| Your Anthem Benefits — [REENS__—_S

MSD OF WAYNE TOWNSHIP
Blue Preferred® Primary (HMO)
Summary of Benefits, Effective January 1, 2007

COVERED BENEFITS i " OR B
Out-of-Porcket Maximum (Single/Family) $3,000/$6,000
Office Visit $25 per visit

¢ Including Allergy ~ testing and treatment
~_serum and injections!

Preventive Care

$25 per visit. Included with no age or dollar limits; no Non-network benefits apply®.
Preventive care includes: medical history, mammograms', pelvic exams and Pap tests,
immunizations', routine and annual diabetic eye exams and hearing exams.

Maternity Services $250 (per admission)
Inpatient Services $250 per admission
Outpatient Facility Services $75

Professional/Home Care (Inpatieri/Outpatient)

Covered in full

Emergency and Urgent Care:

Emerg2ncy Care in ER Room $100

(covers all services, waived if admitted)

Urgent Care Facility $35
Hospice/Ambulance Covered in full
Medical Supplies, Equipment and Appliances 20%

Outpatient Therapy Visit Limits

60 visits; same copay as office visit

Physical/Occupational
Spinal Manipulation 12 visits; same copay as office visit
Speech 20 visits; same copay as office visit

Mental Health and Substance Abuse?

Covered as any other illness. Subject to same copays and maximums.

Lifetime Maximum

$5 million (Excluding human organ and lissue transplants)

Human Organ and Tissue Transpiants?

Covered in full Network

Prescription Drug Options:
Network Retail Pharmacies:

Network

$15 Formulary generic/$30 Formulary brand
$60 Non-formulary generic/ brand

(30-day supply)
Anthem Rx Direct Mail Service: $30 Formulary generic/$60 Formulary brand
(90-day supply) $120 Non-formulary generic/brand

*Non-nerwork services are covered only with authorization by the Plan, except in medical emergencies.

Large Group HMO Rev. 12:00

Anthem Blue Cross and Blue Shiekd s the rade name of Anthen Insurance Companis, Inc
An independent licenses of the Blue Cross and Blue Shield Association.
®Registered marks Blue Cross and Blue Shield Association



Notes:

*  All copayments (except prescription drug and human organ and tissue transplants, excluding kidney and cornea) apply toward the

out-of-pocket maximums.

Dependent age: to the end of the calendar year of age 19, age 24 if dependent qualifies as a full-time student.

Certain diabetic and asthmatic supplies are covered in full at nerwork pharmacies.

Office visit also includes office surgeries and preconception care/education.

These covered services are covered in full if you have a flat dollar copayment and if rendered without an office visit.

Mental health/substance abuse must be authorized by the mental health administrator for services to be covered.

Human organ and tissue transplants (except kidney and cornea) are covered in full Network. Subject to a separate $1 million

lifetime maximum. Kidney and cornea are covered same as any other iliness and subject to the medical lifetime maximum.

* Ifapplicable, all prescription drug expenses (Retail/Mail-service combined) apply to the per individual deductible. Once the
deductible is met, the appropriate copayment applies.

“w N e o e

Pre-existing Period Limit:

We will not provide benefits for services, supplies or charges for any pre-existing condition for the time period specified below (subject to
HIPPA Portability requirements):

Non-late enrollee: 12 months after the member's enrollment date

Late enrollee: 18 months after the member’s enrollment date

A pre-existing condition is a condition (mental or physical) which was present and for which medical advice, diagnosis, care or treatment
was recommended or received within the six (6) month period ending on the member's envollment date. Pregnancy is not considered a
pre-existing condition. Genetic information may not be used as a condition in the absence of a diagnosis.

This benefit description is intended to be a brief outline of coverage. The entire provisions of benefits and exclusions are contained in the
Group Contract, Certificate and Schedule of Benefits. In the event of a conflict between the Group Contract and this description, the terms
of the Group Contract will prevail.

Large Group HMO Rev. 12/03



Your Anthem Beneﬁts",",

Anthem.®&@

MSD OF WAYNE TOWNSHIP

Blue Access™ (PPO)

Summary of Benefits, Effective January 1, 2007

COVERED';BENEFITS.

Deductibts {Single/Family)
(Applies only to percent (%) copayments)

NETWORK/NO_N-NFTWOF(!K_(MEMIBER'S RESPONSIBILITY)
$250/$500 Network/$500/$1,000 Non-network

Out-of-Pocket Kaximum (Single/Family)

$1,500/$3,000 Network/$3,000/$6,000 Non-natwork

Office Services

o Including Allergy ~ testing and treatment
- __serum and injections’

$20 Network/30% Non-network Per Visit

Preventive Care $20 Network/30% Non-network Per Visit. Included with no age or dollar limits; Non-network benefits
apply. Preventive care includes: medical history, mammograms', pelvic exams and Pap tests,
immunizations', routine and annual diabetic eye exams and hearing exams.

Maternity Services 10% Network/30% Non-network

Inpatient Services

10% Network/30% Non-network per admission

Outpatient Fecility Services

10% Network/30% Non-network

ProfessionalMome Care (Inpatient’Outpatient)

10% Network/30% Non-networl¢

Emergency and Urgent Care:

Emergency Care in ER Room
(covers all services, waived if admitted)

Urgent Care Facility

$75 Network or Non-network

$35 Network or Non-network

Hospice/Ambulance

Covered in full Network or Non-network

Medical Supplies, Equipment and Appliances

20% Network/40% Non-network

Outpatient Therapy Visit Limits

(Limits apply to Network/Non-network combined visits.)

Physical/Occupational 60 Network and Non-network combined visits; same copay as office services
Spinal Manipulation 12 Network and Non-network combined visits; same copay as office services
Speech 20 Network and Non-network combined visits; same copay as office services

Mental Heaith and Substance Abuse?

Covered as any other illness. Subject to same copays, deductibles and maximums.

Lifetime Maximum

35 million Network and Non-network combined (Excluding human organ and tissue transplants)

Human Organ and Tissue Transplants?

Covered in fulf Network/50% Non-network (Does not count toward out-of-pocket maximum)

Prescription Drug Options:

Network Non-network

Network Retail Pharmacies: $15 generic/$30 brand 50% Non-network
(30-day supply) $60 non-formulary generic/brand

Anthem Rx Direct Mail Service: $30 formulary generic/$60 formulary brand Not covered Non-network
(90-day supply) $120 non-formulary generic/brand

Large Group PPO Rev 7/03

Anthem Blue Cross and Blue Shield is the rade name of Anthem Insurance Companies, Inc.
An independent licensee of the Blue Cross and Blue Shield Association
®Registered marks Blue Cross and Blue Shield Association



Notes:

e The deductibles and copayments (except prescription drug and human organ and tissue transplants, excluding kidney and cornea)

apply toward the out-of-pocket maximums.

The deductible(s) apply only to covered services listed with a percentage (%) copayment.

Network and Non-network deductibles, copayments and out-of-pocket maximums are separate and do not accumulate toward

each other,

Dependent age. to the end of the calendar year of age 19; age 24 if dependent qualifies as a full-time student.

Certain diabetic and asthmatic supplies are covered in full at network pharmacies.

Office services also includes office surgeries and preconception care/education.

These covered services are covered in full if you have a flat dollar copayment and if rendered without an office services.

Mental health/substance abuse must be authorized by the mental health administrator for services to be covered at the h ighest

benefit level.

’ Human organ and tissue transplants (except kidney and cornea) are covered in full Network; 50% Non-network. Does not count
toward the out-of-pocket maximum. Subject to a separate $1 million lifetime maximum Network and Non-network combined.
Kidney and cornea are covered same as any other illness and subject to the medical lifetime maximum.

‘  Ifapplicable, all prescription drug expenses (Network/Non-network, Retail/Mail-service combined) apply to the per individual
deductible. Once the deductible is met, the appropriate copayment applies.

v ~9 o @

Non-network Limits:
®  Physical medicine and rehabilitation limited to 60 days per calendar year (Network and Non-network combined).

®  Home care is limited to 30 visits per calendar year.

Precertification:

Members are encouraged to always obtain prior approval when using Non-network providers. Precertification will avoid any unnecessary
reduction in benefits for non-covered or non-medically necessary services.

Pre-existing Period Limit:

We will not provide benefits for services, supplies or charges for any pre-existing condition for the time period specified below (subject to
HIPPA Portability requirements):

Non-late enrollee: 12 months after the member's enrollment date

Late enrollee: 18 months after the member's enrollment date

A4 pre-existing condition is a condition (mental or physical) which was present and for which medical advice, diagnosis, care or treatment
was recommended or received within the six (6) month period ending on the member’s enrollment date. Pregnancy is not considered a
pre-existing condition. Genetic information may not be used as a condition in the absence of a diagnosis.

This benefit description is intended to be a brief outline of coverage. The entire provisions of benefits and exclusions are contained in the
Group Contract, Certificate and Schedule of Benefits. In the event of a conflict between the Group Contract and this description, the terms

of the Group Contract will prevail.

Large Group PPO Rev. 7/03



MSD of Wayne Township

Your Anthem Benefits

Anthem. %V

Blue Access™ for Health Savings Accounts Option H6

Summary of Benefits, E

Covered Benefits

Deductible (Single/Family)

Family coverage requires the family deductible to be mel before
coinsurance applies. The single deduclible does not apply lo family
coverage.

(This only apjilies to non-embedded daductible designs)

ective January 1, 2007

& : ' Network ' Non-Network

Single: $2,000 Single: $4,000
Family: $4,000 Family: $8,000

Out-of-Pocket Limit (Single/F amily)

Single: $2,000 Single: $8,000
Family: $4,000 Family: $16,000

Physician Home and Office Services (PCP/SCP)

Primary Care Physician (PCP)/Specially Care Physician (SCP)

¢ Including Office Surgeries and allergy serum, allergy injections
and allergy tesling

0% 30%

Preventive Care Services

Services include but are not limited 1o

Routine Exams, Pelvic Exams, Pap lesting, PSA tests,
Immunizalions, Annual diabelic eye exam, Annual Vision

and Hearing exams, Routine Mammagrams, Diabetic Education and
Certain Medical Nutritional Therapy (Network only)

e Physician Home and Office Visits (PCP/SCP)

o Other Outpatient Services @ Hospital/Alternative Care Facility

No copaymenl/coinsurance 30%
No copayment/coinsurance 30%

Emergency and Urgant Care

e Emergency Room Services @ Hospital
(facility/other covered services)
(copayment waived if admitted)

« Urgent Care Center Services

0% 0%

0% 0%

Inpatient and Outpatient Professional Services

Include but are not limited lo.

e Medical Care visits (1 per day). Intensive Medical Care,
Concurrent Care, Consullations, Surgery and adminislration
of general anesthesia and Newborn exams

0% 30%

Inpatient Facility Services

Unlimited days except for:

* 60 days Network/Non-Network combined for physical
medicinefrehsb (fimitincludes Day Rehabilitation Therapy
Services on an oulpatient basis)

* 90 days Network/Non-Network combined for skilled nursing facility

0% 30%

Outpatient Surgery Hospital/Alternative Care Facility
* Surgery anc adminislration of general anesthesia

0% 30%

/0

Other Qutpatient Services (including but nol limited to):

* Non Surgica! Oulpatient Services
For example: MR!s, C-Scans, Chemotherapy. Ultrasounds
and other diagnoslic oulpatient services

¢ Home Care Services (Network/Non-network combined)
90 visits (excludes IV Therapy)

¢ Durable Medical Equipment and Qrthotics
(Network/Non-network combined)
$4,000 benefit maximum (excluding Prosthetic Devices and
Medical Supylies)
Prosthetic Devices $4.000 benefit maximum

¢+ Physical Medicine Therapy Day Rehabilitation programs

o Hospice Care

» Ambulance Services

0% 30%

0% 0%

0% ]

INLG HSA BLUE 30 S0B Rev 905

Anthem Blue Cross and Blue Shield is the rade name of Anihem Insurance Companies nc
An independent licensee of the Blue Cross and Blue Shield Associater
+Reqislered marks Blue Cross and Blue Stieid Association



Covered Benefits
Outpatient Therapy Services
(Combined Network & Non-Network limits apply)
 Physician Home and Office Visits (PCP/SCP)

o Other Outpatient Services @ Hospital/Alternative Care Facility
Limits apply to:

e Physical therapy: 20 visits

¢ Occupational therapy: 20 visits

*  Manipulation therapy: 12 visits

o Speech therapy: 20 visits

" Netviork

0%
0%

‘Non-Network

30%
30%

Behavioral Health Services:

Mental Health and Substance Abuse'

(Nimits and maximums apply)

* Inpatient Facility Services

e Physician Home and Office Visits (PCP/SCP)

¢ Other Outpatient Services @ Hospital/Alternative Care Facility

0/

/0
0%
0%

30%
30%
30%

Human Organ and Tissue Transplants
e Acquisition and transplant procedures, harvest and storage.

0%

30%

Prescription Drugs
Network Tier structure equals 1/2/3 (and 4, if applicable)
o Network Retail Pharmacies:
(30-day supply)
Includes diabetic test strip
o Anthem Rx Direct Mail Service:
(90-day supply)
Includes diabetic test strip

0%

30%2

Not covered

Lifetime Maximum (Combined Network and Non-network)?

Medical
Surgical Treatment of Morbid Obesity (contributes toward the
medical lifetime maximum)

$5 million
Not covered

$5 million
Not covered

Notes:
*

All deductibles and coinsurance apply toward the out-of-pocket maximum including prescription drugs. (Excludes Non-network Human Organ and Tissue Transplants).
Deductible(s) apply to covered services listed with a percentage (%) coinsurance including prescription drugs

L]
o Network and Non-network deductibles, copayments. coinsurance and out-of-pocket maximums are separate and do not accumulate toward each other. v
* Dependent Age: to the end of the calendar year which the child attains age 19: or to the end of the calendar year which the child attains age 24 if the child qualifies as

a full-time student
L d

L]
any other Network provider as allowed by the plan.

No copayment/coinsurance means no deductible:copayment’coinsurance up o the maximum allowable amount. 0% means no coinsurance up to the maximum allowable
amount. However. when choosing a Non-network provider, the member is responsible for any balance due afier the plan payment. )
PCP is a Network Provider who is a practitioner that specialized in family practice, general practice. internal medicine. pediatrics. obsteirics/gynecology. geriatrics or

e SCPis a Nenwork Provider, other than a Primary Care Physician, who provides services within a designated specialty area of practice

L]
test strips.
®  Benefit period = calendar year

Certain diabetic and asthmatic supplies have no deductible/copayment/coinsurance up to the maximunt allowable amount at network pharmacies except diabetic

"We encourage you 1o contact Our Mental Health Subcontracior to assure the use of appropriate procedures. setting and medical necessity. Refer to Schedule of Benefits

for limitations.

;Rx non-network diabetic/asthmatic supplies not covered cxcept diabetic test sirips.
“Prescription Drugs do not accumulate toward the Medical Lifetime Maximum. However. once the Medical Lifetime Maximum is met. no additional Prescription Drug claims

will be paid

Precertification:
L]
Jor non-covered or non-medically neccssary services

Pre-existing Exclusion Period:

Members arc encouraged to abways obtain prior approval when using non-network providers Precertification will help avoid any unnecessary reduction in henefits

We will not provide benefits for services. supplies or charges for any pre-existing condition for the time period specified below (subject to HIPAA portabilin: requirements)

12 months after the member's curollment date

A pre-cxisung conduion is a conduon (menial or physical) which was present and for which medical advice. diagnosis. care or treatment was recommended or received
within the 6 monh period ending on the member’s enrollment date I'regnancy and domestic violence are nor considered a pre-existing conditien. Genetic information may not

hewsed ax a condition in the absence of a diagnosis

This summary of benefits is intended 10 be a briefoutline of coverage, The entire provisions of benefits and exclusions are contained in the Group Contract, Cernficate and
Schedilde of Benefits. In the evenr of a conthiet between the Group Conract and this description. the terms of the Growup Contract will prevail

INLG HSA BLUE 3.0 SOB (7/05)

Anthem Blue Cross and Blue Shield is the trade name of Anthem Insurance Companes. Inc
Anindependent icensee of the Blue Cross and Blue Shield Assocraton

®Repistered marks Blue Cross and Blue Shield Associalion






Your Anthem Benefits'|. Anthem.&@
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MSD of Wayne Township
Blue Preferred® Primary (HMO)
Summary of Benef its, Ejfectzve January 1, 2008

Covered Benefits N Networl’k;

Deductible (Single/Family) $250/$500
Out-of-Packet Limit (Single/Family) $3,000/$6,000
Heine and Office Services (PCP/SCP) $35
l’nmu"y Care Physician (PCP)/Saecially Care Physician (SCP)
Including Office Surgeries and aliergy serum:

e allergy injections (PCP and SCP)

« allergy testing

No copayment/coinsurance (if billed with office visil copay, then copay applies)
No copayment/coinsurance (if billed with office visit copay, then copay applies)

e routine and non-routine mammograms $35
(regardless of outpatient setting)

* diabetic education (regardless of outpatient setting) 835

¢ certain medical nutiitional therapy (regardless of outpatient setting) $35

Preventive Care Servicas

Senvices include but are not limited to:

Raoutine E «ams, Pelvic Exams, Pap testing, PSA tests, Immunizations!,
Anrual d.abete eys exam, Routine Vision and Hearing exams

« Physician Home and Office: Visits (PCP/SCP) $35
o Other Outpalient Services @ Hospital/Alternative Care Facility $150
Emergency and Urgent Care
» Emergency Room Services @ Hospital (facility/other covered services) $100
(copayment waived if admitted)
» Urgent Care Center Services $50
Inpatient and Qutpatient Professional Services No copayment/ccinsurance

Include but are not limited to:

o Medical Care visits (1 per day), Intensive Medical Care, Concurrent Care,
Consuitations, Surgery and administration of general anesthesia and
Newborn exams

Inpatient Facility Services $500

Unlimiled days except for:

« Uniimited days for physical medicine/rehab (limit includes Day Rehabilitation
Therapy Services on an outpatient basis)

¢ Unlimited days for skilled nursing facility

Outpatient Surgery Hospital/Alternative Care Facility $250
¢ Surgery and administration of general anesthesia

Other Outpatient Services (including but not limited to): $150

¢ Non-Surgical Outpatient Services
For example: MRIs, C-Scans, Chemotherapy, Ultrasounds and
other diagnostic outpatient services. (regardless of place of service)

* Home Care Services 20%
Untimited visits (excludes IV Therapy)
o Dutable Medical Equipment and Orthotics 20%

Unfirnitzd benefit maximum (excluding Prosthetic Devices and Medical Supplies)
< Prosiistic Devices Unlimited henefit maximum 20%
 Physical Medicine Therapy Day Rehabilitation programs $150
¢ Hospice Care No copayment/coinsurance
* Ambhulance Services No copayment/coinsurance

Anthem Blue Cross and Blue Shield is the trade name of Anthem Insurance Companics. Ing.
ndependent licensee of the Blue Cross and Blue Shickd Association
IN'LG HMC BIUT 3.0 508 Rov. 807 ®Registored marks Bve Cross and Ble Shickd Association.



.. Network

Covered Benefits B

Outpatient Therapy Services (limits appy
e Physician Home and Office Visits (PCP/SCP) $35
o Other Oulpalient Services @ Hospital/Allernative Care Facility

Limits apply to:

« Physical therapy/Occupational therapy: 60 visits
* Manipulation therapy: 12 visits

¢ Speech therapy: 20 visils

Behavioral Health Services:

Mental Health and Substance Abuse?
(limits and maximums apply)

« Inpatient Facility Services $500

»  Fhysician Home and Office Visits (PCF/SCP) $35

» Outpatient Services @ Hospital/Alternative Care Facility $150

Human Grgan and Tissue Transplants? No copayment/coinsurance

¢ _Acquisition and transplant procedures, harvest and storage.
Prescription Drugs Network
Tier structure equals 1/2/3 (and 4, if applicable)

« Network Retail Pharmacies: $20/$40/$80
(30-day supply)
'nC'UdeS diabetic test SUip $40/$80/$160
o Anthem Rx Direct Mail Service:
(90-day supply)

Includzs diabetic test strip
Medicare Rx - Wrap

Specialty Medications must be obtained via our Specialty Pharmacy network.

Lifetime Maximum+*

Medical $5 million
Surgical Treatment of Morbid Obesity (contributes toward the medical lifetime Unlimited
maximum)

Notes:

¢ Prescription Drug deductibles/copayments/coinsurance are excluded from the out-of-pocket limits. »
e Deductible(s) applv only 1o covered medical services listed with a percentage (%) coinsurance. However, the deductible does not apply to Emergency Room Services @
Hospital where a percentage (%) coinsurance applies (o other covered services.

Dependent age: 1o the end of calendar year:which the child attains age 24 .

Physicians Home aad office visit copayment also applies if the office visit is billed with all 2rgy injections.
No copaymenticoinsurance means no deductible/copayment/coinsurance up to the maximum allowable amount.

PCP isa Newverk Provider wha is a practitioner that specializes in family practice. general practice. internal medicine. pediatrics. obsietrics/ginecology. geriatrics ar
any other Network provider as allowed by the plan.

SCP is a Nevvork Provider. other than a Primary Care Physician. who provides services within a designated specialty arca of practice.

o Certain diabetic and asthmatic supplies have no deductible/copayment/coinsurance up (o the maximum atlowable amownt at network pharmacies except diahetic

(st slripg.

o Benefit period = calendar year

:T hese covered services are nol subject (o the deductible/copayment if you have a flat dollar copayment and if rendered withowt an office visit. ) ) )

“We cncourage vou to contact Our Mental Health Subcontractor (o assure the use of appropriate procedures. setting and medical necessity. Refer to Schedule of Benefits
Jor limitations.

“Kidney and Cormea are treated the same as any other iilness and subject to the medical benefits.

'Prescription Drugs do not accumulate toward the Medical Lifetime Maxinnm. However. once the Medical Lifetime Meximuwn is met. no additional Prescription Drug claims
will he paid.

s e @ @

Pre-existing Exclusion Period:
We will not provide benefits for services, supplies or charges for any pre-existing condition for the lime period specified helow (subject to HIPAA portability requirements):

12 months after the member s enroliment date

A pre-existing condition is a condition (mental or physical) which was present and for which medical advice. diagnosis. care or treatment was recommended or received
within the 6-month period ending on the member's envollment date. Pregnancy and domestic violence are not considered a pre-existing condition. Genetic information may
not he used as « condition in the absence of a diagnosis.

Tiis swmmary of benefits is intended to be a brief outline of coverage. The entire provisions of benefits and exclusions are contained in the Group Contract. Certificate and
Schedule of Benefits. In the event of a conflict between the Group Contract and this description. the terms of the Group Contract will prevail,

Anihem Blue Cross %\‘d w?dm S"Igeld i;»cg\e uadt: ?\anéa' of é{nthem lgs&fan%o C%nxgnies. fnc.
. indepcndent licensee of the Blue Cross and Blue Sleeld Assccialion.
IN LG HMO BLUE 3.0 SOB Rev. 807 @Regislered marks Bhue Cross and Blue Shioid Association.




Anthem 5@

MSD of Wayne Township
Blue Access™ (PPO)
Summary of Benefits, Effective January 1, 2008

NETWORKINONNETWORK (MEMBE@’S{ RF_S_PO_NSIBILITY) g
$5C0/$1,000 Network/$1,000/$2,000 Non fietwork

| coverep BenERITS

Deducti.le (“f;i;’:glc/lemily)
{Avplies only to percent (%) copeyments) R
Out-of-Pocket Makimum (Single/Family) $2,000/$4,000 Nextwork/$4,000/$8,060 Nen-network
Office Services $35 Network/40% Non-network Per Visit

« Including Allergy - testing and trealment
- _serum and injeclions!

$35 Network/40% Non-network Per Visil. Included with no age or dollar fimits; Non-network benefits
apply. Preventive care includes: medical history, mammograms', pelvic exams and Pap tests,
immunizations’, rouline and annual diabelic eye exams and hearing exams.

Preventive Care

Matemity Services 20% Network/40% Non-network
Inpatient Services 20% Network/40% Non-network per admission
Qulpalic,« Facllity Sewvices 20% Networid/d0% Nor-natuers
—Profcssigﬂ;:lll»iome Care (InpaticnlOutpatient) 20% Network/40% Non-network

Emergency and Urgent Care:

Emergency Care in ER Room $150 Network or Non-network

{covers all services, waived if admitted) !

Urgent Care Facility $50 Network or Non-network
Hospice/Ambulance Covered in full Network or Non-network
Medical Supplies, Equipment and Appliances 20% Network/40% Non-network o

Outpatient Therapy Visit Limits
{Limits apply to Network/Non-network combined visis. )

Physiral/Occupational 60 Netwock and Non-network combined visits; same copay as office services

12 Network and Non-network combined visits; same copay as office secvices
20 Network and Non-network combined visits; same copay as office services

Soina’ Manipulation
Speects
Mental Heaith and Substance Abuse?

Covered as any other iliness. Subject (o same copays, deduclibles and maximums.

Lifetime Maximum $5 million Network ard Non-network combined (Excluding human organ and tissue transplants)

Human Organ and Tissue Transplants? Covered in full Network/50% Non-network (Does not count toward out-of-pocket maximum)

Prescription Drug Options: Network Non-network
Network Retail Pharmacies: $20 formulary generic/$40 formulary brand 50% Non-network
(30-day supply) $80 non-formulary generic/brand
Anthens Rx Direct Mail Service: $40 formulary generic/$80 formulary brand Not covered Non-network
(90-day supply) $160 non-formulary genericibrand

Anthens Blue Cross and Blue Shield s the bade nanke of Anthem Inswance Companies, Inc
Anindependent licensec of the Blue Cross and Blue Shield Association.
Large Group PPO Rev 11104 . @Registered marks Blue Cross and Blue Shield Association,



Notes:

The deductibles and copayments (except prescription drug and human organ and tissue transplants, excluding kidney and cornea)
apply toward the out-of-pocket maximums.

e The deductible(s) apply only to covered services listed with a percentage (%) copayment.

