagnostic test (x-
ray, blood work) No Charge Not Covered None
If you have a test imaging (CTIPET
maging
scans, MRI's) No Charge Not Covered None
Up to a 100-day supply retail and mail order.
If you need drugs to  Generic drugs $10 / prescription Not Covered Subject to formulary guidelines. No Charge for
trea:j){pur illness or Contraceptives, deductible does not apply.
condition e e Up to a 100-day supply retail and mail order.
More information  drugs $10 / prescription Not Covered Subject to formulary guidelines. No Charge for
about prescription g Contraceptives, deductible does not apply.
drug coverage is Non-preferred brand Same as preferred brand drugs when approved
ava“ali)leo?t/ drugs Same as preferred brand drugs | Not Covered through exception process.
my' Specialty drugs $10 / prescription Not Covered Up to @ 50-day supply retail. Subject fo
=pecially drLgs P P formulary guidelines.
Facility fee (e.g.,
ambulatory surgery | $15/ procedure Not Covered None
If you have Center)
outpatient surgery —
]I:’ergésmlan/ surgeon g Charge Not Covered None
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What You Will Pay

What You Will Pay

Common Services You May . : Limitations, Exceptions & Other Important
; Plan Provider Non-Plan Provider .
ablEl B Need (You will pay the least) (You will pay the most) L e
E;‘r‘grqencv rOOM 14100/ visit $100 / visit None
If you need . -
: : . Emergency medical - :
;Ttr:r:et?;?]te medical < ton $50 / trip $50 / trip None
Urgent care $15/ visit $15/ visit y&g}géa{%g rgevlj\(/ji?:rs ;:%\;ered when temporarily
Facility fee (e.g.,
I you have a hospital room) No Charge Not Covered None
hospital sta ioi
£ i ]Ic:’e};ysmlan/ SUIgeON 1\ Charge Not Covered None
Mental / Behavioral Health: $15 /
i d tal individual visit. No Charge for ;
you need menta : : other outpatient services; Mental / Behavioral Health: $7 / group visit;
health, behavioral  Outpatientservices | g ctance Abuse: $15/ Not Covered Substance Abuse: $5 / group visit.
health, or substance individual visit. $5 / day for other
abuse services outpatient services
Inpatient services No Charge Not Covered None
Depending on the type of services, a
copayment, coinsurance, or deductible may
Office visits No Charge Not covered apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e.
ultrasound).
If you are pregnant
Childbirth/delivery
orofessional services No Charge Not Covered None
Childbirth/delivery No Charge Not Covered None

facility services
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Common Services You May WI;aI;: %l::\\,’:g ePray m’:tPT:: ggg!,m‘:, Limitations, Exceptions & Other Important
Medical Event Need : ’ Information
(You will pay the least) (You will pay the most)

Up to 2 hours maximum / visit, up to 3 visits

Home health care No Charge Not Covered maximum / day, up to 100 visits maximum /
year.
fyouneedhelp | soncas | Outpatent $15 vl Not Covered None
L‘:ﬁg:i:ggi:{#::ﬁh Habilitation services | $15/ visit Not Covered None
needs Skilled nursing care | No Charge Not Covered Up to 100 days maximum / benefit period.
W No Charge Not Covered Requires prior authorization.
Hospice service No Charge Not Covered None
Children's eye exam | No Charge Not Covered None
If your child needs | Children's glasses | Not Covered Not Covered None
Al G ED Children's dental
Not Covered Not Covered None

check-up

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

® Children's glasses ® Hearing aids ® Private-duty nursing
® Chiropractic care ® |ong-term care ® Routine foot care

® Cosmetic surgery ® Non-emergency care when traveling outside ® \Weight loss programs
® Dental Care (Adult & Child) the U.S.

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

® Acupuncture (plan provider referred) ® |nfertility treatment ® Routine eye care (Adult)
® Bariatric surgery

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
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provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agencies in the chart below.

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
Department of Labor’s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.gov
California Department of Managed Healthcare 1-888-466-2219 or www.healthhelp.ca.gov/

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from
the requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

SPANISH (Espafiol): Para obtener asistencia en Espariol, llame al 1-800-788-0616 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)

CHINESE (/P 3): 4R /5 B SC i #5 B, 15 #RFT 1% AN 515 1-800-757-7585 (TTY: 711)

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

A

health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and a hospital

delivery)

B The plan's overall deductible $0
B Specialist copayment $15

B Hospital (facility) copayment $0
M Other (blood work) copayment $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copays $30
Coinsurance $0
What isn't covered
Limits or exclusions $60
The total Peg would pay is $90

Managing Joe's type 2 Diabetes
(a year of routine in-network care of a well-controlled
condition)

B The plan's overall deductible $0
M Specialist copayment $15
B Hospital (facility) copayment $0
B Other (blood work) copayment $0
This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)
Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copays $700
Coinsurance $0
What isn't covered
Limits or exclusions $50
The total Joe would pay is $750

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different

Mia's Simple Fracture
(in-network emergency room visit and follow up care)

B The plan's overall deductible $0
M Specialist copayment $15
B Hospital (facility) copayment $0
M Other (x-ray) copayment $0

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Durable medical equipment (crutches)

Diagnostic test (x-ray)

Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copays $200
Coinsurance $0
What isn't covered
Limits or exclusions $0
The total Mia would pay is $200

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Nondiscrimination Notice

Kaiser Permanente does not discriminate on the basis of age, race, ethnicity, color, national origin, cultural background, ancestry, religion, sex, gender
identity, gender expression, sexual orientation, marital status, physical or mental disability, source of payment, genetic information, citizenship, primary
language, or immigration status.

Language assistance services are available from our Member Services Contact Center 24 hours a day, seven days a week (except closed holidays).
Interpreter services, including sign language, are available at no cost to you during all hours of operation. Auxiliary aids and services for individuals with
disabilities are available at no cost to you during all hours of operation. We can also provide you, your family, and friends with any special assistance needed
to access our facilities and services. You may request materials translated in your language, and may also request these materials in large text or in other
formats to accommodate your needs at no cost to you. For more information, call 1-800-464-4000 (TTY users call 711).

A grievance is any expression of dissatisfaction expressed by you or your authorized representative through the grievance process. For example, if you
believe that we have discriminated against you, you can file a grievance. Please refer to your Evidence of Coverage or Certificate of Insurance or speak with
a Member Services representative for the dispute-resolution options that apply to you. This is especially important if you are a Medicare, Medi-Cal, MRMIP,
Medi-Cal Access, FEHBP, or CalPERS member because you have different dispute-resolution options available.

You may submit a grievance in the following ways:

e By completing a Complaint or Benefit Claim/Request form at a Member Services office located at a Plan Facility (please refer to Your Guidebook or
the facility directory on our website at kp.org for addresses)

® By mailing your written grievance to a Member Services office at a Plan Facility (please refer to Your Guidebook or the facility directory on our
website at kp.org for addresses)

® By calling our Member Service Contact Center toll free at 1-800-464-4000 (TTY users call 711)
® By completing the grievance form on our website at kp.org
Please call our Member Service Contact Center if you need help submitting a grievance.