Network and Non-network deductibles, copayments and out-of-pocket maximums are separate and do not accumulate toward

each other.

*  Dependent age: (0 the end of the calendar year of age 24.

*  Certain diabetic and asthmatic supplies are covered in full at network pharmacies.

*  Office services also includes office surgeries and preconception carefeducation.

" These covered services are covered in Jull if you have a flat dollar copayment and if rendered without an office services.

1 We encourage you (o contact our Mental Health Subcontractor to assure the use of appropriate procedures, settings and Medical
Necessity. Refer to the Schedule of Benefits for limitations.

’ Human organ and tissue transplants (except kidney and cornea) are covered in full Network: 50% Non-network. Does not count
toward the out-of-pocket maximum. Subject to a separate $1 million lifetime maximum Network and Non-network combined,
Kidney and cornea are covered same as any other illness and subject to the medical lifetime maximum.

‘ Ifapplicable, all prescription drug expenses (Networl/Non-network, Retail/Mail-service combined) apply to the per individual

deductible. Once the deductible is met, the appropriate copayment applies.

L[4

Non-network Linits:
e Physical medicine and rehabilitation limited to 60 days per calendar year (Network and Non-network combined).

®  Home care is limited to 30 visits per calendar year.

Precertification:
Memnbers are encouraged to always obtain prior approval when using Non-network providers. Precertification will avoid any unnccessary
reduction in benefits for non-covered or non-medically necessary services.

Pre-existing Period Limit:
We will not provide benefits for services, supplies or charges for any pre-existing condition Jor the time period specified below (subject (o
HIPAA Portability requirements):

12 months after the member's enrollment date

A pre-existing condition s a condition (mental or physical) which was present and for which medical advice, diagnosis, care or treatment
was recommended or recetved within the six month period ending on the member's enrollment date. Pregnancy is not considered a pre-
existing condition. Genetic information may not be used as a condition in the absence of a diagnosis.

This benefit description is intended 1o be a bricf outline of coverage. The entire provisions of benefits and exclusions are contained in the
Group Contract, Certificate and Schedule of Benefits. In the event of a conflict between the Group Contract and this description, the terms

of the Group Contract will prevail.

Lage Group PPO Rev. 11704



Your Anthem Benefits

MSD of Wa ayne Township
Blue Access

Covered Benefits -
Deductible (Single/Family)
Family coverage requires the family deductible to be met before
coinsurance applies. The single deductible does not apply to family
caverage.,

(This oony a;plies to nor-embedded deductile designs)

Single: $2 000
Family: $4,000

Anthem.&¥

for Health Savings Accounts Option H6
Summary o, Bene its, E, ecttve Janua 1, 2008

_ Non-Network
Single: $4,000
Family: $8,000

Out-of-Pocket Lirit {Singla/fami'y!

Singieﬁ:véfz,OOO
Family: 34,000

Single: $8,000
Family: $16,000

Physician Home and Office Services (PCP/SCP)

Piirary Care Physician (PCP)/Specialty Care Physician (SCP)

¢ Including Office Surgeries and allergy serum, allergy injections
and allergy testing

0%

30%

Preventive Care Services

Services incltide but arz not limitec lo:

Routine Exams, Pelvic Exams, Pap lesting, PSA tests,
Immunizations, Annyal diabetic eye exam, Annual Vision

and Hearing exams, Rouline Mammograms, Diabetic Education and
Certain Medical Nutritional Therapy (Network only)

o Physicieis Home and Office Visits (PCP/ISCP)

o__Other O pafient Services @ Hospital/Alternative Care Facility

No copaymenticoinsurance
No copzymanUcoinsurance

30%
30%

Emergency and Urgent Care

« Emergercy Room Services @ Hospital
tfacilitylother covered services)
(copayment waived if admitted)

« Urgent Care Center Services

0%

0%

0%

0%

Inpatient and Qutpatient Professional Services

Include but arz not Emited to:

« Medical Care visits (1 per day), Intensive Medical Care,
Concurrent Care, Consultations, Surgery and administration
of general anesthesia and Newborn exams

0%

30%

Inpatient Facility Services

Unlimitsc da,s exceplion

« 60 days HetwarkiNon-Network combined for physical
medicinefehab (limitincludes Day Rehabilitation Therapy
Services an an oufpatient basis)

* S0days MNetwork/Non-Network combined for skilled nursing facility

0%

30%

Outpatient Surgery Hospital/Alternative Care Facility
o Surgery and administration of general anesthesia

0%

30%

Other Outpatient Services (including but not limited fo):

» Non Surgical Outpatient Services
For example: MRIs, C-Scans, Chemotherapy. Ultrasounds
and otfer diagnostic oulpatient services.

+ Home Care Services (Network/Non-network combined)
0 visits yexcludes IV Therapy)

o Durable [/edical Equipment and Oilhotics
(Network/iNen-nziwork combined)
$4,000 benefit maximum (excluding Prosthetic Devices and
Medical Supplies)
Prosthetic Devices $4,000 benefit maximum

o Physical Medicine Therapy Day Rehabilitation programs

« Hospice Care

+ _Ambulance Services

0%

0%
0%

30%

0%
0%

N (G HSA BLUE 2.0 R08 Rev. 308
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Non-Network

g Network :

L Covered Benefits
Outpatient Therapy Services

(Combined Network & Non-Network limits apply) -

« Physician Home and Office Visils (PCP/SCP) 0% 30%

« Other Outpatient Services @ Hospital/Altemative Care Fagility 0% 0%

Limits apply to:

e Physical therapy: 20 visits

e Occupational therapy: 20 visits

*  Manipulation therapy: 12 visits

e Speech therapy: 20 visils

Behavioral Health Services:

Mental Health and Substance Abuse!

Inpatient Faci'ity Services

o Physicizr Kome and Oitice Visile (PCPISCE) 0% 30%

¢ Other Cuipatient Services @ HospitalfAlternative Care Facility 0% . 30%

0% 30%

0% 30%

Human Organ and Tissue Transplants
* Acquisition and transplant procedures, harvest and storage.

Prescription Drugs
Network Tier structure equals 1/2/3 (and 4, if applicable)
e Network Retail Pharmacies:

{30-day supply)
Includes diabetic test strip

¢ Anthem Rx Direct Mail Service:
(90-day supply)
Inciudes ciabelic test strip
Medicare Rx - Viltap

Lifetime Maximum (Combined Network and Non-network)?
Medical
Surgical Treatment of Morbid Obesity (contribules toward the Not covered
medical lifetime maximum)

0% 30%2

0% Not covered

$5 million $5 million
Not covered

Notes:
e All deductibles and coinsurance apply toward the ous ~of pocket maximum including prescription drugs. (Excludes Non-network Human Organ and Tissue Transplants).

o Deductiblei:) apply to covered services listed with a percentage (%) coinsurance including prescription drugs.

*  Network and Non-network deductibles, copayments, coinsurance and out-of-pocket maximums are separate and do not accumulate toward each other.

*  Dependent Age: to the end of the calendar year which the child atains age 24 .

s No copaymenticoinsurance means no deductible/copayment/coinsurance up 1o the maximum allowable amount. 0% means no coinsurance up to the maximum allowable
amourl. Hovever, whea choosing a Non-network provider, the member is responsible for any balance due after the plan payment.

* PCP & a Network Frovider who is a practitioner that specialized in family practice, general practice, internal medicine, pediatrics, obstetrics/gynecology, geriatrics or
any ather Nenvork provider as allowed by the plan.

*  SCPisa Nerworic Provider. atker than a Primary Care Physician, who provides services within a designated specialty area of practice.

*  Certain diajeiic and asthmatic supplies have no deductible/copayment/coinsurance up (o the maximum allowable amount at network pharmacies except diabetic
text strips

*  Bencfit period = calendar year

! We encaurage you lo contact Qur Mental Health

Sfor limitations.
ij non-network diabetic/asthmatic supplies not covered except diabetic test strips.
Prescription Drugs do not accunudate toward the Medical Lifetime Maximum, However. once the Medical L

will be padd.

Precertificacion:
¢ Members arc encouraged ta always obtain prior approval when using non-network providers. Precertification will help avoid any unnecessary reduction in benefits

Jor non-covered or non-medically necessary services.

Subcontracior to assure the use of appropriate procedures. setting and medical necessity. Refer (o Schedule of Benefits

ifetime Maximum is met, no additional Prescription Drug claims

Pre-existing Ex:lusion Period:
We will not provide henefits for services, supplies or charges for any pre-existing condition for the time period specified below (subject to HIPAA portability requirements):
12 months after the member's enroliment date

A pre-casting comdition is o condition (mental or ph ysical) which was present and for which medical advice, diagnosis, care or treatment was recommended or received
within :he. 6 monih period ending on the member s enrollment date. Pregnancy and domestic violence are not considered a pre-existing condition. Genetic information may not

be used as a condision in the absence of a diagnosis

This summary of bengfits is intended 10 be a brief outhine of coverage. The entire

provisions of benefits and exclusions are contained in the Group Contract, Certificate and
Schedvle of Benefits. In the event of a conflict between the Group Contract and this description, the terms of the Group Co

ntrace will prevail.

Anthem Blue Cross and Blue Shiekd is the ¥ade name of Anthem Insurance Companies, Inc.
5 Aaindependenticensee of the Blue Cross and Bive Shield Associaton.
IN LG HSA BLUE 30 SOB Rev. 205 @Registered marks Blue Cross and Blue Shield Association.
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Your Anthem Benefits =

MSD of Wayne Township
Blue Preferred® Primary (HMO)
Summary of Benefits, Effective January 1, 2

009

avered Bene ol ; I\ietwoi'k'
Deductible (Single/Family) $250/$500
Out-of-Poclz. Lirit (Singie/Family) $3,000/$6,000
Physician Home z1d Ofiice Servicas (PCPISCP) $35

Primary Care Physician (PCP)/Specially Care Physician (SCP)
Including Office Surgeries and allergy serum:

o allergy injections (PCP and SCP) No copayment/coinsurance (if billed with office visit copay, then copay applies)
o allergy testing No copayment/coinsurance (if billed with office visit copay, then copay applies)
o routine and non-routine mammograms $35

(regardless of outpatient setting)
o diabetic aducation (regardiess of outpatiert setting) $35
e certain medical nutritional therapy (regardless of outoatient setting) $35

Preventive Czre Services

Services includa b, zre noiimitac £

Routine Exarms, Pviz Exams, Pap tasting, PSA tests, Immunizations?,
Annual diabetic zys exam, Routine Vision and Hearing exams

¢ Physician Home and Office Visits (PCP/SCP) $35
o Other Outpatient Services @ Hospital/Alternative Care Facility $150
Emergency and Urgent Care
* Emergency Room Services @ Hospital (facility/other covered services) $100
(copayment waived if admitted)
o Urgent Care Center Services $50
Inpatient and “utpatient Profassional Services No copayment/coinsurance

Include but are not limited to:

o Medical Care visits (1 per day), Intensive Medical Care, Concurrent Care,
Consultaticr:s, Surgery and admivistration: of general anesthesia and
Nawborn exarrs

Inpatient Facility Services $500

Unlimited days except for:

» Unlimited days for physical medicine/rehab (limit includes Day Rehabilitation
Therapy Services on an outpatient basis)

 Unlimited days for skilled nursing facility

Outpatient Surgery Hospital/Alternative Care Facility 1 $250
 Surgery ana administration of general anesthesia
Other Outpatient Sevvices (including ou: not lirited to): | 5150

o Non-Surgical Outpatient Services
For example: MRlIs, C-Scans, Chemotherapy, Ultrasounds and
other diagnostic outpatient services. (regardless of place of service)

o Home Care Sevvices 1 20%
Unlimited visis {exciudes IV Therapy)
o Durable Medical Equipment and Orthotics 20%
Unlimited beneft maximum (excluding Prosthetic Devices and Medical Supolies)
o Prosthetic Devices Unlimited benefit maximum 20%
o Physical Medicine Therapy Day Rehabilitation programs $150
¢ Hospice Care No copayment/coinsurance
o Ambulance Services No copayment/coinsurance

Anthem Blue Cross and Blue Shield is the trade name of Anthem Insurance Companies, Inc.
Anindependent licensee of the Blue Cross and Blue Shield Association.

IN LG HMO BLUE 3.0 SOB Rev. 8/07 ®Registered marks Blue Cross and Blue Shield Association.



Covered Berief D
Outpatient Therapy Servnces (I|m|ts apply)

e Physician Home and Office Visits (PCP/SCP) $35
o Other Outpatient Services @ Hospital/Alternative Care Facility

Limits apply to:

o Physical therapy/Occupational therapy: 60 visits

o Manipulation therapy: 12 visits

o Speech therapy: 20 visits

Behavioral Health Services:
Mental Health and Substance Abuse?
(limits and maximums app!y)

o drpaicnc ooy o 1200

e Physician Home and Omce Visits (PCPISCP) $35

o Qutpatient Services @ Hospital/Alternative Care Facility $150

Human Organ and Tissue Transplants? No copayment/coinsurance
¢ Acquisition and transplant procedures, harvest and storage.

Prescription Drugs Network
Tier structure aquals 1/2/3 (and 4, if applicable)

Specialty Medicatiov:s must be obtained via sur Specialty Pharmacy network.

Network Retail Pharmacies:

L]

(30-day supnly) $20/$40/380

Dizhefic Text Srrip l Nc copayment/coinsurance

;

o Anthem Ry Direct Mail Service: j

(90-day supply) $40/$80/$160

Diabetic Test Siip No copayment/coinsurance
Medicare Rx - ‘Nrap

Lifetime Maxii s’

Medical $5 million
Surgical Treatment of Morbid Obesity (contributes toward the medical lifetime i Unlimited
MEimurs,) '

Notes:

Prescriptior 1irug deductibles/copayments/coinsurance are excluded from the out-of-pocket limits.

L]
o Deductible(s) apply only to covered medical services listed with a percentage (%) coinsurance. However. the deductible does not apply to Emergency Room Services @
Hospital where a percentage () coinsurance applies to other covered services.
o Dependen: age: o the end of calendar year:which the child attains age 24 .
o Physicians Home and office visit copayment also applies if the office visit is billed with allzrgy injections.
o No copaymeri censurance means no deductible/copayment/coinsurance up to the maximem allowable amount.
o PCPisa Nevwork Provider who is a practitioner that specializes in family practice, general practice, internal medicine. pediatrics. obstetrics/gynecology. geriatrics or
any cther Neswverk srovider as eliowed by the plan.
o SCPis a Nenvork Provider. other than a Primary Care Physician, who provides services within a designated specialty area of practice.
o Certzin dinli dcand asthmatic supplies have no deductible/copayment/coinsurance up to *he maximum allowable amount at network pharmacies except diabetic
‘test strips.
. Benefii period = calendar vear
T/z(m cov vicey are itoi subject (o the deductible/copavment if vou have a flat dollar copayment and if rendered without an office visit.
‘We ence: ot contact O Mental Health Subcoatractor to assure the use of appropriate procedures, setting and medical necessity. Refer to Schedule of Benefits

Jfor Iimila//m.

L N . . . N
“Kidney and Cornea are treated the same as any other illness and subject to the medical benefits.

“Prescription Drugs do not accumulare toward the Medical Lifetime Mavimum. However, onc the Medical Lifetime Maximum is met, no additional Prescription Drug claims

will be paid.

IN LG HMO BLUE 3.0 50B Rev. 8/07
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Pre-existing Exclusion Period:
We will not provide henefits for services. supplies or charges for any pre-existing condition for the time period specified below (subject to HIPAA portability requirements):

12 months after the member's enrollment date

A pre-cxisting condition is a condition (mental or physical) which was present and for which medical advice. diagnosis, care or treatment was recommended or received
within the 6-month period ending on the member's enrollment date. Pregnancy and domestic violence are not considered a pre-existing condition. Genetic information may
not be used as a condition in the absence of a diagnosis.

This summary of benefits is intended 10 be a brief outline of coverage. The entire provisions of benefits and exclusions are contained in the Group Contract, Certificate and
Schedule of Benefits. In the event of a conflict between the Group Contract and this description, the terms of the Group Contract will prevail.

Anthem Blue Cross ind B(I’ue Sh;eld[ils the wade{ s‘am‘; of énthem Insglrancse Com::snies. Inc.
n independent licensee of the Blue Cross and Blue Shield Association.
IN LG HMO BLUE 3.0 SOB Rev. 8/07 ®Registered marks Blue Cross and Blue Shield Association.



Your Anthem Benefits

Anthem. 29

MSD of Wayne Township
Blue Access™ (PPO)
Summary of Benefits, Effective January 1, 2009

EMBER'S RESPONSIBILITY)
$500/$1 000 Nvl-rvm k’$ 1 000/$2,000 Non-network

Qub et u( &'

Marimam (Cmﬂ o/ umsly)

$2,000/54,000 Melwork/$4,000/$8,000 Non-natwork

Office Services

o Including Allergy - testing and treatment
- _serum and injections!

$35 Network/40% Non-network Per Visit

Preventive Care

$35 Network/40% Non-network Per Visit. Included with no age or dollar fimits; Non-network benefits
apply. Preventive care includes: medical history, mammograms', pelvic exams and Pap tests,
immunizations', routine and annual diabetic eye exams and hearing exams.

Maternity Services

20% Network/40% Non-network

Inpatient Services

20% Network/40% Non-network per admission

Uididairs .vi( racllity Seivices

20% Networki4G% ivon-netwok

Proies sioraliHoine Care (hpatient/Outpatient)

20% Network/40% Non-network

Ernergency and Urgent Care:
Emergency Care in ER Room
(covers all services, waived if admifted)
Urgent Care Facility

$150 Network or Non-network

$50 Network or Non-network

Hospice/Ambulance

Covered in fult Nefwork or Non-network

Medical Supplies, Equipment and Appliances

20% Network/40% Non-network

Outpatient Therapy Visit Limits
{Lirnits apply to Network/Non-network combined visits.)

Physical/Occuipational
Spinal Waripulation

Sp ech

60 Network and Mon-network combined visits; same copay as office services
12 Network and Nor-network combined visils; same copay as office services
20 Network and Non-network combined visits; same copay as office services

- Mental Healtﬁ and Substarce Abuse?

Covered as any other illness. Subject to same copays, deductibles and maximums.

Lifetime Maximum

$5 million Network and Nen-network combined (Excluding human organ and tissue transplants)

Human Organ and Tissue Transplants?

Covered in full Network/50% Non-network (Does not count toward out-of-pocket maximum)

Prescription Drug Options:
Network Retail Pharmacias:
(30-clay supply)

Anthem Rx Direct Mail Service:
"00-day supply)

Network Non-network

$20 formulary generic/$40 formulary brand 50% Non-network
$80 non-formulary generic/brand

$40 formulary generic/$80 formulary brand
$160 non-formulary generic/brand

Not covered Non-network

Large Group PFO Rev. 1104

Anthem Blue Cross and Blue Shield Is the trade name of Antham Insurance Companies, Inc.
An independent licensee of the Blus Cross and Blue Shield Association.
®Registered marks Blue Cross and Blue Shield Association.



Notes:

»  The deductibles and copayments (except prescription drug and human organ and lissue transplants, excluding kidney and cornea)
apply toward the out-of-pocket maximums.

o The deductible(s) apply only to covered services listed with a percentage (%) copayment.

Network and Non-network deductibles, copayments and out-of-pocket maximums are separate and do not accumulate toward

[ ]
cach other.
¢ Dependent age: to the end of the calendar year of age 24.
o Certain diabetic and asthmatic supplies are covered in full at network pharmacies.
*  Office services also includes office surgeries and preconception careleducation.
'7 These covered services are covered in full if you have a flat dollar copayment and if rendered without an office services.

We encourage you to contact our Mental Health Subcontractor to assure the use of appropriate procedures, settings and Medical

Necessity. Refer to the Schedule of Benefits for limitations.

> Human organ and tissue transplants (except kidney and cornea) are covered in full Network; 50% Non-network. Does not count
toward the out-of-pocket maximum. Subject to a separate 81 million lifetime maximum Network and Non-network combined.
Kidney and cornea are covered same as any other illness and subject to the medical lifetime maximum.

Y [fapplicable, all prescription drug expenses (Networl/Non-network, Retail/lMail-service combined) apply to the per individual

deductible. Once the deductible is met, the appropriate copayment applies.

Non-network Limits:
*  Physical medicine and rehabilitation limited to 60 days per calendar year (Network and Non-network combined).

o Home care is limited to 30 visits per calendar year.

Precertification:

Members are encouraged to always obtain prior approval when using Non-network providers. Precertification will avoid any unnecessary
reduction in benefits for non-covered or non-medically necessary services.

Pre-existing Period Limit:
We will niot provide benefits for services, supplies or charges for any pre-existing condition for the time period specified below (subject to
HIPAA Portability requirements):

12 months after the member's enrollment date

A pre-existing condition is a condition (mental or physical) which was present and for which medical advice, diagnosis, care or treatment
was recommended or received within the six month period ending on ihe member's enrollment date. Pregnancy is not considered a pre-
existing condition. Genetic information may not be used as a condition in the absence of a diagnosis.

This benefit description is intended to be a brief outline of coverage. The entire provisions of benefits and exclusions are contained in the
Group Contract, Certificate and Schedule of Benefits. In the event of a conflict between the Group Contract and this description, the terms
of the Group Contract will prevail,

Large Group PPO Rev. 11/04



Your Anthem Benefits , Anthem. &9

MSD of Wa ayne Township
Blue Access for Health Savings Accounts Option H6

Summary of Benefits, E ecttve Januar 1 2009
] theod i N .

Covered Behefits i i 1;';‘ijf;11v R j =';_’ ;.? et o Network L o Non-Network

Deductible (Smgle/Famlly) Smgle $2,000 Single: $4,000

Family coverage requires the family deductible to be met before Family: $4,000 Family: $8,000

coinsurance apolics. The single dadiictible does not apply to family

coverage.

(This only apg e o non-2mbaade § :feductible designs)

Out-of-Focker Lirtiit {SinglelFaivily) Smgle $2,000 Single: $8,000
Family: $4,000 Family: $16,000

Physician Horne and Office Servicas (PCP/SCP) 0% 30%

Primary Care Physician (PCP)/Specialty Care Physician (SCP)

o Including Office Surgeries and allergy serum, allergy injections
and allergy tasting

Preveniije Cu.o Suiving;

Services include but are not imited to:

Routine Exams, Pelvic Exams, Pap testing, PSA tests,

Immunizations, Annual diabetic eye exam, Annual Vision

and Haaring axams, Routine Mammegrams, Diabetic Education and |

Certain Medical Mutritional Therapy (Watwork only) |

o Physician Home and Office Visits (PCP/SCP) | No copaymenticoinsurance 30%

o Other Outpatient Services @ Hospital/Alternative Care Facility No copayment/coinsurance 30%

Emergency and Urgent Care

o Emergency Room Services @ Hespital 0% 0%
(facilitylother covered services)
(copayment waived if admitted)

o Urgent Ga> Center Services 0% 0%

Inpatient and (Jutpalien1 Professionat Services i 0% 30%

Include but are not limited to:

¢ Medical Care visits (1 per day), Intensive Medical Care,
Cencurre~ Czre, Consultations, Surgery an acdministration
of general 2 esia and Newhcrn exams :

Inpatient Facility Services 0%

Unlimited days except for:

¢ 60 days Network/Non-Network combined for physical
medicine/rehab (limit includes Day Rehabilitation Therapy
Services 07 an outpatient basis)

* 90 days Network/Non-Network combined for skilled nursing facility |

Outpatiant S: ' yery - ‘oep itel/Aliernative Care Facility ;0% 30%

o Surgery ane adminisiration of ceneul anesthesia

Other Cutpatient Services (including but not limited to):

o Non Surgical Oufpatient Services
For exampie: MRIs, C-Scans, Charmotherapy, Uttrasounds
and otner astic outpatient services.

o Home Care Caivices (Natwork/Non-network combined)
90 visits (excludes IV Therapy)

o Durable Medical Equipment and Orthotics
(Network/Non-network combined)
$4,000 benefit maximum (excluding Prosthetic Devices and
Medical Supplies)
Prosthetic Devices $4,000 benefit maximum

o Physicel Madicine Therapy Day Renabilitation programs

e Hospice Care

o Ambulance Services

30%

‘ 0% 30%
!

0% 0%
| 0% 0%

Anthem Blue Cross and Blue Shield is the trade name of Anthem Insurance Companies, Inc.
An independent licensee of the Blue Cross and Blue Shield Association.

IN LG HSA BLUE 3.0 SOB Rev. 9/05 ®Registered marks Blue Cross and Blue Shield Association.



| Bi S b n i Network i : Non-Network
Outpatient Therapy Services
(Combined Network & Non-Network limits apply)
« Physician Home and Office Visits (PCP/SCP) 0% 30%
« Other Outpatient Services @ Hospital/Alternative Care Facility 0% 30%
Limits apply to:

e Physical therapy: 20 visits

o Occupational therapy: 20 visits

s Manipulation therapy: 12 visits

o Speech therapy: 20 visits
Behavioral Health Services:

Mental Health and Suhstance Abuse!
Inpatient Faciiy sav.s s

o Physician Home and Office Visits (PCP/SCP) 0% 30%
o Other Cutnztiznt Services @ Hospital/Alternative Care Facility 0% 30%

0% 30%
Human Organ and Tissue Transplanis 0% 30%

o Acquisition and transplant procedures, harvest and storage.

Prescription Lirugs

Network Tier structure equals 1/2/3 (and 4, if applicable)

o Network Retail Pharmacies: ' 0% 30%?2
(30-day supply) '
Includes diaoetic test sirip

o Anthem #: i 0% Not covered
(90-day steply) ;
Inciudes ciabelic test strip :
Medicare Fx - Wrap

Lifetime Maximurm (Combined Network and Non-network)? !
Mediczl i $5 million $5 million
Surgical Treaiment of Marbid Obesity (contributes toward the Not covered Not covered
medical life!-rna maximum)

Notes:

o Al deductiy zx and comsuraince apply toward the out-of-pocket maximum including prescription drugs. (Excludes Non-network Human Organ and Tissue Transplants).
. ~(:! apply: o covered services listed with a percentage (%) coin:urance including prescription drugs.

. : el Noa-nencork deductibles. copayments. coinsurance and out-of-pocket maximums are separate and do not accumulate toward each other.

o Dependent Age: 1o the end of the calendar vear which the child attains agz 24 .

NG o e e s a0 dedictiblescopaymenticoinsurance iip to the maximum allowable amount. 0% means no coinsurance up to the maximum allowable

aronont fleveves v acsing a Non-network provider. the member is respensible for any balance due afier the plan payment.
o PCPisa Nenvark Provider who is @ practitioner that specialized in familv practice. general practice. inteinal medicine. pediatrics. obstetrics/gynecology. geriatrics or
any other Network provider as allowed by the plan.
o SCPisa Network Provider. other than a Primary Care Physician, who provides services within a designated specialty area of practice.
o Certain diabetic and osthmaric supplics have no deductible/copayment/coinsurance up to the maximum allowable amount at network pharmacies except diabetic
test strips.
o Benefii period = calendar year
"We encourage ~ou to contazt Our Mental Health Subcontractor to assure the use of appropriate procedures. setting and medical necessity. Refer to Schedule of Benefits
Sfor limitations.
2Ry non-nenwork cicheticzasthmatic supplies not covered except diabelic test Urips.
*Prescription Divas do not accumulate toward the Medical Lifetime Maximur. However. once the Medical Lifetime Maximum is met, no additional Prescription Drug claims
will be paid.
Precertification:
o Members a: v enrouraged (o alwavs obtain prior approval when using non-network providers. Precertification will help avoid any unnecessary reduction in benefits
for non-coveied o non-medically necessary services.

v

Pre-e.ciaiiag Lo fusii Fesiod:
We will not provide herefits for services. supplies or charges for any pre-exisiing condition for the time period specified below (subject to HIPAA portability requirements):

12 months after the member's enrollment date
A pre-cxisting condition is & condition (mental or physical) which was present and for which medical advice, diagnosis. care or treatment was recommended or received
within the 6 montiz pesiod cading on he member’s enrollment date. Pregnancy and domestic violence are not considered a pre-existing condition. Genetic information may not
be used as a condition in the absence of a diagnosis.

This summary of benefits is intended to he a brief outline of coverage. The entire provisions of benefits and exclusions are contained in the Group Contract, Certificate and
Schedule of Benefits. In the event of a conflict between the Group Contract and this description, the terms of the Group Contract will prevail.

Anthem Blue Cross and Blue Shield is the trade name of Anthem Insurance Companies, Inc.
| An independent licensee of the Blue Cross and Blue Shield Association.
IN LG HSA BLUE 3.0 SOR Rev. 8105 ®Registered marks Blue Cross and Blue Shield Association.
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Your Authem Benelits

MSD of Wayne Township
Blue Preferred® Primary (HMO)
Summary of Benef s, Eﬂectzve Janualy I, 201 0

- .Network

Deductible {Single/Family) $250/$500
Out-of-Pocket Limit (Single/Family) £3,000/$6,000
n e and Cfics evices :P(,P/QCD) $35

Prims -y Carg Fhysician (PCF ySpecialty Sare Physician (SCF)
‘nsheing ffica Surgeries 216 2'lergy serum:

» allergy injections (PCP and SCP) No copayment/coinsurance (if bilied with office visit copay. then copay applies)
o aliergy testing No copayment/coinsurance (f bilied with office visit copay. then copay applies)
¢ routine and non-routine mammograms $35

(regardless of outpatient setting)
* diabetic education (regardless of outpatient setting) $35
o certgin medical nutritional therapy (regardless of outpatient setling) $35

reveriive Care Services
Services include but are not limited to:

Rautine Exams, Pelvic Exams, Pap testing, PSA tesls. Immunizations!,
Annual dizbelic eye exam. Roiting Vision and Hearing exams

o Enysician Home and Cfiice Visits (PCPISCP) $35
o (wer Oulpatient Services @ Hospital/Alternaiive Care Facility i $150
i Emergency ant Urgent Care '
¢ Emergency Room Services @ Hospital (facilitylother covered services) $100
{copayment waived if sdmitted)
+ Urgent Care Center Services $50
Inpatient and Outpatient Professional Services No copayment/coinsurance

Include but are not limited to:

« Medical Care visits (1 per day), Intensive Medical Care, Concurrent Care,
Consultations, Surgery and administration of general anesthesia and
Newbcir exams

Inpatient Facility Services $300

Unlimy ted r'eys exrppi for

i madicirefighab (limit includes Day Rehabilitation

@ <.
Therapy Servi atient basis)
{ o Lstimitad gave for skifize rursing facility
Outpafi@ﬁ? Surgery Hespital/Alternative Care Facility $250
 Suitgery ana administrstion of general anesthesia i
Other Quipatient Services (including but not limited to): $150

e Man-Sugical Outzztient Servces
Fer exemple: MRIs, C-Scars, Chemotherapy, Ultrasounds and
ofher diagnostic outpatient services. (regardiess of place of service)

« Home Care Services 20%
Uslimited visits {exciudes [V Therapy)
¢ Durabie Medica! Equipment and Orthotics 20%
Unlimited benefit maximum (excluding Prosthetic Devices and Medical Supplies)
«  Prosthelic Devings Unlinvited benefit maximum - 20%
e Physical Medicine Theiapy Lay Rehabilitation programs $150
« Hospice Care Na copaymenticainsurance
o fimdalance Services Ne copayment/coinsurance

Antham Blue Cioss .w Biua Shield i the trade name of Anthem Insusance Coinpanes, e’
Anindepandent hoatsed of tha Do Croas and Blua Shold Assaciaon.

INLG HMG BLUE 216 50B Rev. 8407 BRogisterext marks Blue Cross and Blu Shisld: Astociaton



Network:" ..

Outpatient Therapy Services (limits apply)
o Physician Home and Office Visits (PCP/SCP) $35
+  Cther Qutpatient Services @ Hospital/Altemative Care Facility
Limits apply to:

o Physical therapy/Occupational therapy: 60 visits

o Manipulation therapy: 12 visits

* Speech therapy: 20 visits

Behavloral Health Services:

Mental Health and Substance Abuse?

(limits and maximums apply)

 Inpatient Facility Services $500
i Visits (FCPISCPY $75

v Cuipation, Seracey vy dadilergtive Care Fasity $i55

n

Human Organ and Tissue Transplants® No copaymenticoinsurance
» Acquisition and transpiant procedures, harvest and storage.

Prescription Drugs Network
Tier structure equals 1/2/3 (and 4, if applicable)
e Networl Retail Pharmacies:

{30-day supply) $20/540/$80:$5¢C
Ciabeic Test Strip No copaymenticoinsurance
e Anthem Rx Direct Mail Service: $40/380/5150/5160

day supely)

iabetic Test Stri No copaymentcoinsurance
Diabetic Test Strip copay: o

fkecicare Rx - Wrap

Speciaity Medications must be obtained via our Specially Pharmacy network.

Lifetime Magimum®

Medical 85 million
Surgeal Trealment of Morbid Obesity (contributes toward the medical lifetime Unlimited
raaximuim)

Naotes:

* Prescription g deductiblesicopaymentsicoinsurance are excluded from the out-of-pock fintits.

o e auly K ed medical services listed with a percentage (%) evinsurcnce. However. the deductible does not appiv (o Emergency Room Services @
Flospited w o pereeniage |

Dvevendest age: to the e

coinsnrance applies 1o other covered sery
arwliich the clild attains age 24

-

«  Pivsicians Home aad i copasment olso applies if the office visit is bitled with allor gv infections.

o Ne copaivmentieninsns mieans no deductivle;copayment/coinsurance up ta the meinm n alicwable emount

v POPisa Network Provides who is o praesitioner that specializes in family practice. geneiid pracice, internal medicine. pediatrics, obstetrics‘genecology, geriatrics or
ass aha Netaark provider as allenved by the plas,

. crwark Provider, ather than a Prime y Care Physicion, who provides services within a designuted speciatty area of practice.

. ctic and astlmatic supplies have no deductiblecopaymenticoinsurance up to e maximum allowabie anount at nepwork pharmacies except diabetic

enddar vear
e nat subject 16 the deductiblescopasment i you heve a fat dollar comavinent and il rendered widhout an office visit.
e vouio cominet Our Mentd Healtl Subcontructor 1o assie the wse of appropric te procedures. sefiing ami medicel necessity. Refer to Schedule of Benelits

e encom:

for o
Jk’m’ur st Coraca e trected e smue as.eny other iliness and subject 1o the medical henejiis. )
Prescrepuon Drvgzs de not aconmudate wward the Medical Lifetime Maximum. However. once the Medical Lifetine Mavimum is met no additional Presceiption Diug chrims

Wil £ puicd.

Pre-existing Fxclusion Period:
Wewiil not provide benefits for services, supplies or charges for any pre-existing condition for the time period specified below (subject to HIPAA portability requirements):

F2 months ugier she member s enrolinent dute

A precasting condition is a condicon (mental or physicali sehich was present ad for which medical advice. iHagnosis, care or freaument was recomméaded or received
WHthiti Lt Gmonth pestod endmg ou the sember s enrolintent dote. Peegnimey ard donwestic viofence are nor cansidered a pre-existing condition. Genetie iifformation may
not be used as a cawdition in the absence of a diagnasis,

This surssaary of benefits is intended 1 be a brief ontline of coverage. The entive provisious of beusfis and exclusions ave eastained i fhe Gronp Coiact, Costificate and
Schreduie of Benefits. n the event of a contlict between the Group Contract and thix description, the terus.of the Group Contragt witl prevedl,

Anthem Blua Cross and Bue Shiald is the e name of Anihem taytances Companies. inc
N Anvindeparajunt licarsee of he Blus Tross and Biue' Shield Assaciation
0500 Ray 843 & Roiskoted maiks Buo Craes nd Bius Stuskd Assaciation
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Your Anthem Benefits

MSD of Wayne Township

Blue Access*™ (PPO)

Anthem @9

Summary of Benefits, Effective January 1, 2010

COVERED BENEFITS

Deductible ( Smgle/Famnlz
{Applies only to percent (%) copaymenis)

NETWORK/NON-NETWORK (MEMBER'S RESPONSIBILITY)
$500/%1,000 Network/$1,000/$2,000 Non-network

Out-of-Pocket Maximum (Single/Family)

$2,000/$4,000 Network/$4,000/$8,000 Non-network

Office Services

e Including Allergy - testing and lreatment
—__serum and injections'

$35 Network/40% Mon-network Per Visit

Preventive Care

$35 Network/40% Non-network Per Visit. Included with no age or dollar limits; Non-network benefits
apply. Preventive care includes: medical history, mammograms’, pelvic exams and Pap tests,
immunizations’, routine and annual diabetic eye exams and heanng exams.

Maternity Services

20% Network/40% Non-network

Inpatient Services

20% Network/40% Non-network per admissicn

Outpatient Facility Services

20% Network/40% Non-network

ProfessionallHome Care (Inpatient/Outpatient)

20% Network/40% Non-network

Emergency and Urgent Care:

Emergency Care in ER Room
{covers all services, waived if admitted)

Urgent Care Facility

£150 Network or Non-network

850 Network or Non-network

Hospice/Ambulance

Covered in full Network or Non-network

Medical Supplies, Equipment and Appliances

20% Network/43% Non-network

Outpatient Therapy Visit Limits

{Limits apply to Network/Non-network combined visits.)

Physical/Occupational
Spinal Manipulation
Speech

60 Network and Non-network combined visits: same copay as office services
12 Network and Non-network combined visits; same copay as office services
20 Network and Non-network combined visits; same copay as office services

» Mental Health and Substance Abuse’

Covered as any other illness. Subject to same copays, deductibles and maximums,

Lifetime Maximum

85 million Network and Non-network combined {Excluding human organ and tissue transplants)

Human Organ and Tissue Transplants’

Covered in full Network/50% Non-network {Does not count toward out-of-pocket maximum)

Prescription Drug Options: Network Non-network
Network Retail Pharmacies: $20 formulary generici$40 formulary brand 50% Non-netwark
{30-day supply) $80 non-formulary genericibrand .
Anthem Rx Direct Mail Service: $40 formulary generic/$80 formulary brand Not covered Non-network
{80-day supply) $160 non-formulary genericibrand

Lago Growp PRPORev 1104
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Notes:

o The deductibles and copayments (¢
apply toward the out-of-pocket maximums

o The deductible(s) apply only to covered services listed with a percentage (%v) copayment.

o Nenvork and Non-network deductibles. copayments and owr-of-pockel maximums are separate and do not accumudate towurd
cach other.

o Dependent age: to the end of the calendar year of age 24.

o Certain diabetic and asthmatic supplies are covered in full at network pharmacics.

o Office services also includes office swrgeries and preconception careieducation,

" These covered services are covered in full if you have a flat dollar copayment and if rendered without an office services.

Y We encourage vou 1o contaci our Menial Health Subcontractor to assure the use of appropriate procedures. settings and Medical
Necessity. Refer 1o the Schedule of Benefits for limitations.

' Human organ and tissue transplants (except kidney and cornea) are covered in full Network: 50% Non-network. Does not count
tovward the out-of-pocket maximum. Subject to a separate $1 million lifetime mavimum Network and Non-netsork combined
Kiidney and cornea are covered same us any other illness and subject to the medical lifetime maximion.

Y Wapplicable, all presceiprion diug expenses (Network!Non-network, Retail-Mail-service combined) apply to the per individia!
deductible. Once the deductible is met. the appropriate copayment applies.

cept preseription drug and human organ and tissue transplants. excluding kidney and cornea)

Non-network Limits:
o Physical medicine and relabilitation limited to 60 days per calendar year (Network and Non-network combined).

o Home care is limited to 30 visits per calendar year.

Precertification:

‘on-nenwork providers. Precertification will avoid any unnecessary

Mcembers are enconraged o always obtain prior approval swhen using
reduction in benefits foar non-covered or non-medically necessary services.

Pre-existing Period Limnit:
We il not provide benefits for services, supplies or charges for any pre-existing condition for the time period specificd below (subject to
HIPAA Portability requirements):

12 monihs after the member s envolment duate

A pre-existing condition is a condition (mental or physical) which was present and forwhich medical advice. diagnosis, care or treatment
was recommended or received within the six month period ending on the member s enroliment date. Preguancy is not considered a pre-
existing condition. Genetic information may not be used as a condition in the absence of a diagnosis.

Thix benefit descriprion 1s infended to be @ bricfoutline of coverage. The entire provisions of benefits and exclusions are contained in the
Group Contract, Certificaic and Schedude of Benefits. In the event of a conflict between the Group Contract and this deseription, the terms
of the Group Contract will prevail.

Largd Group PEO-Rey 1444



Your Anthem Benefits Anthem. @

MSD of Wa /e Township
Blue Access™ for Health Sa vings Accounts Option H6

Summary of Benefits, Effective January 1 2010
‘ " 'Network IR Non-Network

Covered Benefits :
Deductible (Single/Family) Single: $2,000 Single: $4.000

Farmily coverage requires the family deductible to be met before Family. $4,000 Family: $8,000

coinsurance applies. The single deductible does not apply to family

coverage.

(This only applies to non-embedded deductible designs)

Out-of-Pocket Limit (Single/Family) Single: $2,000 Single: $8,000

Family: $4,000 Family: $16,000

Physician Home and Office Services (PCPISCP) 0% 30%

Primary Care Physician (PCP)iSpecialty Care Physician (SCP)

« Including Office Surgeries and allergy serum, aflergy injections
and allergy testing

Preventive Care Services

Services include but are not jimited to:

Routine Exams, Pelvic Exams, Pap testing, PSA fests,

Immunizations, Annual diabetic eye exam, Annual Vision

and Hearing exams, Routine Mammograms, Diabetic Education and

Certain Medical Nutritional Therapy (Network only)

« Physician Home and Office Visits (PCP/SCP) No copayment/coinsurance 0%

o _Other Outpatient Services @ Hospilal/Attemative Care Faciity | No copayment/coinsurance 30%

Emergency and Urgent Care

* Emergency Room Services @ Hospitat 0% 0%
(facility/other covered services)
(copayment waived if admitted)

« Urgent Care Center Services 0% 0%

Inpatient and Outpatient Professional Services 0% 30%

Inctude bul are not imited lo:

¢ Medical Care visits (1 per day), Intensive Medical Care,
Concunent Care, Consuiltations, Surgery and administration
of gereral anesthesia and Newborn exams

Inpatient Facility Services 0% 30%

Unlimited days except for:

+ 60 days Network/Non-Network combined for physical
medicinefrehab (limit includes Day Rehabilitation Therapy
Services on an outpatient basis)

* 90 days Network/Non-Network combined for skilled nursing facility

Outpatient Surgery Hospital/Alternative Care Facility
« Surgery and administration of general anesthesia

Other Qutpatient Services {including but not limited to):

» Non Surgical Outpatient Services
For exampie: MRIs. C-Scans, Chemotherapy, Ultrasounds
and other diagnostic outpatient services.

« Home Care Services (Network/Non-network combined)
90 visits {excludes IV Therapy)

¢ Durable Medical Equipment and Orthotics
(Network/Nen-network combined)
$4.000 benefit maximum (excluding Prosthetic Devices and
Medical Supplies)
Prosthetic Devices $4,000 benefit maximum

* Physical Medicine Therapy Day Rehabilitation programs

» Hospice Care

« Ambulance Services

0% 30%

0% 30%

0% 0%
0% 0%

Antham Bhye Cross md [kio Shigkd 18 the wade oame of Anthars bnwsrane Corny Ine:
indupandent hrensse.of tha Bie.Cross and Blue Shiald Assonabon
IN LG HS4 BLUE 30 SOBRev 9105 BRagls! Tharks Blue Croes and Blue Shiald Assobiation



Covered Benefits : Network

Outpatient Therapy Services
(Combined Network & Non-Network limits apply)

« Physician Home and Office Visits (PCP/SCP) 0% 30%
« Other Outpatient Services @ Hospital/Allernative Care Facility 0% 0%
Limits apply to:

«  Physical therapy: 20 visits

e Occupational therapy. 20 visits

«  Manipulation therapy: 12 visits

o Speech therapy: 20 visits
Behavioral Health Services:

Mental Health and Substance Abuse’
Inpatient Facility Services

« Physician Home and Office Visits (PCP/SCP} o7, 30%
« Other Qutpatient Services @ Hospilal/Alternative Care Facility 0% 30%
0% 30%
Human Organ and Tissue Transplants 0% 30%
« Acquisition ang transplant procedures, harvest and storage.
Prescription Drugs
Network Tier structure equals 1/2/3 (and 4, if applicable)
o Network Retail Pharmacies: 0% 30%’
(30-day supply}
Includes diabetic test strip
¢ Anthem Rx Direct Mail Service: 0% Not covered
(90-day supply)
Includes diabetic lest strip
Medicare Rx - Wrap
Lifetime Maximum (Combined Network and Non-network)*
Medical $5 million $5 million
Surgical Treaiment of Morbid Obesity {contibutes toward the Not covered Not covered

medlcal lifetime maximum;)

Notes:

o All deductibles amd coinswance apply toward the ont- of-pocket maximum including preserviption deugs. (Excludes Non-nenwork Human Organ and Tisswe Traasplanis),
o Decuctible(s) apply io covered seivices listed with a per: (%) coinsurance inchiting prescription dygs.

o Network and Non-netwaork dednctibles, coparments, ceinsuraince and out-od-pocket mavimums are seperate and do not accunmnlate toward each other.

L]

*

Depewident Age: (o e end of the calendar vear whict the child oitains o St
Na copaymentcoinsusance means no dsductible copaymenticoinsiance wp to the maxinmmm gllowable quionnt, (125 means no coinsyrance wp to te maxinmar olfowabiv

amonnt, oy bt chogsing a Nou-nctwork provider, the siessber is vesponsible for any balance due after the plan paytent
o P(Pisa ’\'ci\m:k Provider who is @ practitioner that specialized in family practice, gmnal practice. imernal medicine, pediatrics, abstetricsiginecology., geriatrics or

‘erwork provider as allowed by the plan.
her than a Primary Care Physician, wha provides services within a designared specialty area of practice

. o B N
. ((‘v tais diabetic and asthuatic supplies have no deductiblescopaymenticainswrance up to the maxinon allowable amount at nctwork pharmacies except diabesic

test strips.
7 Renefit peried = cafendar vear
e encaurage yo to contact Ow Menial Healthi Subcontractor to asswre the use of appropriate procedres, setting and medical necessity. Refer (o Schedule of Beacfits

ju/ fimiraitons
TRy non-network diabeticasthmatic supplies not covered except diabesic tes sirps
‘Preser iptiant rugs de ot acenmulite toward e Medical Lifetime Mavimun. However, once the Medical Lifetime Maxionan is met, no additional Prescrigrion Dy claiiy

will be paid.

Precertification:
e Members are enconraged 1o aiwars obtain prior npproval when using non-network proveders. Precestification will help avoid any unnecessary reduction in beuefits

1o nou-covered or non-medicath necessary services.

Pre-existing Exclusion Period:

We will sof provide bencfits fon sepvices. supplivs or chiarges for anv preexistng condition for the time perviod specified below (subject to HIPAA porability requirementy):
12 memthes cafter the wember's cnealiment date

ice. dingnosis, care or freatméent w commtended ov received

A pre-exisiing condition is a coudition {mental or plocsical) which was preseut and for which medic
v il constdered d pro-existing condition. Genctic diformetion nun ot

withist e G montd pereod enedimg o he menrher™s ciroliment dute. Pregrancy and domestic violenge
be wsed as a condition in tie abseave of o diagoosis.

This sumamery of bewefits is intended 1a he @ brics owline of cover age. The entire provisions of benelits and exclusions ave contained i the (Gronp Contract, Certificate anid
Schedule of Beuefits. ln the event of a conflict between the €6 eoup Contract and this description. tie terms of the Gronp Contract will prevail.

tkcknsn of the Bluts Croseand Blug Shiold Aswoéhm

Anthenr Blus Cross m) Blun Shiield 16 hé irade nane of Anthom Inkurance Carmpanios
KRegectored marks Bluo Crass aid Blve Shinld Association
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Your Summary of Benefits

Anthem X%

J

MSD of Wayne Townshlp
Blue Preferred® (HMO)
Effective January 1, 2011

Please note: As we receive additional guidance and clarification from the U.S. Department of Health and Human
Services, we may be required to make additional changes to your benefits

Gyvereg pe

$250/$500

Primary Care Physician (PCP)/
Specialty Care Physician (SCP)
Including Office Surgeries and allergy serum:
o allergy injections (PCP and SCP)
o allergy testing
o routine and non-routine mammograms (regardless of
outpatient setting)
o diabetic education (regardiess of outpatient setting)
o certain medical nutritional therapy (regardless of
outpatient setting)

Deductible (SmglelFamlly)
_Out-of-Pocket Limit (Single/Family) $3,000/$6,000 B —
Physnclan Home and Office Services (PCP/SCP) $35/835

No copayment/coinsurance (if biltad with OV copay, then copay applies.)
No Copaymen(/coinsurance (if billed with OV copay, then copay applies.)
$35

$35
§35

Preventive Care Services
Services include but are not limited to:
Routine Exams, Pelvic Exams, Pap testing, PSA tests,
Immunizations', Annual diabetic eye exam, Vision and
Hearing screenings
o Physician Home and Office Visits (PCP/SCP)
o Other Outpatient Services @ Hospital/Alternative
Care Facility

$35
$150

Emergency and Urgent Care

Emergency Room Services

o facilitylother covered services
(copayment waived if admitted)

Urgent Care Center Services

o MRAs, MRIs, PETS, C-Scans, Nuclear Cardiology
Imaging Studies,

o Allergy injections

o Allergy testing

$100

$50

Inpatient and Outpatient Professional Services
Include but are not limited to:

o Medical Care visits (1 per day), Intensive Medical
Care, Concurrent Care, Consultations, Surgery
and administration of general anesthesia and
Newborn exams

No copayment/coinsurance .

Blue 3.0

MSD of Wayne Townshin 3.0 BMO SOB HCR

Antham Blua Cross and Bius Shiekd is the trade name of Anthem b !nc“ 'limm
the ke Cross and Bilus Shiold Askociation. Mmmmrmmu

them insur
pames, inc. The Biue Cross and Biua Shisld names and symbols are ropwmdm-ksd the Bh- Cross and



Your Summary of Benefits

Covered Benetits

! Inpatient Facility Services
! Unlimited days except for:

$500

o Unlimited days for physical medicine/rehab
(limit includes Day Rehabilitation Therapy
Services on an outpatient basis)
o Unlimited days for skilled nursing facility o
Outpatient Surgery HospitallAlternative Care Facility $250
o Surgery and administration of general anesthesia o
Other Outpatient Services including but not limited to; $150 .
o Non-Surgical Outpatient Services
For example: MRIs, C-Scans,
Chemotherapy, Ultrasounds and
other diagnostic outpatient services.
o Home Care Services 20%
Unlimited (excludes IV Therapy)
o Durable Medical Equipment and Orthotics 20%
(excluding Prosthetic Devices,
limbs and Medical Supplies)
o Prosthetic Devices 20%
o Prosthetic Limbs
o Physical Medicine Therapy Day $150
Rehabilitation programs
o Hospice Care No copayment/coinsurance
o Ambulance Services No copayment/coinsurance

Outpatient Therapy Services (limits apply)

o Physician Home and Office Visits (PCP/SCP) $35/$35
o Other Outpatient Services @ Hospital/Alternative | $150
Care Facility
Limits apply to:
o Physical therapy: 30 visits
o Occupational therapy: 30 visits
o Manipulation therapy: 12 visits
o Speech therapy: 20 visits

Accidental Dental:

‘Copayments/Coinsurance based on setting where covered
services are received

o

(4]
©
o

Behavioral Health Services
Mental lliness and Substance Abuse2:

Inpatient Facility Services

Inpatient Professional Services

Physician Home and Office Visits (PCP/SCP)
Other Qutpatient Services, Outpatient Facility
@ Hospital/Alternative Care Facility,
OQutpatient Professional

$500

No copayment/coinsurance
$35/$35

No copayment/coinsurance

©

Human Organ and Tissue Transplants?