The Kaiser Permanente Civil Rights Coordinator will be notified of all grievances related to discrimination on the basis of race, color, national origin, sex, age,
or disability. You may also contact the Kaiser Permanente Civil Rights Coordinator directly at One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the Office for
Civil Rights Complaint Portal, available at ocrportal.hhs.gov/ocr/portal/lobby.jsfor by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
hhs.gov/ocr/office/file/index. himl.
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Aviso de no discriminacion

Kaiser Permanente no discrimina a ninguna persona por su edad, raza, etnia, color, pais de origen, antecedentes culturales, ascendencia, religion, sexo,
identidad de género, expresion de género, orientacion sexual, estado civil, discapacidad fisica o mental, fuente de pago, informacién genética, ciudadania,
lengua materna o estado migratorio.

La Central de Llamadas de Servicio a los Miembros brinda servicios de asistencia con el idioma las 24 horasdel dia, los siete dias de la semana (excepto los
dias festivos). Se ofrecen servicios de interpretacion sin costo alguno para usted durante el horario de atencién, incluido el lenguaje de sefas. Se ofrecen
aparatos y servicios auxiliares para personas con discapacidades sin costo alguno durante el horario de atencién. También podemos ofrecerle a usted, a sus
familiares y amigos cualquier ayuda especial que necesiten para acceder a nuestros centros de atencion y servicios. Puede solicitar los materiales
traducidos a su idioma, y también los puede solicitar con letra grande o en otros formatos que se adapten a sus necesidades sin costo para usted. Para
obtener mas informacion, llame al 1-800-788-0616 (los usuarios de la linea TTY deben llamar al 711).

Una queja es una expresion de inconformidad que manifiesta usted o su representante autorizado a través del proceso de quejas. Por ejemplo, si usted cree
que ha sufrido discriminacion de nuestra parte, puede presentar una queja. Consulte su Evidencia de Cobertura (Evidence of Coverage) o Certificado de
Seguro (Certificate of Insurance), o comuniquese con un representante de Servicio a los Miembros para conocer las opciones de resolucion de disputas que
le corresponden. Esto tiene especial importancia si es miembro de Medicare, Medi-Cal, el Programa de Seguro Médico para Riesgos Mayores (Major Risk
Medical Insurance Program MRMIP), Medi-Cal Access, el Programa de Beneficios Médicos para los Empleados Federales (Federal Employees Health
Benefits Program, FEHBP) o CalPERS, ya que dispone de otras opciones para resolver disputas.

Puede presentar una queja de las siguientes maneras:

e Completando un formulario de queja o de reclamacién/solicitud de beneficios en una oficina de Servicio a los Miembros ubicada en un centro del
plan (consulte las direcciones en Su Guia o en el directorio de centros de atencidn en nuestro sitio web en kp.org/espanol)

® Enviando por correo su queja por escrito a una oficina de Servicio a los Miembros en un centro del plan (consulte las direcciones en Su Guia o en el
directorio de centros de atencion en nuestro sitio web en kp.org/espanol)

® | lamando a la linea telefénica gratuita de la Central de Llamadas de Servicio a los Miembros al 1-800-788-0616 (los usuarios de la linea TTY deben
llamar al 711)

e Completando el formulario de queja en nuestro sitio web en kp.org/espanol
Llame a nuestra Central de Llamadas de Servicio a los Miembros si necesita ayuda para presentar una queja.

Se le informara al coordinador de derechos civiles de Kaiser Permanente (Civil Rights Coordinator) de todas las quejas relacionadas con la discriminacién
por motivos de raza, color, pais de origen, género, edad o discapacidad. También puede comunicarse directamente con el coordinador de derechos civiles
de Kaiser Permanente en One Kaiser Plaza, 12th Floor, Suite 1223, Oakland, CA 94612.

También puede presentar una queja formal de derechos civiles de forma electronica ante la Oficina de Derechos Civiles (Office for Civil Rights) en el
Departamento de Salud y Servicios Humanos de los Estados Unidos (U.S. Department of Health and Human Services) mediante el portal de quejas formales
de la Oficina de Derechos Civiles (Office for Civil Rights Complaint Portal), en ocrportal. hhs.gov/ocr/portal/lobby./sf (en inglés) o por correo postal o por
teléfono a: U.S. Department of Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, D.C. 20201,
1-800-368-1019, 1-800-537-7697 (linea TDD). Los formularios de queja formal estan disponibles en hhs.gov/ocr/office/file/index.html (en inglés).
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NOTICE OF LANGUAGE ASSISTANCE

English: This is important information from Kaiser Permanente. If you need help
understanding this information, please call 1-800-464-4000 and ask for language
assistance. Help is available 24 hours a day, 7 days a week, excluding holidays.

saebuall 4 sal sacbus ilb 5 1-800-464-4000 &1 e Jlai¥) oo g ccila glaall s3a agh 8 sacbuall Aalay i€ 1Y Kaiser Permanente o« dage Slaslaa e 445 6l 038 (5 53a5 : Arabic
Ayl cOlaal) ol el o sl AT ALk delull jlae e 5 sk
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Hindi: g Kaiser Permanente @1 31X & Hgcaqol Faelm g1 A IRl $H FAAT H HASA & [T Heg & S ¢, o AT 1-800-464-4000 N HieT
ﬁaﬂimﬂmmekﬁmq@lmmaﬁm ToaTE % @il e, Rt & 24 62, ey ¥

Hmong: Qhov xov xwm no tseem ceeb los ntawm Kaiser Permanente. Yog koj xav tau kev pab kom nkag siab cov xov xwm no, thov hu rau 1-800-464-4000
thiab thov kev pab txhais lus. Muaj kev pab 24 teev ib hnub twg, 7 hnub ib lim tiam twg, tsis xam cov hnub caiv.

Japanese: Kaiser Permanente /b EHELRBHOENH Y £9, ZOFREZ RS 572D~V T PNRLERGEIE. 1-800-464-4000 (ZFEFG L C, Sagd—
EREZUAHL T ES VY, ZOY—EXIEREKR (BURA ZERS) TIFANZRET £,

Khmer:iS: ﬁmﬂﬁH‘ISﬁiZ]S H‘ﬁﬂ Kaiser Permanente‘] iUﬁjSHﬁLﬁimiﬁStﬁ @J[TISUIEUN&HﬁHWSiS MHSiMHiMIWB 1-800-464-4000 SﬁiﬁjfUﬁSUIS"lﬁ
MminA ﬁS[ijﬁ"tﬂS 24 ﬁﬂﬁ’tilliﬁﬁ 7 iﬁ"til’.ijmgﬁj iHQ’]mGUﬂﬂjﬁﬁ“]

Korean: ¥ % X = Kaiser Permanente ol A A3lE= £ 23 wAI X AUt 2 B E o33l b ==-9°] DQ3AH, 1-800-464-4000 HH o = A 3}&] <o
Ah AMu] 25 QA AI . 8.d H Al Zte] #AIGlo] A A & Alwsl] EHYUTHE T A9

Laotlan wcwuzuumaumn Kaiser Permanente. mm mumajmuamuaayLGeiumwaas‘fznczﬂ%zwun nssm?ms 1-800-464-4000 (a2 (S9n9U
aawmsmmwﬁm mwaowmeﬁ‘imm u90 24 aa?ua, 7 Sudeaiio, Uaouamwnmgj

Navajo: Dii éi hane’ biholniihii at’éego Kaiser Permanente yee nihalne’. Dii hane’igii doo hazh¢’6 bik’i’diitifhgdoo t’aa shodi koji’ hodiilnih 1-800-464-4000 ako saad
bee aka i’iilyeed yidiikil. Kwe’é aka ana’alwo’ t’aa atahji’ naadiind{i’ ahéé’ilkidgoo doo tsosts’id ji aa’at’é. Dahodilzingone’ éi da’deelkaal.