Acquisition and transplant procedures,
harvest and storage.

No copayment/coinsurance




Your Summary of Benefits |

_Covered Benefits
Prescription Drugs Network?
Tier structure equals 1/2/3 (and 4, if applicable)

o Network Retail Pharmacies: $20/340/$80/$80
(30-day supply)
Includes diabetic test strip No copayment/coinsurance
o Anthem Rx Direct Mail Service: $40/380/$160/$160
(90-day supply)
Includes diabetic test strip No copayment/coinsurance
Member may be responsible for additional cost when not
selecting the available generic drug. Out of Pocket Limit
Medicare Rx - Wrap

Specialty Medications must be obtained via our Specialty
Pharmacy network.

Lifetime Maximum$

Medical Unlimited

i Surgical Treatment of Morbid Obesity ' Unlimited

Notes:

O Prescription Drug deductibles/copayments/coinsurance are excluded from the out-of-pocket fimits.

O Deductidle(s) apply only o covered medical services listed with a percentage (%) coinsurance. However, the deductible does not apply to Emergency
Room Services where a copayment and coinsurance applies and may not apply to some Behavioral Health Services where coinsurance applies.

©  Dependent age: to end of the month which the child attains age 26

0 Specialist copayment is applicable to all Specialists excluding General Physicians, Internist, Pediatricians, 0B/GYNs and Geriatrics or any othes
Network Provider as allowed by the plan.

O When allergy injections are rendered with a Physicians Home and Office Visit, only the Office Visit cost share applies.

©  No copaymenticoinsurance means no deductible/copayment/coinsurance up to the maximum allowable amount.

O  PCP is a Network Provider who is a praclitioner that specializes in family practice, general practice, internal medicine, pediatrics,
obstetrics/gynecology, geriatrics or any other Network provider as allowed by the plan.

O  SCPis a Network Provider, other than a Primary Care Physician, who provides services within a designated specially area of practice.

O Certain diabetic and asthmatic supplies have no deductible/copaymenticoinsurance up to the maximum allowable amount at network pharmacies
except diabetic test strips.

O  Benefit period = calendar year

©  Prosthetic limbs are unlimited and do not apply lo the Plan Lifetime Maximum.

©  Mammograms (Routine and Diagnostic), Diabetic Education and Medical Nutritional Therapy are subject to the PCP/OV cost share in Network
office and outpatient facility settings.

©  Bebavioral Health Services: Mental Health and Substance Abuse benefits provided in accordance with Federal Mental Health Parily.

©  Preventive Care Services that meet the requirements of federal and state law, including certain screenings, immunizations and physician visits.

©  Preventive Prescription Drugs that meet the requirements of federal and state law.

1 These covered services are not subject to the deductible/copayment if you have a flat dollar copayment and if rendered without an office visit.

2 We encourage you to cantact Our Mental Health Subcontractor to assure the use of appropriate procedures, setting and medical necessity. Refer to Schedule of Benefits
for limilations. Behavioral Health Services (Mental Health and Substance Abuse) benefits provided in accordance with Federal Mental Health parity.

3 Kidney and Comea are trealed the same as any other iliness and subject to the medical benefits.

4 if applicable: all prescription drug expenses except tier 1, (Network/Non-network, RetailMail Service combined) apply to the per individual deductible. Once the deductible
is met, the appropriate copayment appfies.

Pre-existing Exclusion Period:
We will not provide benefits for services, supplies or charges for any pre-existing condition for the time period Specified below (subject to HIPAA portability requirements
and excludes Members under age 19):

12 months after the memher's enroliment date



Your Summary of Benefits |

A pre-existing cordition is a condition (mental or physical) which was present and for which medical advice. diagnosis, care or treatment was recommended or received
within the 6 month period ending on the member's enroliment date. Pregnancy and domestc violence are not considered a pre-existing condition. Genetic information may

not be used as a condition in the absence of a diagnosis.

Grandfathered Health Plan
Anthem Blue Cross and Blue Shield believes this plan is a “grandfathered health plan” under the Palient Protection and Affordable Care Act (the

Affordable Care Actj. As permitted by the Alfordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already
in effect when that law was enacted. Being a grandfathered health pian means that this plan may not include certain consumer protections of the
Alfordable Care Act that apply to other pians, for example, the requirement for the provision of preventive health services without any cost sharing.
However, grandfathered health plans must comply with certain other consumer protections in the Affordable Care Act. for example, the eliminalion of

lifetime limits on benefits

Questions regarding which protections of the Affcrdable Care Act apply and which protections do not apply to a grandfathered health plan and what
might cause a plan to change from grandfathered health plan slatus can be directed to Anthem Blue Cross Biue Shield at the telephone number printed
on the back of your member identification card, or confact your group benefits administrator if you do not have an identification card. For ERISA plans,
you may also conlact the Employee Benefits Security Administration, U.S. Department cf Labor at 1-856-444-3272 or www.dol.goviebsalnealthreform.
This Web site has a table summarizing which protections do and do not apply lo grandfathered health plans. For nonfederal governmental plans, you
may also contact the U.S. Department of Health and Human Services at www healthreform.qoy.




Your Anthem Benefits

Anthem. &9

MSD of Wayne Township
Blue Access™ (PPO)
Summary of Benefits, Effective January 1, 2011

Please Note:  As we receive additional guidance and clarification from the U.S. Department of Health and Human Services, we may be required
to make additional changes to your benefits.

COVERED BENEFITS

Deductible (Single/Family)
(Applies only to percent (%) copayments)

Out-of-Pocket Maximum (Single/Family)

NETWORK/NON-NETWORK (MEMBER'’S RESPONSIBILITY)

$500/$1,000 Network/$1,000/$2,000 Non-network

$2,000/$4,000 Network/$4,000/$8,000 Non-network
$35 Network/40% Non-network Per Visit

Office Services

o Including Allergy - testing and treatment
- serum and injections’

$35 Network/40% Non-network Per Visit. Included with no age or dollar limits; Non-network benefits
apply. Preventive care includes: medical history, mammograms', pelvic exams and Pap tests,
immunizations', routine and annual diabetic eye exams and hearing exams.

Preventive Care

20% Network/40% Non-network
20% Network/40% Non-network per admission
20% Network/40% Non-network
20% Network/40% Non-network

Maternity Services

Inpatient Services

Outpatient Facility Services

Professional/Home Care (Inpatient/Outpatient)

Emergency and Urgent Care:

Emergency Care in ER Room $150 Network or Non-network

(covers all services, waived if admitted)

Urgent Care Facility $50 Network or Non-network

Covered in full Network or Non-network
20% Network/40% Non-network

Hospice/Ambulance

Medical Supplies, Equipment and Appliances

Outpatient Therapy Visit Limits
(Limits apply to Network/Non-network combined visits.)

Physical/Occupational 60 Network and Non-network combined visits; same copay as office services

Spinal Manipulation
Speech

12 Network and Non-network combined visits; same copay as office services
20 Network and Non-network combined visits; same copay as office services

Mental Health and Substance Abuse?

Covered as any other illness. Subject to same copays, deductibles and maximums.

Lifetime Maximum

UNLIMITED

Covered in full Network/50% Non-network (Does not count toward out-of-pocket maximum)
Network Non-network

$20 formulary generic/$40 formulary brand 50% Non-network

Human Organ and Tissue Transplants®

Prescription Drug Options:
Network Retail Pharmacies:

(30-day supply) $80 non-formulary generic/brand
Anthem Rx Direct Mail Service: $40 formulary generic/$80 formulary brand Not covered Non-network
(90-day supply) $160 non-formulary generic/brand

Anthem Blue Cross and Blue Shield is the trade name of Anthem Insurance Companies, Inc.
An Independent licensee of the Blue Cross and Blue Shield Xsaodatlon.

Large Group PPO Rev. 1104 ®Registered marks Blue Cross and Blue Shield Assoclation.



Notes:

o The deductibles and copayments (except prescription drug and human organ and tissue transplants, excluding kidney and cornea)
apply toward the out-of-pocket maximums.

o The deductible(s) apply only to covered services listed with a percentage (%) copayment.

o Network and Non-network deductibles, copayments and out-of-pocket maximums are separate and do not accumulate toward
each other.

e Dependent age: to the end of the month which the child attains age 26.

e Certain diabetic and asthmatic supplies are covered in full at network pharmacies.

o Office services also includes office surgeries and preconception care/education.

I These covered services are covered in full if you have a flat dollar copayment and if rendered without an office services.

2 We encourage you to contact our Mental Health Subcontractor to assure the use of appropriate procedures, settings and Medical
Necessity. Refer to the Schedule of Benefits for limitations.

' Human organ and tissue transplants (except kidney and cornea) are covered in full Network, 50% Non-network. Does not count
toward the out-of-pocket maximum.
Kidney and cornea are covered same as any other illness.

Y Ifapplicable, all prescription drug expenses (Network/Non-network, Retail/Mail-service combined) apply to the per individual

deductible. Once the deductible is met, the appropriate copayment applies.

Precertification:

Members are encouraged to always obtain prior approval when using Non-network providers. Precertification will avoid any unnecessary
reduction in benefits for non-covered or non-medically necessary services.

Pre-existing Exclusion Period:
We will not provide benefits for services, supplies or charges for any pre-existing condition for the time period specified below (subject to HIPAA

portability requirements and excludes Members under age 19):

12 months after the member’s enrollment date

A pre-existing condition is a condition (mental or physical) which was present and for which medical advice, diagnosis, care or treatment was recommended or
received within the 6 month period ending on the member's enrollment date. Pregnancy and domestic violence are not considered a pre-existing condition.
Genetic information may not be used as a condition in the absence of a diagnosis.

Grandfathered Health Plan
We believe this coverage is a “grandfathered health plan’ under the Patient Protection and Affordable Care Act (the Affordable Care Act). As

permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that
law was enacted. Being a grandfathered health plan means that your plan may not include certain consumer protections of the Affordable Care
Act that apply to other plans, for example, the requirement for the provision of preventive health services without any cost sharing. However,
grandfathered health plans must comply with certain other consumer protections in the Affordable Care Act, for example, the elimination of
lifetime limits on benefits.

Questions regarding which protections apply and which protections do not apply to a grandfathered health plan and what might cause a plan to
change from a grandfathered health plan status can be directed to the plan administrator or your Employer.

You may also contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.qov/ebsa/healthreform. This
website has a table summarizing which protections do and do not apply to grandfathered health plans. You may also contact the U.S. Department of Health and

Human Services at www.healthreform.qov.

This benefit description is intended to be a brief outline of coverage. The entire provisions of benefits and exclusions are contained in the
Group Contract, Certificate and Schedule of Benefits. In the event of a conflict-between the Group Contract and this description, the terms
of the Group Contract will prevail.

Benefit information contained herein is not final, pending approval of the Indiana Dept. of Insurance.

Authorized group signature (if applicable) Date

Underwriting signature (if applicable) Date

Large Group PPO Rev. 1104



Your Summary of Benefits

Anthem &%

MsD of Wayne Township

Blue Access® for Health Savings Accounts Option H06 % Rx

Effective January 1, 2011

Please note: As we receive additional guidance and clarification from the U.S. Department of Health and Human
Services, we may be required to make additional changes to your benefits

Covered Bengfits "
Deductible

Family coverage requires the family deductible to be met
before coinsurance applies. The single deductible

does not apply to family coverage.

Single: $2,000
Family: $4,000

- Nop-Network 7 720

Single: $4,000
Family: $8.000

i
I
i

 Out-of-Pocket Limit

Single: $2,000
Family: $4,000

Single: $4,000
Family: $8,000

misﬂhysician Home and Office Services
o Including Office Surgeries. allergy serum,
allergy injections and allergy testing

0%

30%

Preventive Care Services
Services include but are not flimited to:
Routine Exams. Mammograms, Pelvic Exams, Pap
testing, PSA tests, Immunizations, Annual diabetic eye
exam, Routine Vision and Hearing exams

o Physician Home and Office Visits

o Other Outpatient Services @

Hospital/Alternative Care Facility

No copayment/coinsurance

T

Emergency and Urgent Care
o Emergency Room Services
{facility/other covered services)
(copayment waived if admitted)
o Urgent Care Center Services
Inpauem and Outpauent Professional Services
Include but are not limited to:
o Medical Care visits (1 per day), Intensive
Medical Care, Concurrent Care, Consultations.
Surgery and administration of general
anesthesia and Newborn exams
Inpattent Facility Services (Network/Non Network
combined) Unlimited days except for:
o 60 days for physical medicine/rehab
(limit includes Day Rehabilitation Therapy
Services on an outpatient basis)
o 90 days for skilled nursing facility

0%

0%

0%

0%

T

0%

TR

Outpatient Surgery HospitallAlternative Care Facility
o Surgery and administration of
general anesthesia

0%

30%

Blue 3.0

ME0 of Wayne Townehip 3.0 PRC HSA SOB #H6 HCR
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Your Summary of Benefits

Covered Benefits . = o oo it oo 2o Netwark - Non-Network
Other Outpatient Services (Network/Non-network 0% $ 30%
combined) including but not limited to:
o Non Surgical Qutpatient Services
For example: MRIs, C-Scans,
Chemotherapy, Ultrasounds and
other diagnostic outpatient services.
o Home Care Services 90 visits (excludes IV
Therapy)
o Durable Medical Equipment and Orthotics
(excluding Prosthetic Devices, Limbs
and Medical Supplies)
o Prosthetic Devices
o Prosthetic Limbs
o Physical Medicine Therapy Day
Rehabilitation programs

o Hospice Care 0% 0%
o _Ambulance Services 0% 1.0% S
Accidental Dental Services Unlimited 0% 30%

Outpatient Therapy Services
(Combined Network & Non-Network limits apply)

o Physician Home and Office Visits 0% 30%
o Other Outpatient Services @ 0% 30%
Hospital/Alternative Care Facility
Limits apply to:
o Physical therapy: 20 visits

Occupational therapy: 20 visits
Manipulation therapy: 12 visits !
Speech therapy: 20 visits

o0 oo

Behavioral Health Service 0% 30%
Mental liiness and Substance Abuse!:
o Inpatient Facility Services
o Inpatient Professional Services
o Physician Home and Office Visits (PCP/SCP)
o Other Qutpatient Services, Outpatient Facility
@ HospitalfAlternative Care Facility,
Qutpatient Professional.
Human Organ and Tissue Transplants 0% 30%
o Acquisition and transplant procedures,
harvest and storage.




Your Summary of Benefits

Non-Network /"

Covered Benefits ‘ - Network. -~
Prescription Drugs |
o Network Retail Pharmacies: 0% '
(30-day supply)
Includes diabetic test strip F,
: o Anthem Rx Direct Mail Service: 0% . Not covered
(90-day supply) |
Includes diabetic test strip ;
Specialty medications are limited up to a 30 day supply
regardless of whether they are retail or mail service.

Medicare Rx <SELECT>

Lifetime Maximum Unlimited Unlimited

Notes:

0 Al deductibles and coinsurance apply toward the out-of-pocket maximum including prescription drugs. (Excludes Non-network Human Organ and
Tissue Transplants).

Deductible(s) apply to covered services listed with a percentage (%) coinsurance.

Deductible applies to all prescription drug expenses, Once the deductible is met the appropriate copayment/coinsurance applies.

Network and non-network deductibles, coinsurance and out-of-pockel maximums are separate and do not accumulate toward each other.
Dependent Age: 1o the end of the month in which the child attains age 26.

0% means no coinsurance up to the maximum allowable amount. However, when choosing a Non-network provider, the member is responsible for
any balance due after the plan payment.

Benelit period = calendar year

Prosthetics Limbs are unlimited.

Behavioral Health Services: Mental Health and Substance Abuse benefits provided in accordance with Federal Mental Health Parity.

Preventive Care Services that meet the requirements of federal and state law, including certain screenings. immunizations and physician visits.
Preventive Prescription Drugs that meet the requirements of federal and state law.

0oo0oo00CcO

0000 O

1 We encourage you to contact Our Menta! Health Subcontractor to assure the use of appropriate procedures, setting and medical necessity. Refer to Schedule of Benefits
for limitations. Behavioral Health Services (Mental Health and Substance Abuse) benefits provided in accardance with Federal Mental Health Parity.

2 Rx non-network diabetic/asthmatic supplies not covered except diabetic test strips.

3 Meets Indiana state mandate effective 7/1/08.

Precerlification:
Members are encouraged to always obtain prior approval when using non-network providers. Precertification wilt help avoid any unnecessary reduction In benefits

for non-covered or non-medically necessary services.

Pre-existing Exclusion Period:
We will not provide benefits for services, supplies or charges for any pre-existing condition for the time period specified below (subject to HIPAA portability requirements

excludes Members under age 19):
12 months after the member's enroliment date

A pre-existing condition is a condition (mental ar physical) which was present and for which medical advice, diagnosis, care or treatment was recommended or received
within the 6 month period ending on the member’s enroliment date. Pregnancy and domestic vialence are not considered a pre-existing condition. Genetic information may
not be used as a condition in the absence of a diagnosis.

Grandiathered Health Plan

Anthem Blue Cross and Blue Shield believes this plan is a "grandfathered health plan" under the Patient Protection and Affordable Care Act (the
Affordable Care Act). As permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already
in effect when that law was enacled. Being a grandfathered health plan means that this plan may not include certain consumer protections of the
Affordable Care Act that apply to other plans. for example, the requirement for the provision of préventive health services without any cost sharing.
However, grandfathered health plans must comply with certain other consumer protections in the Affordable Care Act, for example, the elimination of
litetime limits on benefits.

Questions regarding which protections of the Affordable Care Act apply and which protections do not apply to a grandfathered health plan and what
might cause a plan lo change from grandfathered health plan stalus can be diracted to Antham Blue Cross Biue Shisld at the telephone number printed




Your Summary of Benefits |

on the back of your member identification card, or contact your group bensfits administeator if you do not have an idenlification card. For ERISA plans,
you may also conact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.qov/ebsa/healthigform.
This Web sile has a lable summarizing which protections do and do not apply to grandlathered heaith plans. For nonfederal governmental plans, ycu
may also contact the U S. Department of Health and Human Services at www.heafthreform gov.






Your Anthem Benefits Anthem. &9

MSD of Wayne Township
Blue Access™ (PPO)
Summary of Benefits, Effective January 1, 2012

Please Note: As we receive additional guidance and clarification from the U.S. Department of Health and Human Services, we may be required
to make additional changes to your benefits.

' NETWORK/NON-NETWORK (MEMBER'S RESPONSIBILITY)
COVERED BENEFITS ,

Deductible (Single/Family) $500/$1,000 Network/$1,000/$2,000 Non-network
(Applies only to percent (%) copayments)

Out-of-Pocket Maximum (Single/Family) $2,000/$4,000 Network/$4,000/$8,000 Non-network
Office Services '$35 Network/40% Non-network Per Visit

o Including Allergy - testing and treatment

- _serum and injections!
Preventive Care $35 Network/40% Non-network Per Visit. Included with no age or dollar limits; Non-network benefits
apply. Preventive care includes: medical history, mammograms’, pelvic exams and Pap tests,
immunizations', routine and annual diabetic eye exams and hearing exams.

Maternity Services 20% Network/40% Non-network
Inpatient Services 20% Network/40% Non-network per admission
Outpatient Facility Services 20% Network/40% Non-network
Professional/Home Care (Inpatient/Outpatient) 20% Network/40% Non-network
Emergency and Urgent Care:

Emergency Care in ER Room $150 Network or Non-network

(covers all services, waived if admitted)

Urgent Care Facility $50 Network or Non-network
Hospice/Ambulance Covered in full Network or Non-network
Medical Supplies, Equipment and Appliances 20% Network/40% Non-network

Outpatient Therapy Visit Limits
(Limits apply to Network/Non-network combined visits.)

Physical/Occupational 60 Network and Non-network combined visits; same copay as office services
Spinal Manipulation 12 Network and Non-network combined visits; same copay as office services
Speech 20 Network and Non-network combined visits; same copay as office services

Mental Health and Substance Abuse?
«  Inpatient Facility Services 20% Network/40% Non-network

s Inpatient Professional Services 20% Network/40% Non-network
¢ Physician Home and Office Visits (PCPISCP) | 335 Network/40% Non-network

e Other Qutpatient Services, Outpatient Facility
@ Hospital/Alternative Care Facility, Outpatient | 20% Network/40% Non-network

Prefessional
Lifetime Maximum UNLIMITED
Human Organ and Tissue Transplants? Covered in full Network/50% Non-network (Does not count toward out-of-pocket maximum)
Prescription D}ug Options: Network Non-network
Network Retail Pharmacies: $20 formulary generic/$40 formulary brand 50% Non-network
(30-day supply) $80 non-formulary generic/brand
Anthem Rx Direct Mail Service: $40 formulary generic/$80 formulary brand Not covered Non-network
(90-day supply) $160 non-formulary generic/brand

Anthem Blue Cross and Blue Shield is the trade name of Anthem Insurance Companies, Inc.
An independent licensee of the Blue Cross and Blue Shield Association.

Large Group PPO Rev. 11/04 ®Registered marks Blue Cross and Blue Shield Association.



Your Summary of Benefits

Anthem.&¢

MSD of Wayne Township

Blue Access® for Health Savings Accounts Option H06 % Rx

Effective January 1, 2012

Please note: As we receive additional guidance and clarification from the U.S. Department of Health and Human
Services, we may be required to make additional changes to your benefits

Covered Benefits
Deductible

Family coverage requires the family deductible to be met
before coinsurance applies. The single deductible

does not apply to family coverage.

- Network: ~ .o

Single: $2,000
Family: $4,000

“‘Non-Network
Single: $4,000
Family: $8,000

Out-of-Pocket Limit

Single: $2,000
Family: $4,000

Single: $8,000
Family: $16,000

Physician Home and Office Services
o Including Office Surgeries, allergy serum,
allergy injections and allergy testing

0%

30%

Preventive Care Services
Services include but are not limited to:
Routine Exams, Mammograms, Pelvic Exams, Pap
testing, PSA tests, Immunizations, Annual diabetic eye
exam, Routine Vision and Hearing exams

o Physician Home and Office Visits

o Other Outpatient Services @

Hospital/Alternative Care Facility

No copayment/coinsurance

30%

Emergency and Urgent Care
o Emergency Room Services
(facility/other covered services)
(copayment waived if admitted)
o Urgent Care Center Services

0%

0%

0%

0%

Inpatient and Outpatient Professional Services
Include but are not limited to:
o Medical Care visits (1 per day), Intensive
Medical Care, Concurrent Care, Consultations,
Surgery and administration of general
anesthesia and Newborn exams

0%

30%

Inpatient Facility Services (Network/Non-Network
combined) Unlimited days except for:
o 60 days for physical medicine/rehab
(limit includes Day Rehabilitation Therapy
Services on an outpatient basis)
o 90 days for skilled nursing facility

0%

30%

Outpatient Surgery Hospital/Alternative Care Facility
o Surgery and administration of
general anesthesia

0%

30%

Blue 3.0

Anthem Blue Cross and Blue Shield Is the trade name of Anthem | Companles, Inc. Independent licensee
of the Blue Cross and Blue Shield Association. ® ANTHEM s a registered trademark of Anthem Insurance
gmmlo';, mxlm Cross and Blue Shield names and symbols are registered marks of the Blue Cross and
ol n.

SOB MSD of Wayne Township 3.0 PPO HSA SOB #H6 HCR



Your Summary of Benefits

Covered Benefits * ' Network ~ - - -Non-Network
Prescription Drugs
o Network Retail Pharmacies: 0% 30%?2

(30-day supply)
Includes diabetic test strip
o Anthem Rx Direct Mail Service: 0% Not covered
(90-day supply)
Includes diabetic test strip
Specialty medications are limited up to a 30 day supply
regardless of whether they are retail or mail service.

Medicare Rx <SELECT>

Lifetime Maximum Unlimited Unlimited

Notes:
0  Alldeductibles and coinsurance apply toward the out-of-pocket maximum including prescription drugs. (Excludes Non-network Human Organ and

Tissue Transplants).

©  Deductible(s) apply to covered services listed with a percentage (%) coinsurance.

o Deductible applies to all prescription drug expenses. Once the deductible is met the appropriate copayment/coinsurance applies.

O  Network and non-network deductibles, coinsurance and out-of-pocket maximums are separate and do not accumulate toward each other.

O Dependent Age: to the end of the month in which the child attains age 26.

© 0% means no coinsurance up to the maximum allowable amount. However, when choosing a Non -network provider, the member is responsible for
any balance due after the plan payment.

O  Benefit period = calendar year

©  Prosthetics Limbs are unlimited.

O  Behavioral Health Services: Mental Health and Substance Abuse benefits provided in accordance with Federal Mental Health Parity.

o  Preventive Care Services that meet the requirements of federal and state law, including certain screenings, immunizations and physician visits.

O  Preventive Prescription Drugs that meet the requirements of federal and state law.

1 We encourage you to contact Our Mental Health Subcontractor to assure the use of appropriate procedures, setting and medical necessity. Refer to Schedule of Benefits
for limitations. Behavioral Health Services (Mental Health and Substance Abuse) benefits provided in accordance with Federal Mental Health Parity.

2 Rx non-network diabetic/asthmatic supplies not covered except diabetic test strips.

3 Meets Indiana state mandate effective 7/1/08.

Precertification:
Members are encouraged to always obtain prior approval when using non-network providers. Precertification will help avoid any unnecessary reduction in benefits

for non-covered or non-medically necessary services.