Punjabi: £J Kaiser Permanente €8 Tgsl Areardl J1 7 3976 foH AEardt & AWSE B8 HTE ©f 83 J, 37 [J9Ur 999 1-800-464-4000 '3 5 IS W3 SH
AT B8 Ul HeT, ¢ § 3 3, I3 © 7 fes, w3 fea © 2u Wi ¥ige J

Russian: 3T1o BaxHas nHdopmaums ot Kaiser Permanente. Ecnin Bam TpebyeTcsa noMoLub, 4Tobbl NOHATE 3Ty MHCbOpMaLMio, MO3BOHMTE MO HOMEpPY
1-800-464-4000 v nonpocuTe NpegoctaButb Bam ycnyru nepesogynka. NomMollb AocTynHa 24 yaca B CyTKW, 7 AHEWN B Heento, KpoMe NpasaHUYHbIX JHEN.



Spanish: La presente incluye informacién importante de Kaiser Permanente. Si necesita ayuda para entender esta informacién, llame al 1-800-788-0616 y
pida ayuda linguistica. Hay ayuda disponible 24 horas al dia, siete dias a la semana, excluidos los dias festivos.

Tagalog: Ito ay importanteng impormasyon mula sa Kaiser Permanente. Kung kailangan ninyo ng tulong para maunawan ang impormasyong ito, mangyaring
tumawag sa 1-800-464-4000 at humingi ng tulong kaugnay sa lengguwahe. May makukuhang tulong 24 na oras bawat araw, 7 araw bawat linggo, maliban
sa mga araw ha pista opisyal.

Thai: flifluriayaddeyann Kaiser Permanente minaasasnsANNamdalunisvinanuinlatayai nsaninslldonunaa 1-800-464-4000 iazanuzhe
WidadIun I §nsaTnsdasa’ldnaas 24 M lnnniu aniuiungainania.

Vietnamese: Day la thong tin quan trong tir Kaiser Permanente. Néu quy vi can dwoc gitip d& dé hiéu ré thong tin nay, vui long goi s0 1-800-464-4000 va
yéu cau duoc cap dich vu vé ngdn ngir. Quy vi sé dwoc gilp d& 24 gi® trong ngay, 7 ngay trong tuan, triv ngay |é.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2020 - 12/31/2020
Public Operating Engineers Health and Welfare Trust Fund: Plan A PPO

Coverage for: Individual + Family | Plan Type: PPO

. The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
A share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-844-8392. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary.
You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-800-844-8392 to request a copy.

Important Questions

Answers

Why This Matters:

What is the overall
deductible?

$0

See the Common Medical Events chart below for your costs for services
this plan covers.

Are there services
covered before you
meet your deductible?

Not applicable.

This plan does not have a deductible.

Are there other
deductibles for
specific services?

No.

You don’t have to meet deductibles for specific services.

What is the out-of-

pocket limit for this
plan?

The medical coinsurance maximum for contract providers is
$1,500/individual, $3,000/family. The out-of-pocket limit for
cost sharing for contract providers (includes copays and
coinsurance) is $5,275/individual, $10,550/family. The out-of-
pocket limit for in-network outpatient prescription drugs is
$1,875/individual, $3,750/family.

The out-of-pocket limit is the most you could pay in a year for covered
services. If you have other family members in this plan, they have to meet
their own out-of-pocket limits until the overall family out-of-pocket limit has
been met.

What is not included

in the out-of-pocket
limit?

Medical out-of-pocket limit does not include: premiums,
balance-billing charges, penalties for failure to obtain
preauthorization, outpatient prescription drug expenses, dental
and vision expenses, non-contract provider cost sharing
(except for emergency room care for an emergency medical
condition) and health care this plan doesn’t cover. Prescription
drug out-of-pocket limit (in-network) does not include
premiums, balance-billing charges, amounts over the generic
equivalent cost if you choose a brand drug when a generic is
available, medical expenses, dental and vision expenses, out-
of-network pharmacy expenses, and health care this plan
doesn’t cover.

Even though you pay these expenses, they don't count toward the out-of-
ocket limit.

e OEF176
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Important Questions

Will you pay less if
you use a network

provider?

Answers

Yes. See www.anthem.com/ca or call 1-800-844-8392 for a

list of contract providers in California. For a list of Blue Card
contract providers outside of California, see
www.bluecares.com or call 1-800-810-2583. For a list of

chemical dependency providers, call Assistance & Recovery
Program (ARP) at 1-800-562-3277.

Why This Matters:

You pay the least if you use a contract provider. You pay more if you use
an out-of-area provider. You will pay the most if you use a non-contract
provider, and you might receive a bill from a provider for the difference
between the provider's charge and what your plan pays (balance billing).
Be aware your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you
get services.

Do you need a referral
to see a specialist?

No.

You can see the specialist you choose without a referral.

What You Will Pay

Common Services You ot DI Non-Contract Provider Limitations, Exceptions, & Other
- ontract Provider ut-of-Area Provider - Vi -
. Important Information
HCellEEY AT UL (You will pay the least) (You will pay more) (You will pay the most) P '
. Primary care . .
If you visit a . - $10 copay/visit plus 10% $10 copay/visit plus 40%
health care y|_3|t to trgat an | $10 copay/visit. O ——y CoiNSUrance None.
rovider's injury or illness - -
Droviders s . $10 copay/visit plus 10% O i Second surgical opinion not subject to a
office or clinic | Specialist visit | $10 copay/visit OINSUrance. 40% coinsurance conay.
SO DS Crenl & You may have to pay for services that
Routine physical exam + related diagnostic tests: ) : o
related diagnostic tests: No No charge up to zgi\r;iég;en\/::égg'ar'iskr)égg;t‘o—i;g\/'qri!;the
If you visit a Preventive charge up to $150/exam. You | $150/exam. You are check what vour IanpwiII a fo.r Non-
health care care/screenin No charae are responsible for all amounts | responsible for all contract rozi der%?v icesplin)w/ite d. 0
e care/screening/
provider’s - g above $150. Mammogram and| amounts above $150. hvsi |p_+ lated di fic test
office or clinic el immunizations: 10% Mammogram and pnysica et>l(am relate Lagrr:oLdess”,
coinsurance. Well-child care: | immunizations: 40% |mmun|za |ons,_ marmmograpny, and wefl-
10% coinsurance. coinsurance. Well-child C.h'!d care (subject to age and frequency
care: 40% coinsurance. imitations).
Diagnostic test
(x-ray, blood 10% coinsurance 10% coinsurance 40% coinsurance None.
If youhavea | work)
test Imaging - : ,
: : : Preauthorization required from American
0, 0, 0, L AN 2 AR,
(I\%I;FI/SF;ET scans, | 10% coinsurance 10% coinsurance 40% coinsurance imaging Management.
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Common
Medical Event