Pre-existing Exclusion Period:
We will not provide benefits for services, supplies or charges for any pre-existing condition for the time period specified below (subject to HIPAA portability requirements

excludes Members under age 19):
12 months after the member's enroliment date

A pre-existing condition is a condition (mental or physical) which was present and for which medical advice, diagnosis, care or treatment was recommended or received
within the 6 month period ending on the member's enrollment date. Pregnancy and domestic violence are not considered a pre-existing condition. Genetic information may

not be used as a condition in the absence of a diagnosis.

Grandfathered Health Plan
Anthem Blue Cross and Blue Shield believes this plan is a “grandfathered health plan" under the Patient Protection and Affordable Care Act (the

Affordable Care Act). As permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already
in effect when that law was enacted. Being a grandfathered health plan means that this plan may not include certain consumer protections of the
Affordable Care Act that apply to other plans, for example, the requirement for the provision of preventive health services without any cost sharing.
However, grandfathered health plans must comply with certain other consumer protections in the Affordable Care Act, for examp le, the elimination of

lifetime limits on benefits.

Questions regarding which protections of the Affordable Care Act apply and which protections do not apply to a grandfathered health plan and what
might cause a plan to change from grandfathered health plan status can be directed to Anthem Blue Cross Blue Shield at the telephone number printed






Your Summary of Benefits

Anthem. &V

MSD of Wayne Township
Blue Preferred® (HMO)
Effective January 1, 2012

Please note: As we receive additional guidance and clarification from the U.S. Department of Health and Human
Services, we may be required to make additional changes to your benefits

Covered Benefits Network
Deductible (Single/Family) $250/$500
Out-of-Pocket Limit (Single/Family) $3,000/$6,000
Physician Home and Office Services (PCP/SCP) $35/$35

Primary Care Physician (PCP)/
Specialty Care Physician (SCP)
Including Office Surgeries and allergy serum:
o allergy injections (PCP and SCP)
o allergy testing
o routine and non-routine mammograms (regardiess of
outpatient setting)
o diabetic education (regardless of outpatient setting)
o certain medical nutritional therapy (regardless of
outpatient setting)

No copayment/coinsurance (if billed with OV copay, then copay applies.)
No copayment/coinsurance (if billed with OV copay, then copay applies.)
$35

$35
$35

Preventive Care Services
Services include but are not limited to:
Routine Exams, Pelvic Exams, Pap testing, PSA tests,
Immunizations!, Annual diabetic eye exam, Vision and
Hearing screenings

o Physician Home and Office Visits (PCP/SCP)

o Other Outpatient Services @ Hospital/Alternative

Care Facility

$35
$150

Emergency and Urgent Care

Emergency Room Services

o facility/other covered services
(copayment waived if admitted)

Urgent Care Center Services

o MRAs, MRIs, PETS, C-Scans, Nuclear Cardiology
Imaging Studies,

o Allergy injections

o Allergy testing

$100

$50

Inpatient and Outpatient Professional Services
Include but are not limited to:

o Medical Care visits (1 per day), Intensive Medical
Care, Concurrent Care, Consultations, Surgery
and administration of general anesthesia and
Newborn exams

No copayment/coinsurance

Blue 3.0

MSD of Wayne Township 3.0 HMO SOB HCR

Anthem Biue Cross and Blue Shield Is the trade name of Anthem I Companles, Inc. Independent icensee
of the Blue Cross and Blue Shield Association. ® ANTHEM s a registered trademark of Anthem Insurance
Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blie Cross and
Blue Shield Association.




Your Summary of Benefits

Covered Benefits Network
Inpatient Facility Services $500
Unlimited days except for:
o Unlimited days for physical medicine/rehab
(limit includes Day Rehabilitation Therapy
Services on an outpatient basis)
o Unlimited days for skilled nursing facility
Outpatient Surgery Hospital/Alternative Care Facility $250
o Surgery and administration of general anesthesia
Other Outpatient Services including but not limited to: $150
o Non-Surgical Outpatient Services
For example: MRIs, C-Scans,
Chemotherapy, Ultrasounds and
other diagnostic outpatient services.
o Home Care Services 20%
Unlimited (excludes IV Therapy)
o Durable Medical Equipment and Orthotics 20%
(excluding Prosthetic Devices,
limbs and Medical Supplies)
o Prosthetic Devices 20%
o Prosthetic Limbs
o Physical Medicine Therapy Day $150

Rehabilitation programs
o Hospice Care
o Ambulance Services

No copayment/coinsurance
No copayment/coinsurance

Outpatient Therapy Services (limits apply)
o Physician Home and Office Visits (PCP/SCP)
o Other Outpatient Services @ Hospital/Alternative
Care Facility
Limits apply to:
o Physical/Occupational therapy: 60 visits
o Manipulation therapy: 12 visits
o Speech therapy: 20 visits

$35/$35
$150

Accidental Dental:

Copayments/Coinsurance based on setting where covered
services are received

Behavioral Health Services
Mental lliness and Substance Abuse?:
o Inpatient Facility Services
o Inpatient Professional Services
o Physician Home and Office Visits (PCP/SCP)
o Other Outpatient Services, Outpatient Facility
@ Hospital/Alternative Care Facility,
Qutpatient Professional

$500

No copayment/coinsurance
$35/535

No copayment/coinsurance

Human Organ and Tissue Transplants?
o Acquisition and transplant procedures,
harvest and storage.

No copayment/coinsurance
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Covered Benefits Network

Prescription Drugs Network*
Tier structure equals 1/2/3 (and 4, if applicable)

Member may be responsible for additional cost when not
selecting the available generic drug. Out of Pocket Limit

Medicare Rx - Wrap
Specialty Medications must be obtained via our Specialty
Pharmacy network.

o Network Retail Pharmacies: $20/$40/$80/$80
(30-day supply)
Includes diabetic test strip No copayment/coinsurance
o Anthem Rx Direct Mail Service: $40/$80/$160/$160
(90-day supply)
Includes diabetic test strip No copayment/coinsurance

Lifetime Maximum$

Medical Unlimited
Surgical Treatment of Morbid Obesity Unlimited

Notes:

O Prescription Drug deductibles/copayments/coinsurance are excluded from the out-of-pocket limits.

O Deductible(s) apply only to covered medical services listed with a percentage (%) coinsurance. However, the deductible does not apply to Emergency
Room Services where a copayment and coinsurance applies and may not apply to some Behavioral Health Services where coinsurance applies.

O Dependent age: to end of the month which the child attains age 26

O Specialist copayment is applicable to all Specialists excluding General Physicians, Internist, Pediatricians, OB/GYNs and Geriatrics or any other
Network Provider as allowed by the plan.

O When allergy injections are rendered with a Physicians Home and Office Visit, only the Office Visit cost share applies.

o No copayment/coinsurance means no deductible/copayment/coinsurance up to the maximum allowable amount.

O PCPis a Network Provider who is a practitioner that specializes in family practice, general practice, internal medicine, pediatrics,
obstetrics/gynecology, geriatrics or any other Network provider as allowed by the plan.

O  SCPis a Network Provider, other than a Primary Care Physician, who provides services within a designated specialty area of practice.

0 Certain diabetic and asthmatic supplies have no deductible/copayment/coinsurance up to the maximum allowable amount at network pharmacies
include diabetic test strips.

O  Benefit period = calendar year

O Prosthetic limbs are unlimited and do not apply to the Plan Lifetime Maximum.

0 Mammograms (Routine and Diagnostic), Diabetic Education and Medical Nutritional Therapy are subject to the PCP/OV cost share in Network
office and outpatient facility settings.

O Behavioral Health Services: Mental Health and Substance Abuse benefits provided in accordance with Federal Mental Health Parity.

O Preventive Care Services that meet the requirements of federal and state law, including certain screenings, immunizations and physician visits.

0 Preventive Prescription Drugs that meet the requirements of federal and state law.

1 These covered services are not subject to the deductible/copayment if you have a flat dollar copayment and if rendered without an office visit.

2 We encourage you to contact Our Mental Health Subcontractor to assure the use of appropriate procedures, setting and medical necessity. Refer to Schedule of Benefits
for limitations. Behavioral Health Services (Mental Health and Substance Abuse) benefits provided in accordance with Federal Mental Health parity.

3 Kidney and Cornea are treated the same as any other iliness and subject to the medical benefits.

4 If applicable: all prescription drug expenses except tier 1, (Network/Non-network, Retail/Mail Service combined) apply to the per individual deductible. Once the deductible

is met, the appropriate copayment applies.

Pre-existing Exclusion Period:
We will not provide benefits for services, supplies or charges for any pre-existing condition for the time period specified below (subject to HIPAA portability requirements

and excludes Members under age 19):

12 months after the member’s enroliment date
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A pre-existing condition is a condition (mental or physical) which was present and for which medical advice, diagnosis, care or treatment was recommended or received
within the 6 month period ending on the member's enrolment date. Pregnancy and domestic violence are not considered a pre-existing condition. Genetic information may

not be used as a condition in the absence of a diagnosis.

Grandfathered Health Plan
Anthem Blue Cross and Blue Shield believes this plan is a “"grandfathered health plan” under the Patient Protection and Affordable Care Act (the

Affordable Care Act). As permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already
in effect when that law was enacted. Being a grandfathered health plan means that this plan may not include certain consumer protections of the
Affordable Care Act that apply to other plans, for example, the requirement for the provision of preventive health services without any cost sharing.
However, grandfathered health plans must comply with certain other consumer protections in the Affordable Care Act, for example, the elimination of

lifetime limits on benefits.

Questions regarding which protections of the Affordable Care Act apply and which protections do not apply to a grandfathered health plan and what
might cause a plan to change from grandfathered health plan status can be directed to Anthem Blue Cross Blue Shield at the telephone number printed
on the back of your member identification card, or contact your group benefits administrator if you do not have an identification card. For ERISA plans,
you may also contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.
This Web site has a table summarizing which protections do and do not apply to grandfathered health plans. For nonfederal governmental plans, you
may also contact the U.S. Department of Health and Human Services at www.healthreform.gov.

This summary of benefits is intended to be a brief outline of coverage. The entire provisions of benefits and exclusions are contained in the Group Contract, Certificate, and
Schedule of Benefits. In the event of a conflict between the Group Contract and this description, the terms of the Group Contract will prevail.

Benefit information contained herein is not final, pending approval by the Indiana Department of Insurance
By signing this Summary of Benefits, | agree to the benefits for the product selected as of the effective date indicated.

Authorized group signature (if applicable) Date

Underwriting signature (if applicable) Date







Your Summary of Benefits

Anthem.&@

J

MSD of Wayne Township

Blue Access® for Health Savings Accounts Option H06 % Rx

Effective January 1, 2012

Please note: As we receive additional guidance and clarification from the U.S. Department of Health and Human
Services, we may be required to make additional changes to your benefits

Covered Benefits
Deductible
Family coverage requires the family deductible to be met
before coinsurance applies. The single deductible

does not apply to family coverage.

Single: $2,000
Family: $4,000

Non-Network
Single: $4,000
Family: $8,000

Out-of-Pocket Limit

Single: $2,000
Family: $4,000

Single: $8,000
Family: $16,000

Physician Home and Office Services
o Including Office Surgeries, allergy serum,
allergy injections and allergy testing

0%

30%

Preventive Care Services
Services include but are not limited to:
Routine Exams, Mammograms, Pelvic Exams, Pap
testing, PSA tests, Immunizations, Annual diabetic eye
exam, Routine Vision and Hearing exams

o Physician Home and Office Visits

o Other Outpatient Services @

Hospital/Alternative Care Facility

No copayment/coinsurance

30%

Emergency and Urgent Care
o Emergency Room Services
(facility/other covered services)
(copayment waived if admitted)
o Urgent Care Center Services

0%

0%

0%

0%

Inpatient and Outpatient Professional Services
Include but are not limited to:
o Medical Care visits (1 per day), Intensive
Medical Care, Concurrent Care, Consultations,
Surgery and administration of general
anesthesia and Newborn exams

0%

30%

Inpatient Facility Services (Network/Non-Network
combined) Unlimited days except for:
o 60 days for physical medicine/rehab
(limit includes Day Rehabilitation Therapy
Services on an outpatient basis)
o 90 days for skilled nursing facility

0%

30%

Outpatient Surgery Hospital/Alternative Care Facility
o Surgery and administration of
general anesthesia

0%

30%

Blue 3.0

MSD of Wayne Township 3.0 PPO HSA SOB #H6 HCR

Anthem Blue Cross and Blue Shield Is the trade name
of the Biue Cross and Blue Shield Association. ® ANT

of Anthem Insurance Companles, Inc. Independent licensee
HEM s a registered trademark of Anthem Insurance

Companies, Inc. The Blue Cross and Blus Shield names and symbols are registerad marks of the Blue Cross and

Blue Shield Association.



Your Summary of Benefits

Covered Benefits Network Non-Network
Other Outpatient Services (Network/Non-network 0% 30%
combined) including but not limited to:
o Non Surgical Outpatient Services
For example: MRIs, C-Scans,
Chemotherapy, Ultrasounds and
other diagnostic outpatient services.
o Home Care Services 90 visits (excludes IV
Therapy)
o Durable Medical Equipment and Orthotics
(excluding Prosthetic Devices, Limbs
and Medical Supplies)
o Prosthetic Devices
o Prosthetic Limbs
o Physical Medicine Therapy Day
Rehabilitation programs
o Hospice Care 0% 0%
o Ambulance Services 0% 0%
Accidental Dental Services Unlimited 0% 30%
Outpatient Therapy Services
(Combined Network & Non-Network limits apply)
o Physician Home and Office Visits 0% 30%
o Other Outpatient Services @ 0% 30%
Hospital/Alternative Care Facility
Limits apply to:
o Physical therapy: 20 visits
o Occupational therapy: 20 visits
o Manipulation therapy: 12 visits
o Speech therapy: 20 visits
Behavioral Health Service 0% 30%
Mental lliness and Substance Abuse':
o Inpatient Facility Services
o Inpatient Professional Services
o Physician Home and Office Visits (PCP/SCP)
o Other Outpatient Services, Outpatient Facility
@ Hospital/Alternative Care Facility,
Outpatient Professional.
Human Organ and Tissue Transplants 0% 30%

o Acquisition and transplant procedures,
harvest and storage.




Your Summary of Benefits

Covered Benefits ‘ : Network ! Non-Network
Prescription Drugs
o Network Retail Pharmacies: 0% 30%2

(30-day supply)
Includes diabetic test strip
o Anthem Rx Direct Mail Service: 0% Not covered
(90-day supply)
Includes diabetic test strip
Specialty medications are limited up to a 30 day supply
regardless of whether they are retail or mail service.

Medicare Rx <SELECT>

Lifetime Maximum Unlimited Unlimited

Notes:
All deductibles and coinsurance apply toward the out-of-pocket maximum including prescription drugs. (Excludes Non-network Human Organ and

Tissue Transplants).

(-]

o  Deductible(s) apply to covered services listed with a percentage (%) coinsurance.

o Deductible applies to all prescription drug expenses. Once the deductible is met the appropriate copayment/coinsurance applies.

o0  Network and non-network deductibles, coinsurance and out-of-pocket maximums are separate and do not accumulate toward each other.

o Dependent Age: to the end of the month in which the child attains age 26.

0 0% means no coinsurance up to the maximum allowable amount. However, when choosing a Non-network provider, the member is responsible for
any balance due after the plan payment.

O  Benefit period = calendar year

0  Prosthetics Limbs are unlimited.

0 Behavioral Health Services: Mental Health and Substance Abuse benefits provided in accordance with Federal Mental Health Parity.

o  Preventive Care Services that meet the requirements of federal and state law, including certain screenings, immunizations and physician visits.

O  Preventive Prescription Drugs that meet the requirements of federal and state law.

1 We encourage you to contact Our Mental Health Subcontractor to assure the use of appropriate procedures, setting and medical necessity. Refer to Schedule of Benefits
for limitations. Behavioral Health Services (Mental Health and Substance Abuse) benefits provided in accordance with Federal Mental Health Parity.

2 Rx non-network diabetic/asthmatic supplies not covered except diabetic test strips.

3 Meets Indiana state mandate effective 7/1/08.

Precertification:
Members are encouraged to always obtain prior approval when using non-network providers. Precertification will help avoid any unnecessary reduction in benefits

for non-covered or non-medically necessary services.

Pre-existing Exclusion Period:
We will not provide benefits for services, supplies or charges for any pre-existing condition for the time period specified below (subject to HIPAA portability requirements

excludes Members under age 19):
12 months after the member’s enrollment date

A pre-existing condition is a condition (mental or physical) which was present and for which medical advice, diagnosis, care or treatment was recommended or received
within the 6 month period ending on the member's enroliment date. Pregnancy and domestic violence are not considered a pre-existing condition. Genetic information may
not be used as a condition in the absence of a diagnosis.

Grandfathered Health Plan
Anthem Blue Cross and Blue Shield believes this plan is a ‘grandfathered health plan” under the Patient Protection and Affordable Care Act (the

Affordable Care Act). As permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already
in effect when that law was enacted. Being a grandfathered health plan means that this plan may not include certain consumer protections of the
Affordable Care Act that apply to other plans, for example, the requirement for the provision of preventive health services without any cost sharing.
However, grandfathered health plans must comply with certain other consumer protections in the Affordable Care Act, for example, the elimination of

lifetime limits on benefits.

Questions regarding which protections of the Affordable Care Act apply and which protections do not apply to a grandfathered health plan and what
might cause a plan to change from grandfathered health plan status can be directed to Anthem Blue Cross Blue Shield at the telephone number printed



Your Summary of Benefits

)

on the back of your member identification card, or contact your group benefits administrator if you do not have an identification card. For ERISA plans,
you may also contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.

This Web site has a table summarizing which protections do and do not apply to grandfathered health plans. For nonfederal governmental plans, you

may also contact the U.S. Department of Health and Human Services at www.healthreform.gov.

This summary of benefits is intended to be a brief outline of coverage. The entire provisions of benefits and exclusions are contained in the Group Contract, Certificate and
Schedule of Benefits. In the event of a conflict between the Group Contract and this description, the terms of the Group Contract will prevail.

Benefit information contained herein is not final, pending approval by the Indiana Department of Insurance

By signing this Summary of Benefits, | agree to the benefits for the product selected as of the effective date indicated.

Authorized group signature (if applicable)

Date

Underwriting signature (if applicable)

Date







Anthem Rates by Position

January 1, 2007

Board Employee
Total Monthly {Monthly Board| Contribution | Premium Per
Administrator Plan Coverage Premium Contribution Per Pay Pay
HMO Single 385.32 385.24 192.62 0.04
Empl + Child 1,001.87 1,001.79 500.90 0.04
Empl + Spouse 1,051.93 1,051.85 525.93 0.04
Family 1,413.98 1,413.90 706.95 0.04
PPO Single 438.64 438.56 219.28 0.04
Empl + Child 1,140.40 1,140.32 570.16 0.04
Empl + Spouse 1,196.99 1,196.91 598.46 0.04
Family 1,609.68 1,609.60 804.80 0.04
HSA Single 374.34 374.26 187.13 0.04
Empl + Child 973.22 973.14 486.57 0.04
Empl + Spouse 1021.52 1,021.44 510.72 0.04
Family 1,373.71 1,373.63 686.82 0.04
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Teacher Plan Coverage Premium Contribution Per Pay Pay
HMO Single 385.32 269.31 134.66 58.01
Empl + Child 1,001.87 573.44 286.72 214.22
Empl + Spouse 1,051.93 596.13 298.07 227.90
Family 1,413.98 776.35 388.18 318.82
PPO Single 438.64 269.31 134.66 84.67
Empl + Child 1,140.40 573.44 286.72 283.48
Empl + Spouse 1,196.99 596.13 298.07 300.43
Family 1,609.68 776.35 388.18 416.67
HSA Single 374.34 269.31 134.66 52.52
Empl + Child 973.22 573.44 286.72 199.89
Empl + Spouse 1021.52 596.13 298.07 212.70
Family 1,373.71 776.35 388.18 298.68
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Part-Time Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 134.66 67.33 125.33
Empl + Child 1,001.87 286.72 143.36 357.58
Empl + Spouse 1,051.93 298.07 149.03 376.93
Family 1,413.98 388.18 194.09 512.90
PPO Single 438.64 134.66 67.33 151.99
Empl + Child 1,140.40 286.72 143.36 426.84
Empl + Spouse 1,196.99 298.07 149.03 449.46
Family 1,609.68 388.18 194.09 610.75
HSA Single 374.34 134.66 67.33 119.84
Empl + Child 973.22 286.72 143.36 343.25
Empl + Spouse 1021.52 298.07 149.03 361.73
Family 1,373.71 388.18 194.09 492.77

Anthem Rates by Position 01-01-07 7/16/2012




Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
2 Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Empl + Spouse 1,051.93 789.80 394.90 131.07
Family 1,413.98 958.59 479.30 227.70
PPO Empl + Spouse 1,196.99 789.80 394.90 203.60
Family 1,609.68 958.59 479.30 325.55
HSA Empl + Spouse 1021.52 789.80 394.90 115.86
Family 1,373.71 958.59 479.30 207.56
Board Employee
Total Monthly {Monthly Board| Contribution | Premium Per
Bus Aide Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 462.38 367.20 183.60 47.59
Empl + Child 1,202.24 488.40 244.20 356.92
Empl + Spouse 1,262.32 488.40 244.20 386.96
Family 1,696.78 488.40 244.20 604.19
PPO Single 526.37 367.20 183.60 79.58
Empl + Child 1,368.48 488.40 244.20 440.04
Empl + Spouse 1,436.39 488.40 244.20 473.99
Family 1,931.62 488.40 244.20 721.61
HSA Single 449.21 367.20 183.60 41.00
Empl + Child 1,167.86 488.40 244.20 339.73
Empl + Spouse 1,225.82 488.40 244.20 368.71
Family 1,648.45 488.40 244.20 580.03
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Driver Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 462.38 367.20 183.60 47.59
Empl + Child 1,202.24 488.40 244.20 356.92
Empl + Spouse 1,262.32 488.40 244.20 386.96
Family 1,696.78 488.40 244.20 604.19
PPO Single 526.37 367.20 183.60 79.58
Empl + Child 1,368.48 488.40 244.20 440.04
Empl + Spouse 1,436.39 488.40 244.20 473.99
Family 1,931.62 488.40 244.20 721.61
HSA Single 449.21 367.20 183.60 41.00
Empl + Child 1,167.86 488.40 244.20 339.73
Empl + Spouse 1,225.82 488.40 244.20 368.71
Family 1,648.45 488.40 244.20 580.03

Anthem Rates by Position 01-01-07 7/16/2012




Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Custodian/Maintenance |pian Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 306.00 153.00 39.66
Empl + Child 1,001.87 495.00 247.50 253.44
Empl + Spouse 1,051.93 495.00 247.50 278.47
Family 1,413.98 542.00 271.00 435.99
PPO Single 438.64 306.00 153.00 66.32
Empl + Child 1,140.40 495.00 247.50 322.70
Empl + Spouse 1,196.99 495.00 247.50 351.00
Family 1,609.68 542.00 271.00 533.84
HSA Single 374.34 306.00 153.00 34.17
Empl + Child 973.22 495.00 247.50 239.11
Empl + Spouse 1021.52 495.00 247.50 263.26
Family 1,373.71 542.00 271.00 415.86
Board Employee
Total Monthly {Monthly Board| Contribution | Premium Per
Misc 260 Day Positions |Pian Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 306.00 153.00 39.66
*Technology Application Empl + Child 1,001.87 495.00 247.50 253.44
Specialist Empl + Spouse 1,051.93 495.00 247.50 278.47
*Production Printer Family 1,413.98 542.00 271.00 435.99
*College Admissions
Coordinator PPO Single 438.64 306.00 153.00 66.32
*Security Officer Empl + Child 1,140.40 495.00 247.50 322.70
Empl + Spouse 1,196.99 495.00 247.50 351.00
Family 1,609.68 542.00 271.00 533.84
HSA Single 374.34 306.00 153.00 34.17
Empl + Child 973.22 495.00 247.50 239.11
Empl + Spouse 1021.52 495.00 247.50 263.26
Family 1,373.71 542.00 271.00 415.86
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Support Staff Plan Coverage Premium Contribution Per Pay Pay
HMO Single 385.32 306.00 153.00 39.66
Empl + Child 1,001.87 407.00 203.50 297.44
Empl + Spouse 1,051.93 407.00 203.50 322.47
Family 1,413.98 407.00 203.50 503.49
PPO Single 438.64 306.00 153.00 66.32
Empl + Child 1,140.40 407.00 203.50 366.70
Empl + Spouse 1,196.99 407.00 203.50 395.00
Family 1,609.68 407.00 203.50 601.34
HSA Single 374.34 306.00 153.00 34.17
Empl + Child 973.22 407.00 203.50 283.11
Empl + Spouse 1021.52 407.00 203.50 307.26
Family 1,373.71 407.00 203.50 483.36