Services You
May Need

Contract Provider

What You Will Pay
Out-of-Area Provider

Non-Contract Provider

Limitations, Exceptions, & Other
Important Information

Generic drugs

(You will pay the least)
Retail (34-day supply):
$5 copay/fill

Mail Order (90-day
supply): $10 copay/fill

If you need
drugs to treat
your illness or

Formulary
(Preferred)
brand drugs

Retail (34-day supply):
10% coinsurance
(maximum $100
copay/fill)

Mail Order (90-day
supply): 5% coinsurance
(maximum $100
copay/fill)

condition

(You will pay more)

(You will pay the most)

You pay 100% up front and submit a claim for
reimbursement. The plan will reimburse no more than it
would have paid had you used a network retail

e Cost sharing counts toward the out-of-
pocket limit for prescription drugs (not
the medical limit).

e |f the drug cost is less than the cost
sharing, you pay just the drug cost.

e 90-day supply available at retail for
three times the otherwise applicable
retail copay.

e If you choose a brand name drug
when a generic is available and
medically appropriate, the plan will pay
only up to the reasonable cost of the

More information pharmacy. generic equivalent. Any amounts
about Retail (34-day supply): above the cost of the generic
prescription 25% coinsurance equivalent do not count toward your
drug coverage Non-Formulary (maximum $200 prescription drug out-of-pocket limit.
is available at (Non-preferred) @pﬂ/ﬁll) e Some drugs are subject to sltepl
www.optumrx.com brand drugs Mail Order (90-day therapy or require preauthorization.
or call 1-855- supply): 15% o No charge for FDA-approved generic
672-3644. coinsurance (maximum Contraceptives (or brand name
$200 copayffill) contraceptives if a generic is medically
inappropriate).
Y
?hoeﬁoﬂ%miumpu:ﬁ o Chemotherapy drugs may be covered at
. copays/iil: an out-of-network pharmacy.
Specialty drugs | Generic: $50 Not covered Not covered o Some drugs are subject to step therapy
" or require preauthorization. Contact
e Formulary: $100 Optum for more information
e Non-Formulary: $200 P '
If you have Facility fee
outpatient (€g. 10% coinsurance 10% coinsurance 20% coinsurance None.
ambulatory
surgery surgery center)
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What You Will Pay

Out-of-Area Provider
(You will pay more)

Limitations, Exceptions, & Other
Important Information

Services You
May Need

Common

Medical Event Non-Contract Provider

(You will pay the most)

Contract Provider
(You will pay the least)

Your cost sharing for services of a non-
contract anesthesiologistIi sssista;]nt
Physician/ , o) i o) i surgeon or radiologist will be at the
sur{;eon fees o gl o gl M U e contract level if received in a contract
facility and ordered by a contract
physician.
lfyou need _g_YrEOerr;r czrr]g 10% coinsurance 10% coinsurance 10% coinsurance
immediate Emergency Professional/physician charges may be
medical medical 20% coinsurance 20% coinsurance 20% coinsurance billed separately.
attention transportation
Urgent care 20% coinsurance 20% coinsurance 20% coinsurance
Facility fee Prlivate room 00\|/ered UdeO c”ost of semi-
(og.hospial | 10%coeumnee | 10% conurane 40% consurance 22!22‘1;?2.”&;2&?2&—“;5?required -
elective admission.
If you have a Physician: $10 Physician: $10 Your cost sharing for services of a non-
hospital stay y i t Physician: $10 copay/visit copay/visit plus 40% contract anesthesiologist, assistant
Physician/ %%gr:s' plus 10% coinsurance. coinsurance. surgeon or radiologist will be at the
surgeon fees ane%thes:iologist' 10% Surgeon, anesthesiologist: Surgeon,l . cor?tlract level if received in a contract
COINSUTance ' 10% coinsurance anesthesiologist: 40% facility and ordered by a contract
- coinsurance physician.
L Office visit: $10
| ggy/\\lllizlitt: il Office visit:—$1 0 copay/ visit @w/visit plus 40%
Outpatient Other outoatient plus 10% coinsurance. coinsurance N
. patien . 1o , one.
If you need services services: 10% Other outpatient services: 10% Othgr outpatient
mental health, . coinsurance services: 40%
behavioral = coinsurance
health, or Private room covered up to cost of semi-
substance Physician: 10% Physician: 40% private room, unless medically
abuse Inpatient coinsurance Physician: 10% coinsqrance coingurance necessary. .
services SEIVCeS Facility and other Facility and other providers: FaC|Il|ty and other Preauthpnzahon from Anthemlreqwred
providers: 10% 10% coinsurance providers: 40% for elective mental health admission,
coinsurance coinsurance from ARP for elective chemical
dependency admission.
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Common

Medical Event

Services You
May Need

Contract Provider

What You Will Pay
Out-of-Area Provider

Non-Contract Provider

Limitations, Exceptions, & Other
Important Information

Office visits

(You will pay the least)

No charge

(You will pay more)

$10 copayvisit plus 10%
coinsurance.

(You will pay the most)

40% coinsurance

¢ Depending on the type of services, a
copay or coinsurance may apply.

o Maternity care may include tests and
services described somewhere else in
the SBC (see row titled “If you have a
test” for coverage of an ultrasound).

Physician: $10

Physician: $10

_— : . Physician: $10 copay/visit copay/visit plus 40%
If you are C;rl(lj?cg;r;?éizlllvery %%Q/rl]sn plus 10% coinsurar)ce. . coinsurance. Delivery expenses are not covered for
pregnant SEIVICeS anesthes:iologist' 10% Surgeon, anesthesiologist: Surgeon,l . dependent children.
COINSUrance ' 10% coinsurance angsthesmloglst: 40%
- coinsurance
Private room covered up to cost of semi-
private room, unless medically necessary.
Childbirth/ Preauthorization required for hospital stay
delivery facility | 10% coinsurance 10% coinsurance 40% coinsurance longer than 48 hours for vaginal delivery
services or 96 hours for cesarean section.
Delivery expenses are not covered for
dependent children.
?;Tw 10% coinsurance 10% coinsurance 10% coinsurance Limited to 1 visit/day, 60 visits/year.
Medically necessary speech therapy is
I covered. Preauthorization required for
W 10% coinsurance 10% coinsurance 40% coinsurance electivle inpatient adm!ssion. Limited to
If you need = 40 visits/year for physical therapy and
help chiropractic care combined.
recovering or Habilitation Only delay in childhood §p§ech is
have other services 10% coinsurance 10% coinsurance 40% coinsurance covered. Limited to 20 visits/year, 40

special health
needs

visits/lifetime.