Anthem Rates by Position 01-01-07 7/16/2012




Board Employee
Total Monthly {Monthly Board| Contribution | Premium Per
Cafeteria Manager Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 308.00 154.00 38.66
Empl + Child 1,001.87 368.00 184.00 316.94
Empl + Spouse 1,051.93 368.00 184.00 341.97
Family 1,413.98 368.00 184.00 522.99
PPO Single 438.64 308.00 154.00 65.32
Empl + Child 1,140.40 368.00 184.00 386.20
Empl + Spouse 1,196.99 368.00 184.00 414.50
Family 1,609.68 368.00 184.00 620.84
HSA Single 374.34 308.00 154.00 33.17
Empl + Child 973.22 368.00 184.00 302.61
Empl + Spouse 1021.52 368.00 184.00 326.76
Family 1,373.71 368.00 184.00 502.86
Board Employee
Total Monthly (Monthly Board| Contribution | Premium Per
Cafeteria Worker Plan Coverage Premium Contribution Per Pay Pay
HMO Single 385.32 268.00 134.00 58.66
Empl + Child 1,001.87 336.00 168.00 332.94
Empl + Spouse 1,051.93 336.00 168.00 357.97
Family 1,413.98 336.00 168.00 538.99
PPO Single 438.64 268.00 134.00 85.32
Empl + Child 1,140.40 336.00 168.00 402.20
Empl + Spouse 1,196.99 336.00 168.00 430.50
Family 1,609.68 336.00 168.00 636.84
HSA Single 374.34 268.00 134.00 53.17
Empl + Child 973.22 336.00 168.00 318.61
Empl + Spouse 1021.52 336.00 168.00 342.76
Family 1,373.71 336.00 168.00 518.86
Service Manager/ Total Monthly Board Employee
Special Ed Monthly Board Contribution | Premium
Transportation Mgr Plan Coverage Premium | Contribution Per Pay Per Pay
HMO Single 385.32 306.00 153.00 39.66
Empl + Child 1,001.87 793.00 396.50 104.44
Empl + Spouse 1,051.93 793.00 396.50 129.47
Family 1,413.98 1,058.00 529.00 177.99
PPO Single 438.64 306.00 153.00 66.32
Empl + Child 1,140.40 793.00 396.50 173.70
Empl + Spouse 1,196.99 793.00 396.50 202.00
Family 1,609.68 1,058.00 529.00 275.84
HSA Single 374.34 306.00 153.00 34.17
E'mpl + Child 973.22 793.00 396.50 90.11
Empl + Spouse 1021.52 793.00 396.50 114.26
Family 1,373.71 1,058.00 529.00 157.86

Anthem Rates by Position 01-01-07 7/16/2012
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Anthem Rates by Position

July 15, 2007

Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Administrator Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 385.24 192.62 0.04
Empl + Child 1,001.87 1,001.79 500.90 0.04
Empl + Spouse 1,051.93 1,051.85 525.93 0.04
Family 1,413.98 1,413.90 706.95 0.04
PPO Single 438.64 438.56 219.28 0.04
Empl + Child 1,140.40 1,140.32 570.16 0.04
Empl + Spouse 1,196.99 1,196.91 598.46 0.04
Family 1,609.68 1,609.60 804.80 0.04
HSA Single 374.34 374.26 187.13 0.04
Empl + Child 973.22 973.14 486.57 0.04
Empl + Spouse 1021.52 1,021.44 510.72 0.04
Family 1,373.71 1,373.63 686.82 0.04
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Teacher Plan Coverage Premium Contribution Per Pay Pay
HMO Single 385.32 269.31 134.66 58.01
Empl + Child 1,001.87 573.44 286.72 214.22
Empl + Spouse 1,051.93 596.13 298.07 227.90
Family 1,413.98 776.35 388.18 318.82
PPO Single 438.64 269.31 134.66 84.67
Empl + Child 1,140.40 573.44 286.72 283.48
Empl + Spouse 1,196.99 596.13 298.07 300.43
Family 1,609.68 776.35 388.18 416.67
HSA Single 374.34 269.31 134.66 52.52
Empl + Child 973.22 573.44 286.72 199.89
Empl + Spouse 1021.52 596.13 298.07 212.70
Family 1,373.71 776.35 388.18 298.68
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Part-Time Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 134.66 67.33 125.33
Empl + Child 1,001.87 286.72 143.36 357.58
Empl + Spouse 1,051.93 298.07 149.03 376.93
Family 1,413.98 388.18 194.09 512.90
PPO Single 438.64 134.66 67.33 151.99
Empl + Child 1,140.40 286.72 143.36 426.84
Empl + Spouse 1,196.99 298.07 149.03 449.46
Family 1,609.68 388.18 194.09 610.75
HSA Single 374.34 134.66 67.33 119.84
Empl + Child 973.22 286.72 143.36 343.25
Empl + Spouse 1021.52 298.07 149.03 361.73
Family 1,373.71 388.18 194.09 492.77

Anthem Rates by Position 01-01-07 6/20/2007




Board Employee
Total Monthly |[Monthly Board| Contribution | Premium Per
2 Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Empl + Spouse 1,051.93 789.80 394.90 131.07
Family 1,413.98 958.59 479.30 227.70
PPO Empl + Spouse 1,196.99 789.80 394.90 203.60
Family 1,609.68 958.59 479.30 325.55
HSA Empl + Spouse 1021.52 789.80 394.90 115.86
Family 1,373.71 958.59 479.30 207.56
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Aide Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 462.38 367.20 183.60 47.59
Empl + Child 1,202.24 488.40 244.20 356.92
Empl + Spouse 1,262.32 488.40 244.20 386.96
Family 1,696.78 488.40 244.20 604.19
PPO Single 526.37 367.20 183.60 79.58
Empl + Child 1,368.48 488.40 244.20 440.04
Empl + Spouse 1,436.39 488.40 244.20 473.99
Family 1,931.62 488.40 244.20 721.61
HSA Single 449.21 367.20 183.60 41.00
Empl + Child 1,167.86 488.40 244.20 339.73
Empl + Spouse 1,225.82 488.40 244.20 368.71
Family 1,648.45 488.40 244.20 580.03
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Bus Driver Plan Coverage Premium Contribution Per Pay Pay
HMO Single 462.38 367.20 183.60 47.59
Empl + Child 1,202.24 488.40 244.20 356.92
Empl + Spouse 1,262.32 488.40 244.20 386.96
Family 1,696.78 488.40 244.20 604.19
PPO Single 526.37 367.20 183.60 79.58
Empl + Child 1,368.48 488.40 244.20 440.04
Empl + Spouse 1,436.39 488.40 244.20 ~ 473.99
Family 1,931.62 488.40 244.20 721.61
HSA Single 449.21 367.20 183.60 41.00
Empl + Child 1,167.86 488.40 244.20 339.73
Empl + Spouse 1,225.82 488.40 244.20 368.71
Family 1,648.45 488.40 244.20 580.03

Anthem Rates by Position 01-01-07 6/20/2007




Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Custodian/Maintenance |Pian Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 327.00 163.50 29.16
Empl + Child 1,001.87 530.00 265.00 235.94
Empl + Spouse 1,051.93 530.00 265.00 260.97
Family 1,413.98 580.00 290.00 416.99
PPO Single 438.64 327.00 163.50 55.82
Empl + Child 1,140.40 530.00 265.00 305.20
Empl + Spouse 1,196.99 530.00 265.00 333.50
Family 1,609.68 580.00 290.00 514.84
HSA Single 374.34 327.00 163.50 23.67
Empl + Child 973.22 530.00 265.00 221.61
Empl + Spouse 1021.52 530.00 265.00 245.76
Family 1,373.71 580.00 290.00 396.86
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Misc 260 Day Positions |pian Coverage Premium Contribution Per Pay Pay
HMO Single 385.32 327.00 163.50 29.16
*Technology Application Empl + Child 1,001.87 530.00 265.00 235.94
Specialist Empl + Spouse 1,051.93 530.00 265.00 260.97
*Production Printer Family 1,413.98 580.00 290.00 416.99
*College Admissions
Coordinator PPO Single 438.64 327.00 163.50 55.82
*Security Officer Empl + Child 1,140.40 530.00 265.00 305.20
Empl + Spouse 1,196.99 530.00 265.00 333.50
Family 1,609.68 580.00 290.00 514.84
HSA Single 374.34 327.00 163.50 23.67
Empl + Child 973.22 530.00 265.00 221.61
Empl + Spouse 1021.52 530.00 265.00 245.76
Family 1,373.71 580.00 290.00 396.86
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Support Staff Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 327.00 163.50 29.16
Empl + Child 1,001.87 435.00 217.50 283.44
Empl + Spouse 1,051.93 435.00 217.50 308.47
Family 1,413.98 435.00 217.50 489.49
PPO Single 438.64 327.00 163.50 55.82
Empl + Child 1,140.40 435.00 217.50 352.70
Empl + Spouse 1,196.99 435.00 217.50 381.00
Family 1,609.68 435.00 217.50 587.34
HSA Single 374.34 327.00 163.50 23.67
Empl + Child 973.22 435.00 217.50 269.11
Empl + Spouse 1021.52 435.00 217.50 293.26
Family 1,373.71 435.00 217.50 469.36

Anthem Rates by Position 01-01-07 6/20/2007




Board Employee
Total Monthly |[Monthly Board| Contribution | Premium Per
Cafeteria Manager Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 308.00 154.00 38.66
Empl + Child 1,001.87 368.00 184.00 316.94
Empl + Spouse 1,051.93 368.00 184.00 341.97
Family 1,413.98 368.00 184.00 522.99
PPO Single 438.64 308.00 154.00 65.32
Empl + Child 1,140.40 368.00 184.00 386.20
Empl + Spouse 1,196.99 368.00 184.00 414.50
Family 1,609.68 368.00 184.00 620.84
HSA Single 374.34 308.00 154.00 33.17
Empl + Child 973.22 368.00 184.00 302.61
Empl + Spouse 1021.52 368.00 184.00 326.76
Family 1,373.71 368.00 184.00 502.86
Board Employee
Total Monthly |[Monthly Board| Contribution | Premium Per
Cafeteria Worker Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 268.00 134.00 58.66
Empl + Child 1,001.87 336.00 168.00 332.94
Empl + Spouse 1,051.93 336.00 168.00 357.97
Family 1,413.98 336.00 168.00 538.99
PPO Single 438.64 268.00 134.00 85.32
Empl + Child 1,140.40 336.00 168.00 402.20
Empl + Spouse 1,196.99 336.00 168.00 430.50
Family 1,609.68 336.00 168.00 636.84
HSA Single 374.34 268.00 134.00 53.17
Empl + Child 973.22 336.00 168.00 318.61
Empl + Spouse 1021.52 336.00 168.00 342.76
Family 1,373.71 336.00 168.00 518.86
Service Manager/ Total Monthly Board Employee
Special Ed Monthly Board Contribution | Premium
Transportation Mgr Plan Coverage Premium | Contribution Per Pay Per Pay
HMO Single 385.32 327.00 163.50 29.16
Empl + Child 1,001.87 530.00 265.00 235.94
Empl + Spouse 1,051.93 530.00 265.00 260.97
Family 1,413.98 580.00 290.00 416.99
|IPPO Single 438.64 327.00 163.50 55.82
Empl + Child 1,140.40 530.00 265.00 305.20
Empl + Spouse 1,196.99 530.00 265.00 333.50
Family 1,609.68 580.00 290.00 514.84
HSA Single 374.34 327.00 163.50 23.67
Empl + Child 973.22 530.00 265.00 221.61
Empl + Spouse 1021.52 530.00 265.00 245.76
Family 1,373.71 580.00 290.00 396.86

Anthem Rates by Position 01-01-07 6/20/2007







Anthem Rates by Position

September 1, 2007

Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Administrator Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 385.24 192.62 0.04
Empl + Child 1,001.87 1,001.79 500.90 0.04
Empl + Spouse 1,051.93 1,051.85 525.93 0.04
Family 1,413.98 1,413.90 706.95 0.04
PPO Single 438.64 438.56 219.28 0.04
Empl + Child 1,140.40 1,140.32 570.16 0.04
Empl + Spouse 1,196.99 1,196.91 598.46 0.04
Family 1,609.68 1,609.60 804.80 0.04
HSA Single 374.34 374.26 187.13 0.04
Empl + Child 973.22 973.14 486.57 0.04
Empl + Spouse 1021.52 1,021.44 510.72 0.04
Family 1,373.71 1,373.63 686.82 0.04
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 269.31 134.66 58.01
Empl + Child 1,001.87 573.44 286.72 214.22
Empl + Spouse 1,051.93 596.13 298.07 227.90
Family 1,413.98 776.35 388.18 318.82
PPO Single 438.64 269.31 134.66 84.67
Empl + Child 1,140.40 573.44 286.72 283.48
Empl + Spouse 1,196.99 596.13 298.07 300.43
Family 1,609.68 776.35 388.18 416.67
HSA Single 374.34 269.31 134.66 52.52
Empl + Child 973.22 573.44 286.72 199.89
Empl + Spouse 1021.52 596.13 298.07 212.70
Family 1,373.71 776.35 388.18 298.68
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Part-Time Teacher Plan Coverage Premium Contribution Per Pay Pay
HMO Single 385.32 134.66 67.33 125.33
Empl + Child 1,001.87 286.72 143.36 357.58
Empl + Spouse 1,051.93 298.07 149.03 376.93
Family 1,413.98 388.18 194.09 512.90
PPO Single 438.64 134.66 67.33 151.99
Empl + Child 1,140.40 286.72 143.36 426.84
Empl + Spouse 1,196.99 298.07 149.03 449.46
Family 1,609.68 388.18 194.09 610.75
HSA Single 374.34 134.66 67.33 119.84
Empl + Child 973.22 286.72 143.36 343.25
Empl + Spouse 1021.52 298.07 149.03 361.73
Family 1,373.71 388.18 194.09 492.77

Anthem Rates 9-1-07 7/16/2012




Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
2 Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Empl + Spouse 1,051.93 789.80 394.90 131.07
Family 1,413.98 958.59 479.30 227.70
PPO Empl + Spouse 1,196.99 789.80 394.90 203.60
Family 1,609.68 958.59 479.30 325.55
HSA Empl + Spouse 1021.52 789.80 394.90 115.86
Family 1,373.71 958.59 479.30 207.56
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Aide Plan Coverage Premium Contribution Per Pay Pay
HMO Single 462.38 367.20 183.60 47.59
Empl + Child 1,202.24 488.40 244.20 356.92
Empl + Spouse 1,262.32 488.40 244 .20 386.96
Family 1,696.78 488.40 244.20 604.19
PPO Single 526.37 367.20 183.60 79.58
Empl + Child 1,368.48 488.40 244.20 440.04
Empl + Spouse 1,436.39 488.40 244.20 473.99
Family 1,931.62 488.40 244.20 721.61
HSA Single 449.21 367.20 183.60 41.00
Empl + Child 1,167.86 488.40 244.20 339.73
Empl + Spouse 1,225.82 488.40 244.20 368.71
Family 1,648.45 488.40 244.20 580.03
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Driver Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 462.38 367.20 183.60 47.59
Empl + Child 1,202.24 488.40 244.20 356.92
Empl + Spouse 1,262.32 488.40 244.20 386.96
Family 1,696.78 488.40 244.20 604.19
PPO Single 526.37 367.20 183.60 79.58
Empl + Child 1,368.48 488.40 244.20 440.04
Empl + Spouse 1,436.39 488.40 244.20 473.99
Family 1,931.62 488.40 244.20 721.61
HSA Single 449.21 367.20 183.60 41.00
Empl + Child 1,167.86 488.40 244.20 339.73
Empl + Spouse 1,225.82 488.40 244.20 368.71
Family 1,648.45 488.40 244.20 580.03

Anthem Rates 9-1-07 7/16/2012




Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Custodian/Maintenance |Pian Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 327.00 163.50 29.16
Empl + Child 1,001.87 530.00 265.00 235.94
Empl + Spouse 1,051.93 530.00 265.00 260.97
Family 1,413.98 580.00 290.00 416.99
PPO Single 438.64 327.00 163.50 55.82
Empl + Child 1,140.40 530.00 265.00 305.20
Empl + Spouse 1,196.99 530.00 265.00 333.50
Family 1,609.68 580.00 290.00 514.84
HSA Single 374.34 327.00 163.50 23.67
Empl + Child 973.22 530.00 265.00 221.61
Empl + Spouse 1021.52 530.00 265.00 245.76
Family 1,373.71 580.00 290.00 396.86
Board Employee
Total Monthly |[Monthly Board| Contribution | Premium Per
Misc 260 Day Positions |Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 327.00 163.50 29.16
*Technology Application Empl + Child 1,001.87 530.00 265.00 235.94
Specialist Empl + Spouse 1,051.93 530.00 265.00 260.97
*Production Printer Family 1,413.98 580.00 290.00 416.99
*College Admissions
Coordinator PPO Single 438.64 327.00 163.50 55.82
*Security Officer Empl + Child 1,140.40 530.00 265.00 305.20
Empl + Spouse 1,196.99 530.00 265.00 333.50
Family 1,609.68 580.00 290.00 514.84
HSA Single 374.34 327.00 163.50 23.67
Empl + Child 973.22 530.00 265.00 221.61
Empl + Spouse 1021.52 530.00 265.00 245.76
Family 1,373.71 580.00 290.00 396.86
Board Employee
Total Monthly |Monthly Board| Contribution { Premium Per
Support Staff Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 327.00 163.50 29.16
Empl + Child 1,001.87 435.00 217.50 283.44
Empl + Spouse 1,051.93 435.00 217.50 308.47
Family 1,413.98 435.00 217.50 489.49
PPO Single 438.64 327.00 163.50 55.82
Empl + Child 1,140.40 435.00 217.50 352.70
Empl + Spouse 1,196.99 435.00 217.50 381.00
Family 1,609.68 435.00 217.50 587.34
HSA Single 374.34 327.00 163.50 23.67
Empl + Child 973.22 435.00 217.50 269.11
Empl + Spouse 1021.52 435.00 217.50 293.26
Family 1,373.71 435.00 217.50 469.36

Anthem Rates 9-1-07 7/16/2012



Board Employee
Total Monthly |[Monthly Board| Contribution | Premium Per
Cafeteria Manager Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 330.00 165.00 27.66
Empl + Child 1,001.87 394.00 197.00 303.94
Empl + Spouse 1,051.93 394.00 197.00 328.97
Family 1,413.98 394.00 197.00 509.99
PPO Single 438.64 330.00 165.00 54.32
Empl + Child 1,140.40 394.00 197.00 373.20
Empl + Spouse 1,196.99 394.00 197.00 401.50
Family 1,609.68 394.00 197.00 607.84
HSA Single 374.34 330.00 165.00 2217
Empl + Child 973.22 394.00 197.00 289.61
Empl + Spouse 1021.52 394.00 197.00 313.76
Family 1,373.71 394.00 197.00 489.86
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Cafeteria Worker Plan Coverage Premium Contribution Per Pay Pay
HMO Single 385.32 287.00 143.50 49.16
Empl + Child 1,001.87 360.00 180.00 320.94
Empl + Spouse 1,051.93 360.00 180.00 345.97
Family 1,413.98 360.00 180.00 526.99
PPO Single 438.64 287.00 143.50 75.82
Empl + Child 1,140.40 360.00 180.00 390.20
Empl + Spouse 1,196.99 360.00 180.00 418.50
Family 1,609.68 360.00 180.00 624.84
HSA Single 374.34 287.00 143.50 43.67
Empl + Child 973.22 360.00 180.00 306.61
Empl + Spouse 1021.52 360.00 180.00 330.76
Family 1,373.71 360.00 180.00 506.86
Service Manager/ Total Monthly Board Employee
Special Ed Monthly Board Contribution | Premium
Transportation Mgr Plan Coverage Premium | Contribution Per Pay Per Pay
HMO Single 385.32 327.00 163.50 29.16
Empl + Child 1,001.87 849.00 424.50 76.44
Empl + Spouse 1,051.93 849.00 424.50 101.47
Family 1,413.98 1,132.00 566.00 140.99
PPO Single 438.64 327.00 163.50 55.82
Empl + Child 1,140.40 849.00 424.50 145.70
Empl + Spouse 1,196.99 849.00 424.50 174.00
Family 1,609.68 1,132.00 566.00 238.84
HSA Single 374.34 327.00 163.50 23.67
Empl + Child 973.22 849.00 424.50 62.11
Empl + Spouse 1021.52 849.00 424.50 86.26
Family 1,373.71 1,132.00 566.00 120.86

Anthem Rates 9-1-07 7/16/2012






Anthem Rates by Position

December 15, 2007

Board Employee
Total Monthly |[Monthly Board| Contribution | Premium Per
Administrator Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 385.24 192.62 0.04
Empl + Child 1,001.87 1,001.79 500.90 0.04
Empl + Spouse 1,051.93 1,051.85 525.93 0.04
Family 1,413.98 1,413.90 706.95 0.04
PPO Single 438.64 438.56 219.28 0.04
Empl + Child 1,140.40 1,140.32 570.16 0.04
Empl + Spouse 1,196.99 1,196.91 598.46 0.04
Family 1,609.68 1,609.60 804.80 0.04
HSA Single 374.34 374.26 187.13 0.04
Empl + Child 973.22 973.14 486.57 0.04
Empl + Spouse 1021.52 1,021.44 510.72 0.04
Family 1,373.71 1,373.63 686.82 0.04
Board Employee
Total Monthly {Monthly Board| Contribution | Premium Per
Teacher Plan Coverage Premium Contribution Per Pay Pay
HMO Single 385.32 288.16 144.08 48.58
Empl + Child 1,001.87 613.58 306.79 194.15
Empl + Spouse 1,051.93 637.86 318.93 207.04
Family 1,413.98 830.69 415.35 291.65
PPO Single 438.64 288.16 144.08 75.24
Empl + Child 1,140.40 613.58 306.79 263.41
Empl + Spouse 1,196.99 637.86 318.93 279.57
Family 1,609.68 830.69 415.35 389.50
HSA Single 374.34 288.16 144.08 43.09
Empl + Child 973.22 613.58 306.79 179.82
Empl + Spouse 1021.52 637.86 318.93 191.83
Family 1,373.71 830.69 415.35 271.51
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Part-Time Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 144.08 72.04 120.62
Empl + Child 1,001.87 306.79 153.40 347.54
Empl + Spouse 1,051.93 318.93 159.47 366.50
Family 1,413.98 415.35 207.67 499.32
PPO Single 438.64 144.08 72.04 147.28
Empl + Child 1,140.40 306.79 153.40 416.81
Empl + Spouse 1,196.99 318.93 159.47 439.03
Family 1,609.68 415.35 207.67 597.17
HSA Single 374.34 144.08 72.04 115.13
Empl + Child 973.22 306.79 153.40 333.22
Empl + Spouse 1021.52 318.93 159.47 351.30
Family 1,373.71 415.35 207.67 479.18

Anthem Rates 12-15-07 7/16/2012



Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
2 Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Empl + Spouse 1,051.93 845.09 422.55 103.42
Family 1,413.98 1,025.69 512.85 194.15
PPO Empl + Spouse 1,196.99 845.09 422.55 175.95
Family 1,609.68 1,025.69 512.85 292.00
HSA Empl + Spouse 1021.52 845.09 422.55 88.22
Family 1,373.71 1,025.69 512.85 174.01
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Aide Plan Coverage Premium Contribution Per Pay Pay
HMO Single 462.38 367.20 183.60 47.59
Empl + Child 1,202.24 488.40 244.20 356.92
Empl + Spouse 1,262.32 488.40 244.20 386.96
Family 1,696.78 488.40 244.20 604.19
PPO Single 526.37 367.20 183.60 79.58
Empl + Child 1,368.48 488.40 244.20 440.04
Empl + Spouse 1,436.39 488.40 244.20 473.99
Family 1,931.62 488.40 244.20 721.61
HSA Single 449.21 367.20 183.60 41.00
Empl + Child 1,167.86 488.40 244.20 339.73
Empl + Spouse 1,225.82 488.40 244.20 368.71
Family 1,648.45 488.40 244.20 580.03
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Driver Plan Coverage Premium Contribution Per Pay Pay
HMO Single 462.38 367.20 183.60 47.59
Empl + Child 1,202.24 488.40 244.20 356.92
Empl + Spouse 1,262.32 488.40 244.20 386.96
Family 1,696.78 488.40 244.20 604.19
PPO Single 526.37 367.20 183.60 79.58
Empl + Child 1,368.48 488.40 244.20 440.04
Empl + Spouse 1,436.39 488.40 244.20 473.99
Family 1,931.62 488.40 244.20 721.61
HSA Single 449.21 367.20 183.60 41.00
Empl + Child 1,167.86 488.40 244.20 339.73
Empl + Spouse 1,225.82 488.40 244.20 368.71
Family 1,648.45 488.40 244.20 580.03

Anthem Rates 12-15-07 7/16/2012




Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Custodian/Maintenance [Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 321.00 160.50 32.16
Empl + Child 1,001.87 520.00 260.00 240.94
Empl + Spouse 1,051.93 520.00 260.00 265.97
Family 1,413.98 569.00 284.50 422.49
PPO Single 438.64 321.00 160.50 58.82
Empl + Child 1,140.40 520.00 260.00 310.20
Empl + Spouse 1,196.99 520.00 260.00 338.50
Family 1,609.68 569.00 284.50 520.34
HSA Single 374.34 321.00 160.50 26.67
Empl + Child 973.22 520.00 260.00 226.61
Empl + Spouse 1021.52 520.00 260.00 250.76
Family 1,373.71 569.00 284.50 402.36
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Misc 260 Day Positions |Pian Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 321.00 160.50 32.16
*Technology Application Empl + Child 1,001.87 520.00 260.00 240.94
Specialist Empl + Spouse 1,051.93 520.00 260.00 265.97
*Production Printer Family 1,413.98 569.00 284.50 422.49
*College Admissions
Coordinator PPO Single 438.64 321.00 160.50 58.82
*Security Officer Empl + Child 1,140.40 520.00 260.00 310.20
Empl + Spouse 1,196.99 520.00 260.00 338.50
Family 1,609.68 569.00 284.50 520.34
HSA Single 374.34 321.00 160.50 26.67
Empl + Child 973.22 520.00 260.00 226.61
Empl + Spouse 1021.52 520.00 260.00 250.76
Family 1,373.71 569.00 284.50 402.36
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Support Staff Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 321.00 160.50 32.16
Empl + Child 1,001.87 427.00 213.50 287.44
Empl + Spouse 1,051.93 427.00 213.50 312.47
Family 1,413.98 427.00 203.50 493.49
PPO Single 438.64 321.00 160.50 58.82
Empl + Child 1,140.40 427.00 213.50 356.70
Empl + Spouse 1,196.99 427.00 213.50 385.00
Family 1,609.68 427.00 213.50 591.34
HSA Single 374.34 321.00 160.50 26.67
Empl + Child 973.22 427.00 213.50 273.11
Empl + Spouse 1021.52 427.00 213.50 297.26
Family 1,373.71 427.00 213.50 473.36