Skilled nursing
care

10% coinsurance

10% coinsurance

10% coinsurance

Private room covered up to cost of semi-
private room, unless medically necessary.
Preauthorization required for elective
admission. Limited to 180 days/year.
Admission must begin within 14 days of
inpatient hospital stay.
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Common

Medical Event

Services You
May Need

Contract Provider

What You Will Pay
Out-of-Area Provider

Non-Contract Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

(You will pay more)

(You will pay the most)

Preauthorization recommended for any

Durable . .

== o o o equipment costing more than $500.
;neudilcr?]lent 20% coinsurance 20% coinsurance 20% coinsurance Rental charges covered up to
€otipment reasonable purchase price.

—p—HOS. ce 10% coinsurance 10% coinsurance 40% coinsurance L.'”?'ted to 1 visit/day, per provider, 60
services visits/year.

If your child
needs dental
or eye care

Children’s eye

exam Not covered Not covered Not covered If your employer elects to include the

Children’s optional vision plan, it will be through a

glasses Not covered Not covered Not covered separate VSP policy.

Children’s If your employer elects to include the
Not covered Not covered Not covered optional dental plan, it will be through a

dental check-up

separate Delta Dental policy.

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Cosmetic surgery
e Dental care (Adult & Child) (may be available J
through separate dental plan)

o Infertility treatment

Long-term care

e Private-duty nursing

e Routine eye care (Adult & Child) (may be
available through separate vision plan)

o Weight loss programs (except as required by the
health reform law)

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

obtained)

e Bariatric surgery (only in a Center of Medical

e Acupuncture (limited to 1 visit/week and 12
visits/diagnosis unless preauthorization is

e Chiropractic care (up to 40 visits/year combined e
with physical therapy)
e Hearing aids (limited to $450/ear every 3 years) o

u.s.

Non-emergency care when traveling outside the

Routine foot care

Excellence or Blue Distinction Center.
Preauthorization required)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage
options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the
Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
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provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: the Fund Office at 1-800-444-8392. You may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’'t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espariol): Para obtener asistencia en Espafiol, llame al 1-800-444-8392.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa1-800-444-8392.

Chinese (H130): AR AR 2 SCAYEEE), B ITIX AN 55 1-800-444-8392.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-444-8392.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-

Mia’s Simple Fracture
(in-network emergency room visit and follow

(9 months of in-network pre-natal care and a

hospital delivery) controlled condition) up care)
B The plan’s overall deductible $0 B The plan’s overall deductible $0 B The plan’s overall deductible $0
W Specialist copayment $10 M Specialist copayment $10 W Specialist copayment $10
M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10%
B Other coinsurance 10% B Other coinsurance 20% B Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost - $12,800 Total Example Cost - $7,400 Total Example Cost - $1,900
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $0 Deductibles $0 Deductibles $0

Copayments $50 Copayments $240 Copayments $40

Coinsurance $1,140 Coinsurance $540 Coinsurance $220

What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $10 Limits or exclusions $30 Limits or exclusions $0

The total Peg would pay is $1,200 The total Joe would pay is $810 The total Mia would pay is $260

The plan would be responsible for the other costs of these EXAMPLE covered services. 8 of 8



Summary of Benefits and Coverage: What this Plan Covers and What You Pay For Covered Services

Sutter Health Plus: Summit ML28 HMO

S Sutter Health Plus

Coverage Period: 1/1/2020 — 12/31/2020
Coverage for: Large Group | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary.
For more information about your coverage, or to get a copy of the complete terms of coverage, visit sutterhealthplus.org or call 1-855-315-5800. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment (copay), deductible, provider, or other underlined terms see the
Glossary of Health Coverage and Medical Terms. You can view the Glossary at sutterhealthplus.org or call 1-855-315-5800 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you
meet your
deductible?

Are there other
deductibles for
specific services?

What is the out-of-

pocket limit for this
plan?

What is not included
in the out-of-pocket

$0 individual/ $0 individual
family member/ $0 family
per calendar year.

Yes.

There is no deductible for
covered services.

No.

$1,000 individual/ $1,000
individual family member/
$2,000 family per calendar
year.

Premiums, health care this
plan doesn’t cover and cost
sharing for optional benefits

limit?

and riders if elected by your
employer group.

Why This Matters:

See the Common Medical Events chart below for your costs for services this
plan covers.

This plan covers some items and services even if you haven’t yet met the
deductible amount. But a copayment (copay) or coinsurance may apply. For
example, this plan covers certain preventive services without cost-sharing and
before you meet your deductible. See a list of covered preventive services at
healthcare.gov/coverage/preventive-care-benefits/.

You don’t have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services.
If you have other family members in this plan, they have to meet their own out-
of-pocket limits until the overall family out-of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out-of-pocket

ML28 2020 v1.0
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Will you pay less if
you use a network
provider?

Do you need a
referral to see a

specialist?

Common
Medical Event

Yes. For a list of

participating providers, go to
sutterhealthplus.org or call

1-855-315-5800.

Yes.

Services You May

Need

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and

you might receive a bill from a provider for the difference between the provider’s
charge and what your plan pays (balance billing). Be aware, your network

provider might use an out-of-network provider for some services (such as lab

work). Check with your provider before you get services.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have a referral before you see the specialist.

What You Will Pay

Non-

Participating Provider

Participating

Limitations, Exceptions
and Other Important
Information

If you visit a
health care

provider’s office
or clinic

If you have a test

* For more information about limitations and exceptions, see the plan or policy document at sutterhealthplus.org or call 1-855-315-5800.

Primary care visit to treat

an injury or illness

Specialist visit

Preventive
care/screening/

immunization

Diagnostic test (X-ray,
blood work)

Imaging (CT/PET scans,
MRIs)

Provider

$10 copay per visit Not covered

$10 copay per visit Not covered

No charge Not covered

Lab: $10 copay per visit

N r
X-ray: No charge ot covered

$50 copay per procedure Not covered

None

Prior authorization for some
referrals to specialists is required.
If it is not received, you may be
responsible for paying all charges.

You may have to pay for services
that aren’t preventive. Ask your
provider if the services you need
are preventive. Then check what
your plan will pay for.

Prior authorization for some
diagnostic services is required. If
it is not received, you may be
responsible for paying all charges.
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Common
Medical Event

Services You May
Need

What You WiII‘Pay

Participating Provider

Non-

Participating

Provider

Limitations, Exceptions
and Other Important
Information

Retail: $5 copay per
prescription

Retail: up to a 30-day supply.
Mail-Order: up to a 100-day

Tier 1 ) Not covered
Mail-Order: $10 copay per supply.
prescription Specialty Pharmacy: up to a 30-
Retail: $20 copay per day supply.
Tier 2 prescription Not covered | FDA-approved, self-administered
If you need drugs Mail-Order: $40 copay per hormonal contraceptives are
o s BT prescription available for up to a 12-month
illness or - supply.
condition Retail: $40 copay per
More information about | Tier 3 prescription Not covered | Some drugs have process
prescription drug Mail-Order: $80 copay per requirements, such as prior
coverage, including the prescription authorization, or limitations for
Sutter Health Plus coverage, such as a quantity limit.
(SHP) Formulary, is Please refer to the SHP
available express- Formulary for detalils.
scripts.com or call 1-
877-787-8661. , The difference in cost for
_ Specialty Pharmacy: 10% obtaining a brand drug, when a
Tier 4 coinsurance up to $250 per Not covered | FpA-approved generic equivalent
prescription is available, is not a covered
expense and will not accrue
towards your out-of-pocket limit
unless prior authorized for
medical necessity.
fyoutaie  FEINESIE Y o g oo ey e
outpatient surgery _ ) » you may be
Physician/surgeon fee No charge Not covered | responsible for paying all charges.

* For more information about limitations and exceptions, see the plan or policy document at sutterhealthplus.org or call 1-855-315-5800.
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What You Will Pay Limitations, Exceptions

Common Services You May |
) y s : Non- and Other Important
Medical Event Need Participating Provider | Participating :
) Information
Provider
Facility: $50 copay per visit Cost sharing does not apply if
Emergency room care ) admitted for hospitalization for
Professional: No charge covered services.
It q Transportation by car, taxi, bus,
. youdnete: gurney van, wheelchair van, and
|mr2_e Ila ?t ii Emergency medical $50 copay per tri any other type of transportation
medical attention ' ansportation payp b (other than a licensed ambulance
or psychiatric transport van) is not
covered.
Urgent care $10 copay per visit None
Facility fee (e.g., hospital No charge Not covered Prior authorization is required. If it
If you have a room) . vz b
hospital stay is not received, you may be
Physician/surgeon fees | No charge Not covered | responsible for paying all charges.
If you need mental o o
health, behavioral Individual office visit: $10
health, or copay per visit Prior authorization is required for
substance use _ . Group office visit: $5 copay Other outpatient services and all
disorder (MH/SUD) Outpatient services per visit Not covered | |npatient services by US
services oth , icos: N Behavioral Health Plan,
More information about ﬁ &7 OUILDRITEN Sz tiEee: NG California. If it is not obtained
US Behavioral Health charge when required, you may be liable
Plan, California is for the payment of services or
available at N _ supplies.
liveandworkwell.com or | | patient services Facility and Professional: No Not covered
call 1-855-202-0984. charge

* For more information about limitations and exceptions, see the plan or policy document at sutterhealthplus.org or call 1-855-315-5800. 4 of 8
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Common
Medical Event

Services You May
Need

What You WiII‘Pay

Participating Provider

Non-

Participating

Provider

Limitations, Exceptions
and Other Important
Information

Office visits

Prenatal and postnatal care:
No charge

Not covered

Prenatal and postnatal care
includes all prenatal office visits
and the first postnatal office visit.
Refer to the primary care visit cost
sharing for all subsequent

If you are . oy
pregnant postnatal office visits.
Ch'ldb'r.th/ dellvery No charge Not covered
professional services
Childbirth/deli facilit None
nabirth/delivery factiity: ' No charge Not covered
services
Home health care No charge Not covered P rior authqrization 's required. If it
is not received, you may be
Rehabilitation services No charge Not covered responsible for paying all charges.

If you need help
recovering or
have other special
health needs

Habilitation services

Not covered

Not covered

Skilled nursing care No charge Not covered
Durgble medical No charge Not covered
equipment

Hospice services No charge Not covered

Quantitative limits exist for the
following services:

Home health care — 100 visits per
calendar year.

Skilled nursing care — 100 days
per benefit period.

Hospice services — respite care is
occasional short-term inpatient
care limited to no more than five
consecutive days at a time.

* For more information about limitations and exceptions, see the plan or policy document at sutterhealthplus.org or call 1-855-315-5800.
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What You WiII‘Pay

: Limitations, Exceptions
Common Services You May | Non- >

and Other Important
Information

Medical Event Need Participating Provider | Participating
Provider

Up to $45 max 1 preventive exam per year.
Children’s eye exam No charge b Offered through Vision Service
reimbursement
_ Plan (VSP).
If your child needs Children’s glasses Not covered Not covered None
dental or eye care
Sglldren $ dental check- Not covered Not covered None
Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover

(Check your policy or plan document for more information and a list of any other excluded services.)

e Chiropractic care e Habilitation services e Non-emergency care when traveling

e Commercial weight loss programs e Hearing aids outside the U.S.

e Cosmetic surgery e Infertility treatment e Private-duty nursing

e Dental care (Adult) e Long-term care  Routine foot care

Other Covered Services

(Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture services typically provided only e Bariatric surgery e Routine eye care (Adult) limited to an
for the treatment of nausea or chronic pain; annual preventive eye exam through VSP;
embedded in medical plan. A primary care embedded in medical plan.
physician referral and prior authorization are
required.

* For more information about limitations and exceptions, see the plan or policy document at sutterhealthplus.org or call 1-855-315-5800. 6 of 8
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The
contact information for those agencies is: Sutter Health Plus at 1-855-315-5800; The Department of Managed Health Care at 1-888-
466-2219 or dmhc.ca.gov; The U.S. Department of Labor, Employee benefits Security Administration at 1-866-444-3272 or
dol.gov/ebsa; or the U.S. Department of Health and Human Services at 1-877-267-2323 - option 4 - ext. 61565 or cciio.cms.gov. Other
coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit healthcare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of
a claim. This complaint is called a grievance or appeal. For more information about your rights, look at the explanation of benefits you
will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal, or a grievance for
any reason to your plan. For more information about your rights, this notice, or for assistance, contact: Sutter Health Plus at 1-855-315-
5800 (TTY: 1-855-830-3500) or visit sutterhealthplus.org.

If this coverage is subject to ERISA, you may contact Sutter Health Plus at 1-855-315-5800 or the Department of Labor’'s Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or dol.gov/ebsa/healthreform, and the California Department of Insurance
at 1-800-927-HELP (4357) or insurance.ca.gov.

Additionally, a consumer assistance program can help you file your appeal:
Contact Department of Managed Health Care Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814
1-888-466-2219 (TTY: 1-877-688-9891) | healthhelp.ca.gov | helpline@dmhc.ca.gov

Does this plan provide Minimum Essential Coverage? Yes.
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you
qualify for an exemption from the requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through
the Marketplace.

Language Access Services:
Please see Notice of Language Assistance addendum.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at sutterhealthplus.org or call 1-855-315-5800. 7 of 8
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care.
Your actual costs will be different depending on the actual care you receive, the prices your providers charge,
and many other factors. Focus on the cost sharing amounts (deductibles, copayments (copays) and coinsurance)

and excluded services under the plan. Use this information to compare the portion of costs you might pay under
different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network prenatal care and a
hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow up

B The plan’s overall deductible $0

B Specialist copayment $10
W Hospital (facility) copayment $0
B Other coinsurance 10%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services (anesthesia)
Diagnostic tests (ultrasounds and blood work)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductible $0

Copayments $80

Coinsurance $0

What isn’t covered
Limits or excluded services $60
The total Peg would pay is $140

The plan would be responsible for the other costs of these EXAMPLE covered services.