Anthem Rates 12-15-07 7/16/2012




Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Cafeteria Manager Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 308.00 154.00 38.66
Empl + Child 1,001.87 368.00 184.00 316.94
Empl + Spouse 1,051.93 368.00 184.00 341.97
Family 1,413.98 368.00 184.00 522.99
PPO Single 438.64 308.00 154.00 65.32
Empl + Child 1,140.40 368.00 184.00 386.20
Empl + Spouse 1,196.99 368.00 184.00 414.50
Family 1,609.68 368.00 184.00 620.84
HSA Single 374.34 308.00 154.00 33.17
Empl + Child 973.22 368.00 184.00 302.61
Empl + Spouse 1021.52 368.00 184.00 326.76
Family 1,373.71 368.00 184.00 502.86
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Cafeteria Worker Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 385.32 268.00 134.00 58.66
Empl + Child 1,001.87 336.00 168.00 332.94
Empl + Spouse 1,051.93 336.00 168.00 357.97
Family 1,413.98 336.00 168.00 538.99
PPO Single 438.64 268.00 134.00 85.32
Empl + Child 1,140.40 336.00 168.00 402.20
Empl + Spouse 1,196.99 336.00 168.00 430.50
Family 1,609.68 336.00 168.00 636.84
HSA Single 374.34 268.00 134.00 53.17
Empl + Child 973.22 336.00 168.00 318.61
Empl + Spouse 1021.52 336.00 168.00 342.76
Family 1,373.71 336.00 168.00 518.86
Service Manager/ Total Monthly Board Employee
Special Ed Monthly Board Contribution | Premium
Transportation Mgr Plan Coverage Premium | Contribution Per Pay Per Pay
HMO  [Single 385.32 306.00 153.00 39.66
Empl + Child 1,001.87 793.00 396.50 104.44
Empl + Spouse 1,051.93 793.00 396.50 129.47
Family 1,413.98 1,058.00 529.00 177.99
PPO Single 438.64 306.00 153.00 66.32
Empl + Child 1,140.40 793.00 396.50 173.70
Empl + Spouse 1,196.99 793.00 396.50 202.00
Family 1,609.68 1,058.00 529.00 275.84
HSA Single 374.34 306.00 153.00 34.17
Empl + Child 973.22 793.00 396.50 90.11
Empl + Spouse 1021.52 793.00 396.50 114.26
Family 1,373.71 1,058.00 529.00 157.86

Anthem Rates 12-15-07 7/16/2012






Anthem Rates by Position

July 15, 2008
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Administrator Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 433.27 433.19 216.60 0.04 .
Empl + Child 1,126.69 1,126.61 563.31 0.04
Empl + Spouse 1,183.00 1,182.92 591.46 0.04
Family 1,590.18 1,590.10 795.05 0.04
PPO Single 475.3 475.22 237.61 0.04
Empl + Child 1,235.80 1,235.72 617.86 0.04
Empl + Spouse 1,297.16 1,297.08 648.54 0.04
Family 1,744.34 1,744.26 872.13 0.04
HSA Single 384.15 384.07 192.04 0.04
Empl + Child 998.80 998.72 499.36 0.04
Empl + Spouse 1048.74 1,048.66 524.33 0.04
Family 1,409.85 1,409.77 704.89 0.04
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 433.27 288.16 144.08 72.56
Empl + Child 1,126.69 613.58 306.79 256.56
Empl + Spouse 1,183.00 637.86 318.93 272.57
Family 1,590.18 830.69 415.35 379.75
PPO Single 475.3 288.16 144.08 93.57
Empl + Child 1,235.80 613.58 306.79 311.11
Empl + Spouse 1,297.16 637.86 318.93 329.65
Family 1,744.34 830.69 415.35 456.83
HSA Single 384.15 288.16 144.08 48.00
Empl + Child 998.80 613.58 306.79 192.61
Empl + Spouse 1048.74 637.86 318.93 205.44
Family 1,409.85 830.69 415.35 289.58
Board Employee
Total Monthly {Monthly Board| Contribution | Premium Per
Part-Time Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 433.27 144.08 72.04 144.60
Empl + Child 1,126.69 306.79 153.40 409.95
Empl + Spouse 1,183.00 318.93 159.47 432.04
Family 1,590.18 415.35 207.67 587.42
PPO Single 475.3 144.08 72.04 165.61
Empl + Child 1,235.80 306.79 153.40 464.51
Empl + Spouse 1,297.16 318.93 159.47 489.12
Family 1,744.34 415.35 207.67 664.50
HSA Single 384.15 144.08 72.04 120.04
Empl + Child 998.80 306.79 153.40 346.01
Empl + Spouse 1048.74 318.93 159.47 364.91
Family 1,409.85 415.35 207.67 497.25

Anthem Rates by Position.xls 7/15/2008




Board Employee
Total Monthly |[Monthly Board| Contribution | Premium Per
2 Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Empl + Spouse 1,183.00 845.09 422.55 168.96
Family 1,590.18 1,025.69 512.85 282.25
PPO Empl + Spouse 1,297.16 845.09 422.55 226.04
Family 1,744.34 1,025.69 512.85 359.33
HSA Empl + Spouse 1048.74 845.09 422.55 101.83
Family 1,409.85 1,025.69 512.85 192.08
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Aide Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 519.92 392.40 196.20 63.76
Empl + Child 1,352.03 522.00 261.00 415.01
Empl + Spouse 1,419.60 522.00 261.00 448.80
Family 1,908.22 522.00 261.00 693.11
PPO Single 570.36 392.40 196.20 88.98
Empl + Child 1,482.96 522.00 261.00 480.48
Empl + Spouse 1,556.59 522.00 261.00 517.30
Family 2,093.21 522.00 261.00 785.60
HSA Single 460.98 392.40 196.20 34.29
Empl + Child 1,198.56 522.00 261.00 338.28
Empl + Spouse 1,258.49 522.00 261.00 368.24
" [Family 1,691.82 522.00 261.00 584.91
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Bus Driver Plan Coverage Premium Contribution Per Pay Pay
HMO Single 519.92 392.40 196.20 63.76
Empl + Child 1,352.03 522.00 261.00 415.01
Empl + Spouse 1,419.60 522.00 261.00 448.80
Family 1,908.22 522.00 261.00 693.11
PPO Single 570.36 392.40 196.20 88.98
Empl + Child 1,482.96 522.00 261.00 480.48
Empl + Spouse 1,556.59 522.00 261.00 517.30
Family 2,093.21 522.00 261.00 785.60
HSA Single 460.98 392.40 196.20 34.29
Empl + Child 1,198.56 522.00 261.00 338.28
Emp! + Spouse 1,258.49 522.00 261.00 368.24
Family 1,691.82 522.00 261.00 584.91

Anthem Rates by Position.xls 7/15/2008




Board Employee
Total Monthly |[Monthly Board| Contribution | Premium Per
Custodian/Maintenance [Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 433.27 350.00 175.00 41.64
Empl + Child 1,126.69 567.00 283.50 279.85
Empl + Spouse 1,183.00 567.00 283.50 308.00
Family 1,590.18 621.00 310.50 484.59
PPO Single 475.30 350.00 175.00 62.65
Empl + Child 1,235.80 567.00 283.50 334.40
Empl + Spouse 1,297.16 567.00 283.50 365.08
Family 1,744.34 621.00 310.50 561.67
HSA Single 384.15 350.00 175.00 17.08
Empl + Child 998.80 567.00 283.50 215.90
Empl + Spouse 1048.74 567.00 283.50 240.87
Family 1,409.85 621.00 310.50 394.43
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Misc 260 Day Positions |pian Coverage Premium | Contribution Per Pay Pay
HMO Single 433.27 350.00 175.00 41.64
*Technology Application Empl + Child 1,126.69 567.00 283.50 279.85
Specialist Empl + Spouse 1,183.00 567.00 283.50 308.00
*Production Printer Family 1,590.18 621.00 310.50 484.59
*College Admissions
Coordinator PPO Single 475.30 350.00 175.00 62.65
*Security Officer Empl + Child 1,235.80 567.00 283.50 334.40
Empl + Spouse 1,297.16 567.00 283.50 365.08
Family 1,744.34 621.00 310.50 561.67
HSA Single 384.15 350.00 175.00 17.08
Empl + Child 998.80 567.00 283.50 215.90
Empl + Spouse 1048.74 567.00 283.50 240.87
Family 1,409.85 621.00 310.50 394.43
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Support Staff Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 433.27 327.00 163.50 53.14
Empl + Child 1,126.69 435.00 217.50 345.85
Empl + Spouse 1,183.00 435.00 217.50 374.00
Family 1,590.18 435.00 217.50 577.59
PPO Single 475.30 327.00 163.50 74.15
Empl + Child 1,235.80 435.00 217.50 400.40
Empl + Spouse 1,297.16 435.00 217.50 431.08
Family 1,744.34 435.00 217.50 654.67
HSA Single 384.15 327.00 163.50 28.58
Empl + Child 998.80 435.00 217.50 281.90
Empl + Spouse 1048.74 435.00 217.50 306.87
Family 1,409.85 435.00 217.50 487.43
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Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
12- Month Support Staff |Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 433.27 350.00 175.00 41.64
Empl + Child 1,126.69 465.00 232.50 330.85
Empl + Spouse 1,183.00 465.00 232.50 359.00
Family 1,690.18 465.00 217.50 562.59
PPO Single 475.30 350.00 175.00 62.65
Empl + Child 1,235.80 465.00 232.50 385.40
Empl + Spouse 1,297.16 465.00 232.50 416.08
Family 1,744.34 465.00 232.50 639.67
HSA Single 384.15 350.00 175.00 17.08
Empl + Child 998.80 465.00 232.50 266.90
Empl + Spouse 1048.74 465.00 232.50 291.87
Family 1,409.85 465.00 232.50 472.43
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Cafeteria Manager Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 433.27 330.00 165.00 51.64
Empl + Child 1,126.69 394.00 197.00 366.35
Empl + Spouse 1,183.00 394.00 197.00 394.50
Family 1,590.18 394.00 197.00 598.09
PPO Single 475.30 330.00 165.00 72.65
Empl + Child 1,235.80 394.00 197.00 420.90
Empl + Spouse 1,297.16 394.00 197.00 451.58
Family 1,744.34 394.00 197.00 675.17
HSA Single 384.15 330.00 165.00 27.08
Empl + Child 998.80 394.00 197.00 302.40
Empl + Spouse 1048.74 394.00 197.00 327.37
Family 1,409.85 394.00 197.00 507.93
Board Employee
Total Monthly |[Monthly Board| Contribution | Premium Per
Cafeteria Worker Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 433.27 287.00 143.50 73.14
Empl + Child 1,126.69 360.00 180.00 383.35
Empl + Spouse 1,183.00 360.00 180.00 411.50
Family 1,590.18 360.00 180.00 615.09
PPO Single 475.30 287.00 143.50 94.15
Empl + Child 1,235.80 360.00 180.00 437.90
Empl + Spouse 1,297.16 360.00 180.00 468.58
Family 1,744.34 360.00 180.00 692.17
HSA Single 384.15 287.00 143.50 48.58
Empl + Child 998.80 360.00 180.00 319.40
Empl + Spouse 1048.74 360.00 180.00 344.37
Family 1,409.85 360.00 180.00 524.93
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Transportation Office Total Monthly Board Employee
Manager Monthly Board Contribution | Premium
Plan Coverage Premium Contribution Per Pay Per Pay

HMO Single 433.27 350.00 175.00 41.64

Empl + Child 1,126.69 908.00 454.00 109.35

Empl + Spouse 1,183.00 908.00 454.00 137.50

Family 1,590.18 1,211.00 605.50 189.59

PPO Single 475.30 350.00 175.00 62.65

Emp! + Child 1,235.80 908.00 454.00 163.90

Empl + Spouse 1,297.16 908.00 454.00 194.58

Family 1,744.34 1,211.00 605.50 266.67

HSA Single 384.15 350.00 175.00 17.08

Empl + Child 998.80 908.00 454.00 45.40

Empl + Spouse 1048.74 908.00 454.00 70.37

Family 1,409.85 1,211.00 605.50 99.43
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Anthem Rates by Position

September 1, 2008
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Administrator Plan Coverage Premium Contribution Per Pay Pay
HMO Single 433.27 433.19 216.60 0.04
Empl + Child 1,126.69 1,126.61 563.31 0.04
Empl + Spouse 1,183.00 1,182.92 591.46 0.04
Family 1,590.18 1,590.10 795.05 0.04
PPO Single 475.30 475.22 237.61 0.04
Empl + Child 1,235.80 1,235.72 617.86 0.04
Empl + Spouse 1,297.16 1,297.08 648.54 0.04
Family 1,744.34 1,744.26 872.13 0.04
HSA Single 384.15 384.07 192.04 0.04
Empl + Child 998.80 998.72 499.36 0.04
Empl + Spouse 1048.74 1,048.66 524.33 0.04
Family 1,409.85 1,409.77 704.89 0.04
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Teacher Plan Coverage Premium Contribution Per Pay Pay
HMO Single 433.27 288.16 144.08 72.56
Empl + Child 1,126.69 613.58 306.79 256.56
Empl + Spouse 1,183.00 637.86 318.93 272.57
Family 1,590.18 830.69 415.35 379.75
PPO Single 475.30 288.16 144.08 93.57
Empl + Child 1,235.80 613.58 306.79 311.11
Empl + Spouse 1,297.16 637.86 318.93 329.65
Family 1,744.34 830.69 415.35 456.83
HSA Single 384.15 288.16 144.08 48.00
Empl + Child 998.80 613.58 306.79 192.61
Empl + Spouse 1048.74 637.86 318.93 205.44
Family 1,409.85 830.69 415.35 289.58
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Part-Time Teacher Plan Coverage Premium Contribution Per Pay Pay
HMO Single 433.27 144.08 72.04 144.60
Empl + Child 1,126.69 306.79 153.40 409.95
Empl + Spouse 1,183.00 318.93 159.47 432.04
Family 1,590.18 415.35 207.67 587.42
PPO Single 475.30 144.08 72.04 165.61
Empl + Child 1,235.80 306.79 153.40 464.51
Empl + Spouse 1,297.16 318.93 159.47 489.12
Family 1,744.34 415.35 207.67 664.50
HSA Single 384.15 144.08 72.04 120.04
Empl + Child 998.80 306.79 153.40 346.01
Empl + Spouse 1048.74 318.93 159.47 364.91
Family 1,409.85 415.35 207.67 497.25
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Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
2 Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Empl + Spouse 1,183.00 845.09 422.55 168.96
Family 1,590.18 1,025.69 512.85 282.25
PPO Empl + Spouse 1,297.16 845.09 422.55 226.04
Family 1,744.34 1,025.69 512.85 359.33
HSA Empl + Spouse 1048.74 845.09 422.55 101.83
Family 1,409.85 1,025.69 512.85 192.08
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Bus Aide Plan Coverage Premium Contribution Per Pay Pay
HMO Single 519.92 420.00 210.00 49.96
Empl + Child 1,352.03 558.00 279.00 397.01
Empl + Spouse 1,419.60 558.00 279.00 430.80
Family 1,908.22 558.00 279.00 675.11
PPO Single 570.36 420.00 210.00 75.18
Empl + Child 1,482.96 558.00 279.00 462.48
Empl + Spouse 1,656.59 558.00 279.00 499.30
Family 2,093.21 558.00 279.00 767.60
HSA Single 460.98 420.00 210.00 20.49
Empl + Child 1,198.56 558.00 279.00 320.28
Empl + Spouse 1,258.49 558.00 279.00 350.24
Family 1,691.82 558.00 279.00 566.91
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Bus Driver Plan Coverage Premium Contribution Per Pay Pay
HMO Single 519.92 420.00 210.00 49.96
Empl + Child 1,352.03 558.00 279.00 397.01
Empl + Spouse 1,419.60 558.00 279.00 430.80
Family 1,908.22 558.00 279.00 675.11
PPO Single 570.36 420.00 210.00 75.18
Empl + Child 1,482.96 558.00 279.00 462.48
Empl + Spouse 1,556.59 558.00 279.00 499.30
Family 2,093.21 558.00 279.00 767.60
HSA Single 460.98 420.00 210.00 20.49
Empl + Child 1,198.56 558.00 279.00 320.28
Empl + Spouse 1,258.49 558.00 279.00 350.24
Family 1,691.82 558.00 279.00 566.91
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Board Employee
, Total Monthly |Monthly Board| Contribution | Premium Per
Custodian/Maintenance [Plan Coverage Premium Contribution Per Pay Pay
HMO Single 433.27 350.00 175.00 41.64
Empl + Child 1,126.69 567.00 283.50 279.85
Empl + Spouse 1,183.00 567.00 283.50 308.00
Family 1,590.18 621.00 310.50 484.59
PPO Single 475.30 350.00 175.00 62.65
Empl + Child 1,235.80 567.00 283.50 334.40
Empl + Spouse 1,297.16 567.00 283.50 365.08
Family 1,744.34 621.00 310.50 561.67
HSA Single 384.15 350.00 175.00 17.08
Empl + Child 998.80 567.00 283.50 215.90
Empl + Spouse 1048.74 567.00 283.50 240.87
Family 1,409.85 621.00 310.50 394.43
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Misc 260 Day Positions (Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 433.27 350.00 175.00 41.64
*Technology Application Empl + Child 1,126.69 567.00 283.50 279.85
Specialist Empl + Spouse 1,183.00 567.00 283.50 308.00
*Production Printer Family 1,590.18 621.00 310.50 484,59
*College Admissions
Coordinator PPO Single 475.30 350.00 175.00 62.65
*Security Officer Empl + Child 1,235.80 567.00 283.50 334.40
Empl + Spouse 1,297.16 567.00 283.50 365.08
Family 1,744.34 621.00 310.50 561.67
HSA Single 384.15 350.00 175.00 17.08
Empl + Child 998.80 567.00 283.50 215.90
Empl + Spouse 1048.74 567.00 283.50 240.87
Family 1,409.85 621.00 310.50 394.43
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Support Staff Plan Coverage Premium Contribution Per Pay Pay
HMO Single 433.27 350.00 175.00 41.64
Empl + Child 1,126.69 465.00 232.50 330.85
Empl + Spouse 1,183.00 465.00 232.50 359.00
Family 1,590.18 465.00 217.50 562.59
PPO Single 475.30 350.00 175.00 62.65
Empl + Child 1,235.80 465.00 232.50 385.40
Empl + Spouse 1,297.16 465.00 232.50 416.08
Family 1,744.34 465.00 232.50 639.67
HSA Single 384.15 350.00 175.00 17.08
Empl + Child 998.80 465.00 232.50 266.90
Empl + Spouse 1048.74 465.00 232.50 291.87
Family 1,409.85 465.00 232.50 472.43
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Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Cafeteria Manager Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 433.27 353.00 176.50 40.14
Empl + Child 1,126.69 422.00 211.00 352.35
Empl + Spouse 1,183.00 422.00 211.00 380.50
Family 1,590.18 422.00 211.00 584.09
PPO Single 475.30 353.00 176.50 61.15
Empl + Child 1,235.80 422.00 211.00 406.90
Empl + Spouse 1,297.16 422.00 211.00 437.58
Family 1,744.34 422.00 211.00 661.17
HSA Single 384.15 353.00 176.50 15.58
Empl + Child 998.80 422.00 211.00 288.40
Empl + Spouse 1048.74 422.00 211.00 313.37
Family 1,409.85 422.00 211.00 493.93
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Cafeteria Worker Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 433.27 307.00 153.50 63.14
Empl + Child 1,126.69 385.00 192.50 370.85
Empl + Spouse 1,183.00 385.00 192.50 399.00
Family 1,590.18 385.00 192.50 602.59
PPO Single 475.30 307.00 153.50 84.15
Empl + Child 1,235.80 385.00 192.50 425.40
Empl + Spouse 1,297.16 385.00 192.50 456.08
Family 1,744.34 385.00 192.50 679.67
HSA Single 384.15 307.00 163.50 38.58
Empl + Child 998.80 385.00 192.50 306.90
Empl + Spouse 1048.74 385.00 192.50 331.87
Family 1,409.85 385.00 192.50 512.43
Transportation Office Total Monthly Board Employee
Manager Monthly Board Contribution | Premium
Plan Coverage Premium Contribution Per Pay Per Pay
HMO Single 433.27 350.00 175.00 41.64
Empl + Child 1,126.69 908.00 454.00 109.35
Empl + Spouse 1,183.00 908.00 454.00 137.50
Family 1,590.18 1,211.00 605.50 189.59
PPO Single 475.30 350.00 175.00 62.65
Empl + Child 1,235.80 908.00 454.00 163.90
Empl + Spouse 1,297.16 908.00 454.00 194.58
Family 1,744.34 1,211.00 605.50 266.67
HSA Single 384.15 350.00 175.00 17.08
Empl + Child 998.80 908.00 454.00 45.40
Empl + Spouse 1048.74 908.00 454.00 70.37
Family 1,409.85 1,211.00 605.50 99.43
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Anthem Rates by Position

December 15, 2008
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Administrator Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 472.26 472.18 236.09 0.04
Empl + Child 1,228.09 1,228.01 614.01 0.04
Empl + Spouse 1,289.47 1,289.39 644.70 0.04
Family 1,733.30 1,733.22 866.61 0.04
PPO Single 522.83 522.75 261.38 0.04
Empl + Child 1,359.38 1,359.30 679.65 0.04
Empl + Spouse 1,426.88 1,426.80 713.40 0.04
Family 1,918.77 1,918.69 959.35 0.04
HSA Single 418.72 418.64 209.32 0.04
Empl + Child 1,088.69 1,088.61 544.31 0.04
Empl + Spouse 1,143.13 1,143.05 571.53 0.04
Family 1,536.74 1,536.66 768.33 0.04
Board Employee
Total Monthly | Monthly Board| Contribution | Premium Per
Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 472.26 308.33 154.17 81.97
Empl + Child 1,228.09 656.53 328.27 285.78
Empl + Spouse 1,289.47 682.51 341.26 303.48
Family 1,733.30 888.84 444.42 422.23
PPO Single 522.83 308.33 154.17 107.25
Empl + Child 1,359.38 656.53 328.27 351.43
Empl + Spouse 1,426.88 682.51 341.26 372.19
Family 1,918.77 888.84 444.42 514.97
HSA Single 418.72 308.33 154.17 55.20
Empl + Child 1,088.69 656.53 328.27 216.08
Empl + Spouse 1,143.13 682.51 341.26 230.31
Family 1,5636.74 888.84 444.42 323.95
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Part-Time Teacher Plan Coverage Premium Contribution Per Pay Pay
HMO Single 472.26 154.17 77.08 159.05
Empl + Child 1,228.09 328.27 164.13 449.91
Empl + Spouse 1,289.47 341.26 170.63 47411
Family 1,733.30 444.42 222.21 644.44
PPO Single 522.83 154.17 77.08 184.33
Empl + Child 1,359.38 328.27 164.13 515.56
Empl + Spouse 1,426.88 341.26 170.63 542.81
Family 1,918.77 444.42 222.21 737.18
HSA Single 418.72 154.17 77.08 132.28
Empl + Child 1,088.69 328.27 164.13 380.21
Empl + Spouse 1,143.13 341.26 170.63 400.94
Family 1,5636.74 444.42 222.21 546.16