B The plan’s overall deductible $0
B Specialist copayment $10
m Hospital (facility) copayment $0
B Other coinsurance 10%

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)

Diagnostic tests (blood work)
Prescription drugs (including glucose meter)

Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing

Deductible $0

Copayments $1,000

Coinsurance $0

What isn’t covered
Limits or excluded services $60
The total Joe would pay is $1,060

care)

mThe plan’s overall deductible $0
W Specialist copayment $10
m Hospital (facility) copayment $0
B Other coinsurance 10%
This EXAMPLE event includes services like:
Emergency room care (including X-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:

Cost Sharing

Deductible $0

Copayments $100

Coinsurance $0

What isn’t covered
Limits or excluded services $0
The total Mia would pay is $100
8 of 8



L%‘ Sutter Health Plus

Your Health Plan

Notice of Language Assistance

IMPORTANT: Can you read this? If not, Sutter Health Plus can have somebody help you read
it. You may also be able to get this written in your language. For no-cost help, please call
Sutter Health Plus Member Services at 1-855-315-5800 (TTY 1-855-830-3500). (English)

IMPORTANTE: ¢ Puede leer esto? Si no puede, Sutter Health Plus puede proporcionarle
alguien que le ayude a leerlo. También puede obtenerlo por escrito en su idioma. Llame a
Sutter Health Plus Member Services al 1-855-315-5800 (TTY 1-855-830-3500), sin costo
alguno. (Spanish)

HEEEN ¢ RERE S () SRS 2 WSRANEE - Sutter Health Plus © AR AEHIEETE - G
REFFRIEREE S EBVEN U - HREREEE) - F5EER Sutter Health Plus & &7 -
EE'EEHTEE% 1-855-315-5800 (TTY 1-855-830-3500) - (Chlnese)

(;@—I.\.‘ U}S.ms(Sutter Health PIUS) u»)ug_\.\.\b ).\mu\ (J:.\j \JJ\SuS.\(J\J\ NEYY b;\)ﬁé&‘—)d\j ;n\dss M@.A‘\.LJL\A
Jlaiy) cb}c@&ommé&:d‘y‘:&“ Mb}ﬁaolﬂ.\.ﬁu\@\dﬁmw ua.\]\ Jaa bc\‘)ﬁsﬂdmcm.g_&mw

1-855-315-5800 i e (Sutter Health Plus Member Services) 3k s jila eliaci cllariy
(Arabic) .(1-855-830-3500[TTY] sl aill iila)

YULBINC SEABUUSINRE3NRL. Yupn'n bp Jupnw) uw: Gpk ny, Sutter Health Plus-p
Jupnn £ npudwnpt) dkfhi, ny Joquh Qbq upnuy wyt: nip Jupnn bp twb vnwbwg wjh
gpws 2t 1Eqyny: Uud&wp oguntpjut hwdwp juunpnid Gup quuquhwpk) Sutter Health
Plus-h Upunfubph uyquuwpljiwh pudhi’ 1-855-315-5800 (TTY 1-855-830-3500)
htnwjunuwhwdwpny: (Armenian)

PN BT 83 IRHAMGHISIUGAIS UI§? ITrISTSHIGIE Sutter Health Plus M1GHIS

) o

SINMYAGWHSNGSHA 1 HARNGINGJMSIIGHISS ATIRSITNA PNV RSHATHT 85
notsuhwRnaHalg syuginigiel intaunsut®A Sutter Health Plus MBITS
1-855-315-5800 (TTY 1-855-830-3500)°1 (Cambodian)

3,80 S a8 ) 3l 55 e Sutter Health Plus ) 58 oad K1 Saagdy 5 il s 1) Galllaa ol 2l 55 e Wl 2 age 4355
L Ll (&) ) Sl 5 cland il 50 (sl a0 s s ol by 4 calldae Gl A 53 Sl (im0 s () ) 0 B
i 1-855-315-5800 (TTY 1-855-830-3500) (ili o i L Sutter Health Plus ¢slbae) Glaxx iy
(Farsi) .2

HgcaqUT: FAT 3T S8 UG Hehcl/Fehall o2 TTe; A6T, dl HEX god Toldl TH UgaT # Tl & 3Toehr

HETIT Yl Hehell | 3T S 39T AT A 3 Torgars) H H#e g1 Tehcl/Hevell ¢ | fol:Qoeh HgrIam

o ToIT, ST 1-855-315-5800 (TTY 1-855-830-3500) TN HEX g Tl HeX HIGHH T hiel |
(Hindi)
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LUS TSEEM CEEB: Koj nyeem puas tau tsab ntawv no? Yog koj nyeem tsis tau, Sutter Health
Plus muaj neeg pab nyeem rau koj. Tsis tas li ntawd xwb, peb tuaj yeem muab sau ua hom lus
koj nyeem tau rau koj tib si. Yog koj xav tau kev pab pub dawb, thov hu rau Sutter Health Plus
Lub Chaw Pab Cuam Tswv Cuab ntawm tus xov tooj 1-855-315-5800 (TTY 1-855-830-3500).
(Hmong)

BHERBMOYE : TNEHieZ &N TEET 250720 a1E, Sutter Health Plus 235iie D
EBFLENLET, 3?)726710);45“(%‘%7“(% Lk LivER A, BRI ZHHRIL, Sutter
Health Plus Member Services. & fi: 1-855-315-5800 (TTY 1-855-830-3500) & T. (Japanese)

T8 A5k o] AS o = AFY 72 vheF ¢f o4 4= glthd, Sutter Health Plus o] A th&
Abtol Al FEete] A4S Hod F UEF Eofud %GHD} Bk o] A& Hake] A
Aoz A s vk oA == 95Ut} Sutter Health Plus 3] €] A H] 2~(1-855-315-5800

(TTY 1-855-830-3500))°l 3}& slA|o] FF o= =S WO A Al 2. (Korean)

VVIBCLIO: m‘ma‘mlo'-mlm')esvouvu’? 'q')au)'ma'mulo 199 Sutter Health Plus D
vaT)‘JODQOE)SOD?U)U)OD 1)8)’)’6‘7)’)1)1) la)O)‘)CS‘)E)‘)ﬁ‘).D‘)O&)UCUDh)‘)ﬁ‘)&&‘)U)')D?U)U)‘)Dsn
Qow®. 'q')m‘n)C')S‘)n'n)E)O').Dqoecms?osucsemuonvv nuov')c)oc) rVoBVINIL 29
Sutter Health Plus U)m.ne)conimo":fu 1-855-315-5800 (TTY 1 855-830-3500). (Laotian)

wigH: St 3T fer & ug AeIe I7 A &1 3, Sutter Health Plus (Hed 388 usR) fan 3 feg
Uzs f¥g 373t riee age Ader 1 IH oA § wiust 9 fEg & fuer Ao J1 Hes Hee 38t
fagur g9 & Sutter Health Plus Member Services § 1-855-315-5800 (TTY 1-855-830-3500)
€3 3 a3 (Punjabi)

BAXHO: Bbl moxeTe 310 npountatb? Ecnu HeT, Sutter Health Plus moxeT npegoctaButb Bam
KOro-To, KTO CMOXeT NoMoYb Bam npountath a10. Bbl Takke MOXeTe NosnyynTb 37O

B MMCbMEHHON hopMe Ha cBoeM A3blke. [1na 6ecnnaTHON NOMOLLM NO3BOHUTE B

Cnyx6y nogaepxkn uneHos Sutter Health Plus no TenegoHy 1-855-315-5800

(TTY 1-855-830-3500). (Russian)

MAHALAGA: Nababasa mo ba ito? Kung hindi, maaari kang bigyan ng Sutter Health Plus ng
taong babasa para sa iyo. Maaari mo ding hilingin na isulat ito sa iyong wika. Para sa walang-
gastos na tulong, mangyaring tumawag sa Sutter Health Plus Member Services sa.
1-855-315-5800 (TTY 1-855-830-3500). (Tagalog)

mﬂm ﬂmmuaanma"l,u g1a1u'liiaan Sutter Health Plus mmsa‘luﬂummﬂﬂmmuim uanann
i ﬂmmmmsmjasmuammﬂummmamm%anmﬂ mnmaom'smmmﬂmaaimal"l,uum‘l?qu
n70i1TNs1i1 Sutter Health Plus Member Services 71 1-855-315-5800 (TTY 1-855-830-3500) (Thai)

QUAN TRONG: Qu. vi c6 thé doc théng tin nay khéng? Néu khdng, Sutter Health Plus c6 thé
yéu cau ai do doc gilip cho qu. vi. Qu. vi cling c6 thé nhan dugc thong tin nay dwéi dang van
ban bang ngdn ngl cta qu. vi. D& dwoc hd tro mién phi, vui ldng goi cho ban Dich Vu Thanh
Vién cua Sutter Health Plus theo sb 1-855-315-5800 (TTY 1-855-830-3500). (Viethamese)
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A LOOK AT YOUR
VSP VISION COVERAGE

SEE HEALTHY AND LIVE HAPPY ‘.
WITH HELP FROM SUPERIOR COURT OF VS
CALIFORNIA, COUNTY OF ALAMEDA AND VSP.

Vision care for life

Enroll in VSP® Vision Care to get personalized care from a
VSP network doctor at low out-of-pocket costs.

VALUE AND SAVINGS YOU LOVE. Enjoy more savings and offers.
Save on eyewear and eye care when you see a VSP network Get access to more than $3,000
doctor. Plus, take advantage of Exclusive Member Extras in savings with VSP Exclusive
for additional savings. Member Extras, like rebates for

PROVIDER CHOICES YOU WANT. popular contact lens brands,

With an average of five VSP network doctors within six savings on LASIK, and more.

=ros" " mjles of you, it’s easy to find a nearby in-network doctor
or retail chain. Plus, maximize your coverage with bonus
offers and additional savings that are exclusive to Premier
Program locations.

Prefer to shop online? Use your vision benefits on
Eyeconic®—the VSP preferred online retailer.

QUALITY VISION CARE YOU NEED.

T You'll get great care from a VSP network doctor, including
a WellVision Exam®—a comprehensive exam designed to
detect eye and health conditions.

GET YOUR PERFECT PAIR

EXTRA $20 ; 240%

TO SPEND ON SAVINGS ON LENS
FEATURED FRAME BRANDS* ENHANCEMENTS
bebe CAVINKEN COLE HAAN  FLEXON
EXCLUSIVE
LACOSTE @< — NINE WEST MEMBER

EEEEEEE EXTRAS
SEE MORE BRANDS AT VSP.COM/OFFERS.

Enroll today.

Contact us: 800.877.7195 or vsp.com



http://www.vsp.com

YOUR VSP VISION BENEFITS SUMMARY PROVIDER NETWORK: VS p

SUPERIOR COURT OF CALIFORNIA, COUNTY OF VSP Choice
ALAMEDA and VSP pl’OVide you with an affordable vision EFFECTIVE DATE:
plan. 01/01/2020
Benefit Description Copay Frequency
Your Coverage with a VSP Provider
WellVision Exam ¢ Focuses on your eyes and overall wellness $10 Every calendar year
PRESCRIPTION GLASSES $25 See frame and lenses
¢ $150 allowance for a wide selection of frames Included in
Frame ¢ $170 allowance for featured frame brands Prescription Every calendar year
¢ 20% savings on the amount over your allowance Glasses
¢ Single vision, lined bifocal, and lined trifocal lenses Includ_ed_m
Lenses ) Prescription Every calendar year
¢ Polycarbonate lenses for dependent children
Glasses
¢ Standard progressive lenses $0
¢ Premium progressive lenses $95 - $105
Lens Enhancements « Custom progressive lenses $150 - $175 Every calendar year
¢ Average savings of 20-25% on other lens enhancements
Contacts (instead of * $130 allowance for contacts; copay does not apply
glasses) ¢ Contact lens exam (fitting and evaluation) Up to $60 Every calendar year

¢« As a VSP member, you can visit your VSP doctor for medical
and urgent eyecare. Your VSP doctor can diagnose, treat, and
PRIMARY EYECARE monitor common eye conditions like pink eye, and more serious $20 As needed
conditions like sudden vision loss, glaucoma, diabetic eye disease,
and cataracts. Ask your VSP doctor for details.

Glasses and Sunglasses

* Extra $20 to spend on featured frame brands. Go to vsp.com/offers for details.

¢ 20% savings on additional glasses and sunglasses, including lens enhancements, from any VSP provider within
12 months of your last WellVision Exam.

EXTRA SAVINGS Retinal Screening
*« No more than a $39 copay on routine retinal screening as an enhancement to a WellVision Exam

Laser Vision Correction
¢ Average 15% off the regular price or 5% off the promotional price; discounts only available from contracted
facilities

Your Monthly

Contribution $11.02 Member only $1712 Member +1 $27.15 Member + family

YOUR COVERAGE WITH OUT-OF-NETWORK PROVIDERS
Get the most out of your benefits and greater savings with a VSP network doctor. Call Member Services for out-of-network plan details.

EXAM oottt up to $45 Lined Bifocal Lenses up to $50 Progressive Lenses .... up to $50
up to $70 Lined Trifocal Lenses up to $65 Contacts up to $105
Single Vision Lenses ......ccvvveeercnnnne up to $30

Coverage with a retail chain may be different or not apply. Once your benefit is effective, visit vsp.com for details. VSP guarantees coverage from VSP network providers only. Coverage
information is subject to change. In the event of a conflict between this information and your organization’s contract with VSP, the terms of the contract will prevail. Based on applicable
laws, benefits may vary by location. In the state of Washington, VSP Vision Care, Inc,, is the legal name of the corporation through which VSP does business.

*Only available to VSP members with applicable plan benefits. Frame brands and promotions are subject to change. Savings based on doctor’s retail price and vary by plan and purchase
selection; average savings determined after benefits are applied. Ask your VSP network doctor for more details.

©2019 Vision Service Plan. All rights reserved.
VSP, VSP Vision Care for life, Eyeconic, and WellVision Exam are registered trademarks, VSP Diabetic Eyecare Plus Program is servicemark of Vision Service Plan. Flexon is a registered
trademark of Marchon Eyewear, Inc. All other brands or marks are the property of their respective owners.