Anthem Rates By Position 2009.xs 11/14/2008



Board Employee
Total Monthly |[Monthly Board| Contribution | Premium Per
2 Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Empl + Spouse 1,289.47 904.24 452.12 192.62
Family 1,733.30 1,097.49 548.75 317.91
PPO Empl + Spouse 1,426.88 904.24 452.12 261.32
Family 1,918.77 1,097.49 548.75 410.64
HSA Empl! + Spouse 1,143.13 904.24 452.12 119.45
Family 1,536.74 1,097.49 548.75 219.63
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Aide Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 566.72 420.00 210.00 73.36
Empl + Child 1,473.71 558.00 279.00 457.85
Empl + Spouse 1,547.36 558.00 279.00 494.68
Family 2,079.96 558.00 279.00 760.98
PPO Single 627.40 420.00 210.00 103.70
Empl + Child 1,631.26 558.00 279.00 536.63
Empl + Spouse 1,712.25 558.00 279.00 577.13
Family 2,302.53 558.00 279.00 872.27
HSA Single 502.47 420.00 210.00 41.24
Empl + Child 1,306.43 558.00 279.00 374.21
Empl + Spouse 1,371.75 558.00 279.00 406.88
Family 1,844.08 558.00 279.00 643.04
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Driver Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 566.72 420.00 210.00 73.36
Empl + Child 1,473.71 558.00 279.00 457.85
Empl + Spouse 1,547.36 558.00 279.00 494.68
Family 2,079.96 558.00 279.00 760.98
PPO Single 627.40 420.00 210.00 103.70
Empl + Child 1,631.26 558.00 279.00 536.63
Empl + Spouse 1,712.25 558.00 279.00 577.13
Family 2,302.53 558.00 279.00 872.27
HSA Single 502.47 420.00 210.00 41.24
Empl + Child 1,306.43 558.00 279.00 374.22
Empl + Spouse 1,371.75 558.00 279.00 406.88
Family 1,844.08 558.00 279.00 643.04
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Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Custodian/Maintenance [Pian Coverage _ Premium | Contribution Per Pay Pay
HMO Single 472.26 350.00 175.00 61.13
Empl + Child 1,228.09 567.00 283.50 330.55
Empl + Spouse 1,289.47 567.00 283.50 361.24
Family 1,733.30 621.00 310.50 556.15
PPO Single 522.83 350.00 175.00 86.42
Empl + Child 1,359.38 567.00 283.50 396.19
Empl + Spouse 1,426.88 567.00 283.50 429.94
Family 1,918.77 621.00 310.50 648.89
HSA Single 418.72 350.00 175.00 34.36
Empl + Child 1,088.69 567.00 283.50 260.85
Empl + Spouse 1,143.13 567.00 283.50 288.07
Family 1,536.74 621.00 310.50 457.87
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Misc 260 Day Positions |plan Coverage Premium | Contribution Per Pay Pay
HMO Single 472.26 350.00 175.00 61.13
*Technology Application Empl + Child 1,228.09 567.00 283.50 330.55
Specialist Empl + Spouse 1,289.47 567.00 283.50 361.24
*Production Printer Family 1,733.30 621.00 310.50 556.15
*College Admissions
Coordinator PPO Single 522.83 350.00 175.00 86.42
*Security Officer Empl + Child 1,359.38 567.00 283.50 396.19
Empl + Spouse 1,426.88 567.00 283.50 429.94
Family 1,918.77 621.00 310.50 648.89
HSA Single 418.72 350.00 175.00 34.36
Empl + Child 1,088.69 567.00 283.50 260.85
Empl + Spouse 1,143.13 567.00 283.50 288.07
Family 1,636.74 621.00 310.50 457.87
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Support Staff Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 472.26 350.00 175.00 61.13
Empl + Child 1,228.09 465.00 232.50 381.55
Empl + Spouse 1,289.47 465.00 232.50 412.24
Family 1,733.30 465.00 217.50 634.15
PPO Single 522.83 350.00 175.00 86.42
Empl + Child 1,359.38 465.00 232.50 447.19
Empl! + Spouse 1,426.88 465.00 232.50 480.94
Family 1,918.77 465.00 232.50 726.89
HSA Single 418.72 350.00 175.00 34.36
Empl + Child 1,088.69 465.00 232.50 311.85
Empl + Spouse 1,143.13 465.00 232.50 339.07
Family 1,536.74 465.00 232.50 535.87
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Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Cafeteria Manager Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 472.26 353.00 176.50 59.63
Empl + Child 1,228.09 422.00 211.00 403.05
Empl + Spouse 1,289.47 422.00 211.00 433.74
Family 1,733.30 422.00 211.00 655.65
PPO Single 522.83 353.00 176.50 84.92
Empl! + Child 1,359.38 422.00 211.00 468.69
Empl + Spouse 1,426.88 422.00 211.00 502.44
Family 1,918.77 422.00 211.00 748.39
HSA Single 418.72 353.00 176.50 32.86
Empl + Child 1,088.69 422.00 211.00 333.35
Empl + Spouse 1,143.13 422.00 211.00 360.57
Family 1,536.74 422.00 211.00 557.37
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Cafeteria Worker Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 472.26 307.00 153.50 82.63
Empl + Child 1,228.09 385.00 192.50 421.55
Empl + Spouse 1,289.47 385.00 192.50 452.24
Family 1,733.30 385.00 192.50 674.15
PPO Single 522.83 307.00 153.50 107.92
Empl + Child 1,359.38 385.00 192.50 487.19
Empl + Spouse 1,426.88 385.00 192.50 520.94
Family 1,918.77 385.00 192.50 766.89
HSA Single 418.72 307.00 153.50 55.86
Empl + Child 1,088.69 385.00 192.50 351.85
Empl + Spouse 1,143.13 385.00 192.50 379.07
Family 1,536.74 385.00 192.50 575.87
Transportation Office Total Monthly Board Employee
Manager Monthly Board Contribution | Premium
Plan Coverage Premium Contribution Per Pay Per Pay
HMO Single 472.26 350.00 175.00 61.13
Emp! + Child 1,228.09 908.00 454.00 160.05
Empl + Spouse 1,289.47 908.00 454.00 190.74
Family 1,733.30 1,211.00 605.50 261.15
PPO Single 522.83 350.00 175.00 86.42
Empl + Child 1,359.38 908.00 454.00 225.69
Empl + Spouse 1,426.88 908.00 454.00 259.44
Family 1,918.77 1,211.00 605.50 353.89
HSA Single 418.72 350.00 175.00 34.36
Empl + Child 1,088.69 908.00 454.00 90.35
Empl + Spouse 1,143.13 908.00 454.00 117.57
Family 1,536.74 1,211.00 605.50 162.87
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Anthem Rates by Position

September 1, 2009

Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Administrator Plan Coverage Premium Contribution Per Pay Pay
HMO Single 472.26 472.18 236.09 0.04
Emp! + Child 1,228.09 1,228.01 614.01 0.04
Empl + Spouse 1,289.47 1,289.39 644.70 0.04
Family 1,733.30 1,733.22 866.61 0.04
PPO Single 522.83 522.75 261.38 0.04
Empl + Child 1,359.38 1,359.30 679.65 0.04
Empl + Spouse 1,426.88 1,426.80 713.40 0.04
Family 1,918.77 1,918.69 959.35 0.04
HSA Single 418.72 418.64 209.32 0.04
Empl + Child 1,088.69 1,088.61 544.31 0.04
Empl + Spouse 1,143.13 1,143.05 571.53 0.04
Family 1,536.74 1,536.66 768.33 0.04
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Teacher Plan Coverage Premium Contribution Per Pay Pay
HMO Single 472.26 308.33 154.17 81.97
Empl + Child 1,228.09 656.53 328.27 285.78
Empl + Spouse 1,289.47 682.51 341.26 303.48
Family 1,733.30 888.84 444.42 422.23
PPO Single 522.83 308.33 154.17 107.25
Empl + Child 1,359.38 656.53 328.27 351.43
Empl + Spouse 1,426.88 682.51 341.26 372.19
Family 1,918.77 888.84 444 .42 514.97
HSA Single 418.72 308.33 154.17 55.20
Empl + Child 1,088.69 656.53 328.27 216.08
Empl + Spouse 1,143.13 682.51 341.26 230.31
Family 1,536.74 888.84 444.42 323.95
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Part-Time Teacher Plan Coverage Premium Contribution Per Pay Pay
HMO Single 472.26 154.17 77.08 159.05
Empl + Child 1,228.09 328.27 164.13 449.91
Empl + Spouse 1,289.47 341.26 170.63 47411
Family 1,733.30 444.42 222.21 644.44
PPO Single 522.83 154.17 77.08 184.33
Empl + Child 1,359.38 328.27 164.13 515.56
Empl + Spouse 1,426.88 341.26 170.63 542.81
Family 1,918.77 444.42 222.21 737.18
HSA Single 418.72 154.17 77.08 132.28
Empl + Child 1,088.69 328.27 164.13 380.21
Empl + Spouse 1,143.13 341.26 170.63 400.94
Family 1,636.74 444.42 222.21 546.16
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Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
2 Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Empl + Spouse 1,289.47 904.24 452.12 192.62
Family 1,733.30 1,097.49 548.75 317.91
PPO Empl + Spouse 1,426.88 904.24 452.12 261.32
Family 1,918.77 1,097.49 548.75 410.64
HSA Empl + Spouse 1,143.13 904.24 452.12 119.45
Family 1,536.74 1,097.49 548.75 219.63
. !
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Aide Plan Coverage Premium Contribution Per Pay Pay
HMO Single 566.72 450.00 225.00 58.36
Empl + Child 1,473.71 597.60 298.80 438.05
Empl + Spouse 1,547.36 597.60 298.80 474.88
Family 2,079.96 597.60 298.80 741.18
PPO Single 627.40 450.00 225.00 88.70
Empl + Child 1,631.26 597.60 298.80 516.83
Empl + Spouse 1,712.25 597.60 298.80 557.33
Family 2,302.53 597.60 298.80 852.47
HSA Single 502.47 450.00 225.00 26.24
Empl + Child 1,306.43 597.60 298.80 354.41
Empl + Spouse 1,371.75 597.60 298.80 387.08
Family 1,844.08 597.60 298.80 623.24
Board Employee
Total Monthly | Monthly Board| Contribution | Premium Per
Bus Driver Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 566.72 450.00 225.00 58.36
Empl + Child 1,473.71 597.60 298.80 438.05
Empl + Spouse 1,547.36 597.60 298.80 474.88
Family 2,079.96 597.60 298.80 741.18
PPO Single 627.40 450.00 225.00 88.70
Empl + Child 1,631.26 597.60 298.80 516.83
Empl + Spouse 1,712.25 597.60 298.80 557.33
Family 2,302.53 597.60 298.80 852.47
HSA Single 502.47 450.00 225.00 26.24
Empl + Child 1,306.43 597.60 298.80 354.42
Empl + Spouse 1,371.75 597.60 298.80 387.08
Family 1,844.08 597.60 298.80 623.24
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Board Employee
Total Monthly |[Monthly Board| Contribution | Premium Per
Custodian/Maintenance [pian Coverage Premium | Contribution Per Pay Pay
HMO Single 472.26 375.00 187.50 48.63
Empl + Child 1,228.09 607.00 303.50 310.55
Empl + Spouse 1,289.47 607.00 303.50 341.24
Family 1,733.30 664.00 332.00 534.65
PPO Single 522.83 375.00 187.50 73.92
Empl + Child 1,359.38 607.00 303.50 376.19
Empl + Spouse 1,426.88 607.00 303.50 409.94
Family 1,918.77 664.00 332.00 627.39
HSA Single 418.72 375.00 187.50 21.86
Empl + Child 1,088.69 607.00 303.50 240.85
Empl + Spouse 1,143.13 607.00 303.50 268.07
Family 1,536.74 664.00 332.00 436.37
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Misc 260 Day Positions [Pian Coverage Premium | Contribution Per Pay Pay
HMO Single 472.26 375.00 187.50 48.63
*Technology Application Empl + Child 1,228.09 607.00 303.50 310.55
Specialist Empl + Spouse 1,289.47 607.00 303.50 341.24
*Production Printer Family 1,733.30 664.00 332.00 534.65
“College Admissions
Coordinator PPO Single 522.83 375.00 187.50 73.92
*Security Officer Empl + Child 1,359.38 607.00 303.50 376.19
*Grade Reporting Empl + Spouse 1,426.88 607.00 303.50 409.94
Specialist Family 1,918.77 664.00 332.00 627.39
HSA Single 418.72 375.00 187.50 21.86
Empl + Child 1,088.69 607.00 303.50 240.85
Empl + Spouse 1,143.13 607.00 303.50 268.07
Family 1,536.74 664.00 332.00 436.37
Board Employee
Total Monthly { Monthly Board| Contribution | Premium Per
Support Staff Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 472.26 375.00 187.50 48.63
Empl + Child 1,228.09 498.00 249.00 365.05
Empl + Spouse 1,289.47 498.00 249.00 395.74
Family 1,733.30 498.00 249.00 617.65
PPO Single 522,83 375.00 187.50 73.92
Empl + Child 1,359.38 498.00 249.00 430.69
Empl + Spouse 1,426.88 498.00 249.00 464.44
Family 1,918.77 498.00 249.00 710.39
HSA Single 418.72 375.00 187.50 21.86
Empl + Child 1,088.69 498.00 249.00 295.35
Empl + Spouse 1,143.13 - 498.00 249.00 322.57
Family 1,536.74 498.00 249.00 519.37
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Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Cafeteria Manager Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 472.26 378.00 189.00 47.13
Empl + Child 1,228.09 452.00 226.00 388.05
Empl + Spouse 1,289.47 452.00 226.00 418.74
Family 1,733.30 452.00 226.00 640.65
PPO Single 522.83 378.00 189.00 72.42
Empl + Child 1,359.38 452.00 226.00 453.69
Empl + Spouse 1,426.88 452.00 226.00 487.44
Family 1,918.77 452.00 226.00 733.39
HSA Single 418.72 378.00 189.00 20.36
Empl + Child 1,088.69 452.00 226.00 318.35
Empl + Spouse 1,143.13 452.00 226.00 345.57
Family 1,5636.74 452.00 226.00 542.37
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Cafeteria Worker Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 472.26 328.00 164.00 72.13
Empl + Child 1,228.09 412.00 206.00 408.05
Empl + Spouse 1,289.47 412.00 206.00 438.74
Family 1,733.30 412.00 206.00 660.65
PPO Single 522.83 328.00 164.00 97.42
Empl + Child 1,359.38 412.00 206.00 473.69
Empl + Spouse 1,426.88 412.00 206.00 507.44
Family 1,918.77 412.00 206.00 753.39
HSA Single 418.72 328.00 164.00 45.36
Empl + Child 1,088.69 412.00 206.00 338.35
Empl + Spouse 1,143.13 412.00 206.00 365.57
| Family 1,5636.74 412.00 206.00 562.37
Transportation Office Total Monthly Board Employee
Manager Monthly Board Contribution |  Premium
Plan Coverage Premium Contribution Per Pay Per Pay
HMO Single 472.26 375.00 187.50 48.63
Empl + Child 1,228.09 972.00 486.00 128.05
Empl + Spouse 1,289.47 972.00 486.00 158.74
Family 1,733.30 1,296.00 648.00 218.65
PPO Single 522.83 375.00 187.50 73.92
Empl + Child 1,359.38 972.00 486.00 193.69
Empl + Spouse 1,426.88 972.00 486.00 227.44
Family 1,918.77 1,296.00 648.00 311.39
HSA Single 418.72 375.00 187.50 21.86
Empl + Child 1,088.69 972.00 486.00 58.35
Empl + Spouse 1,143.13 972.00 486.00 85.57
Family 1,636.74 1,296.00 648.00 120.37
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Anthem Rates by Position

December 15, 2009

Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Administrator Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 519.49 519.41 259.71 0.04
Empl + Child 1,350.90 1,350.82 675.41 0.04
Empl + Spouse 1,418.42 1,418.34 709.17 0.04
Family 1,906.63 1,906.55 953.28 0.04
PPO Single 575.11 575.03 287.52 0.04
Empl + Child 1,495.32 1,495.24 747.62 0.04
Empl + Spouse 1,569.57 1,5669.49 784.75 0.04
Family 2,110.65 2,110.57 1,055.29 0.04
HSA Single 460.59 460.51 230.26 0.04
Empl + Child 1,197.56 1,197.48 598.74 0.04
Empl + Spouse 1,257.44 1,257.36 628.68 0.04
Family 1,690.41 1,690.33 845.17 0.04
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Teacher Plan Coverage Premium Contribution Per Pay Pay
HMO Single 519.49 329.92 164.96 94.79
Empl + Child 1,350.90 702.49 351.25 324.21
Empl + Spouse 1,418.42 730.28 365.14 344.07
Family 1,906.63 951.06 475.53 477.79
PPO Single 575.11 329.92 164.96 122.60
Empl + Child 1,495.32 702.49 351.25 396.42
Empl + Spouse 1,569.57 730.28 365.14 419.65
Family 2,110.65 951.06 475.53 579.80
HSA Single 460.59 329.92 164.96 65.34
Empl + Child 1,197.56 702.49 351.25 247.54
Empl + Spouse 1,257.44 730.28 365.14 263.58
Family 1,690.41 951.06 475.53 369.68
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Part-Time Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 519.49 164.96 82.48 177.27
Empl + Child 1,350.90 351.25 175.62 499.83
Empl + Spouse 1,418.42 365.14 182.57 526.64
Family 1,906.63 475.53 237.77 715.55
PPO Single 575.11 164.96 82.48 205.08
Empl + Child 1,495.32 351.25 175.62 572.04
Empl + Spouse 1,669.57 365.14 182.57 602.22
Family 2,110.65 475.53 237.77 817.56
HSA Single 460.59 164.96 82.48 147.82
Empl + Child 1,197.56 351.26 175.62 423.16
Empl + Spouse 1,257.44 365.14 182.57 446.15
Family 1,690.41 475.53 237.77 607.44
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Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
2 Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Empl + Spouse 1,418.42 967.54 483.77 225.44
Family 1,906.63 1,174.31 587.16 366.16
PPO Empl + Spouse 1,569.57 967.54 483.77 301.02
Family 2,110.65 1,174.31 587.16 468.17
HSA Empl + Spouse 1,257.44 967.54 483.77 144.95
Family 1,690.41 1,174.31 587.16 258.05
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Aide Plan Coverage Premium Contribution Per Pay Pay
HMO Single 623.39 450.00 225.00 86.69
Empl + Child 1,621.08 597.60 298.80 511.74
Empl + Spouse 1,702.10 597.60 298.80 552.25
Family 2,287.96 597.60 298.80 845.18
PPO Single 690.13 450.00 225.00 120.07
Empl + Child 1,794.38 597.60 298.80 598.39
Empl + Spouse 1,883.48 597.60 298.80 642.94
Family 2,532.78 597.60 298.80 967.59
HSA Single 552.71 450.00 225.00 51.35
Empl + Child 1,437.07 597.60 298.80 419.74
Empl + Spouse 1,508.93 597.60 298.80 455.66
Family 2,028.49 597.60 298.80 715.45
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Bus Driver Plan Coverage Premium Contribution Per Pay Pay
HMO Single 623.39 450.00 225.00 86.69
Empl + Child 1,621.08 597.60 298.80 511.74
Empl + Spouse 1,702.10 597.60 298.80 552.25
Family 2,287.96 597.60 298.80 845.18
PPO Single 690.13 450.00 225.00 120.07
Empl + Child 1,794.38 597.60 298.80 598.39
Empl + Spouse 1,883.48 597.60 298.80 642.94
Family 2,532.78 597.60 298.80 967.59
HSA Single 552.71 450.00 225.00 51.35
Empl + Child 1,437.07 597.60 298.80 419.74
Empl + Spouse 1,508.93 597.60 298.80 455.66
Family 2,028.49 597.60 298.80 715.45
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Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Custodian/Maintenance (Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 519.49 375.00 187.50 72.25
Empl + Child 1,350.90 607.00 303.50 371.95
Empl + Spouse 1,418.42 607.00 303.50 405.71
Family 1,906.63 664.00 332.00 621.32
PPO Single 575.11 375.00 187.50 100.06
Empl + Child 1,495.32 607.00 303.50 444.16
Empl + Spouse 1,569.57 607.00 303.50 481.29
Family 2,110.65 664.00 332.00 723.33
HSA Single 460.59 375.00 187.50 42.80
Empl + Child 1,197.56 607.00 303.50 295.28
Empl + Spouse 1,257.44 607.00 303.50 325.22
Family 1,690.41 664.00 332.00 513.21
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Misc 260 Day Positions |Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 519.49 375.00 187.50 72.25
*Technology Application Empl + Child 1,350.90 607.00 303.50 371.95
Specialist Empl + Spouse 1,418.42 607.00 303.50 405.71
*Production Printer Family 1,906.63 664.00 332.00 621.32
*College Admissions
Coordinator PPO Single 575.11 375.00 187.50 100.06
*Security Officer Empl + Child 1,495.32 607.00 303.50 44416
*Grade Reporting Empl + Spouse 1,569.57 607.00 303.50 481.29
Specialist Family 2,110.65 664.00 332.00 723.33
HSA Single 460.59 375.00 187.50 42.80
Empl + Child 1,197.56 607.00 303.50 295.28
Empl + Spouse 1,257.44 607.00 303.50 325.22
Family 1,690.41 664.00 332.00 513.21
Board Employee
Total Monthly IMonthly Board| Contribution | Premium Per
Support Staff Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 519.49 375.00 187.50 72.25
Empl + Child 1,350.90 498.00 249.00 426.45
Empl + Spouse 1,418.42 498.00 249.00 460.21
Family 1,906.63 498.00 249.00 704.32
PPO Single 575.11 375.00 187.50 100.06
Empl + Child 1,495.32 498.00 249.00 498.66
Empl + Spouse 1,569.57 498.00 249.00 535.79
Family 2,110.65 498.00 249.00 806.33
HSA Single 460.59 375.00 187.50 42.80
Empl + Child 1,197.56 498.00 249.00 349.78
Empl + Spouse 1,257.44 498.00 249.00 379.72
Family 1,690.41 498.00 249.00 596.21
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Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Cafeteria Manager Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 519.49 378.00 189.00 70.75
Empl + Child 1,350.90 452.00 226.00 449.45
Empl + Spouse 1,418.42 452.00 226.00 483.21
Family 1,906.63 452.00 226.00 727.32
PPO Single 575.11 378.00 189.00 98.56
Empl + Child 1,495.32 452.00 226.00 521.66
Empl + Spouse 1,569.57 452.00 226.00 558.79
Family 2,110.65 452.00 226.00 829.33
HSA Single 460.59 378.00 189.00 41.30
Empl + Child 1,197.56 452.00 226.00 372.78
Empl + Spouse 1,257.44 452.00 226.00 402.72
Family 1,690.41 452.00 226.00 619.21
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Cafeteria Worker Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 519.49 328.00 164.00 95.75
Empl + Child 1,350.90 412.00 206.00 469.45
Empl + Spouse 1,418.42 412.00 206.00 503.21
Family 1,906.63 412.00 206.00 747.32
PPO Single 575.11 328.00 164.00 123.56
Empl + Child 1,495.32 412.00 206.00 541.66
Empl + Spouse 1,569.57 412.00 206.00 578.79
Family 2,110.65 412.00 206.00 849.33
HSA Single 460.59 328.00 164.00 66.30
Empl + Child 1,197.56 412.00 206.00 392.78
Empl + Spouse 1,257.44 412.00 206.00 422.72
Family 1,690.41 412.00 206.00 639.21
Transportation Office Total Monthly Board Employee
Manager Monthly Board Contribution Premium
Plan Coverage Premium Contribution Per Pay Per Pay
HMO Single 519.49 375.00 187.50 72.25
Empl + Child 1,350.90 972.00 486.00 189.45
Empl + Spouse 1,418.42 972.00 486.00 223.21
Family 1,906.63 1,296.00 648.00 305.32
PPO Single 575.11 375.00 187.50 100.06
Empl + Child 1,495.32 972.00 486.00 261.66
Empl + Spouse 1,5669.57 972.00 486.00 298.79
Family 2,110.65 1,296.00 648.00 407.33
HSA Single 460.59 375.00 187.50 42.80
Empl + Child 1,197.56 972.00 486.00 112.78
Empl + Spouse 1,257.44 972.00 486.00 142.72
Family 1,690.41 1,296.00 648.00 197.21
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Anthem Rates by Position

2011
Board Employee
Total Monthly |Monthly Board]| Contribution | Premium Per
Administrator Plan Coverage Premium Contribution Per Pay Pay
HMO Single 566.24 537.92 268.96 14.16
Empl + Child 1,472.48 1,398.86 699.43 36.81
Empl + Spouse 1,546.08 1,468.78 734.39 38.65
Family 2,078.23 1,974.31 987.16 51.96
PPO Single 632.62 600.98 300.49 15.82
Empl + Child 1,644.85 1,562.61 781.31 41.12
Empl + Spouse 1,726.53 1,640.21 820.11 43.16
Family 2,321.72 2,205.64 1,102.82 58.04
HSA Single 479.01 455.05 227.53 11.98
Empl + Child 1,245.46 1,183.18 591.59 - 31.14
Empl + Spouse 1,307.74 1,242.36 621.18 32.69
Family 1,758.03 1,670.13 835.07 43.95
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
2 Teacher/Administrator |Plan Coverage Premium | Contribution Per Pay Pay
HMO Empl + Spouse 1,546.08 1,530.62 765.31 7.73
Family 2,078.23 2,057.45 1,028.72 10.39
PPO Empl + Spouse 1,726.53 1,709.26 854.63 8.63
Family 2,321.72 2,298.50 1,149.25 11.61
HSA Empl + Spouse 1,307.74 1,294.66 647.33 6.54
Family 1,758.03 1,740.45 870.22 8.79
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 566.24 329.92 164.96 118.16
Empl + Child 1,472.48 702.49 351.25 385.00
Empl + Spouse 1,546.08 730.28 365.14 407.90
Family 2,078.23 951.06 475.53 563.59
PPO Single 632.62 329.92 164.96 151.35
Empl + Child 1,644.85 702.49 351.25 471.18
Empl + Spouse 1,726.53 730.28 365.14 498.13
Family 2,321.72 951.06 475.53 685.33
HSA Single 479.01 329.92 164.96 74.55
Empl + Child 1,245.46 702.49 351.25 271.49
Empl + Spouse 1,307.74 730.28 365.14 288.73
Family 1,758.03 951.06 475.53 403.49
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Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Part-Time Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 566.24 164.96 82.48 200.64
Empl + Child 1,472.48 351.25 175.62 560.62
Empl + Spouse 1,546.08 365.14 182.57 590.47
Family 2,078.23 475.53 237.77 801.35
PPO Single 632.62 164.96 82.48 233.83
Empl + Child 1,644.85 351.25 175.62 646.80
Empl + Spouse 1,726.53 365.14 182.57 680.70
Family 2,321.72 475.53 237.77 923.10
HSA Single 479.01 164.96 82.48 157.03
Empl + Child 1,245.46 351.25 175.62 44711
Empl + Spouse 1,307.74 365.14 182.57 471.30
Family 1,758.03 475.53 237.77 641.25
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
2 Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Empl + Spouse 1,546.08 967.54 483.77 289.27
Family 2,078.23 1,174.31 587.16 451.96
PPO Empl + Spouse 1,726.53 967.54 483.77 379.50
Family 2,321.72 1,174.31 587.16 573.71
HSA Empl + Spouse 1,307.74 967.54 483.77 170.10
Family 1,758.03 1,174.31 587.16 291.86
Board Employee
Total Monthly {Monthly Board| Contribution | Premium Per
Support Staff Plan Coverage Premium Contribution Per Pay Pay
HMO Single 566.24 375.00 187.50 95.62
Empl + Child 1,472.48 498.00 249.00 487.24
Empl + Spouse 1,546.08 498.00 249.00 524.04
Family 2,078.23 498.00 249.00 790.12
PPO Single 632.62 375.00 187.50 128.81
Empl + Child 1,644.85 498.00 249.00 573.43
Empl + Spouse 1,726.53 498.00 249.00 614.27
Family 2,321.72 498.00 249.00 911.86
HSA Single 479.01 375.00 187.50 52.01
Empl + Child 1,245.46 498.00 249.00 373.73
Empl + Spouse 1,307.74 498.00 249.00 404.87
Family 1,758.03 498.00 249.00 630.02
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Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Aide Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 679.49 450.00 225.00 114.74
Empl + Child 1,766.98 597.60 298.80 584.69
Empl + Spouse 1,855.30 597.60 298.80 628.85
Family 2,493.88 597.60 298.80 948.14
PPO Single 759.14 450.00 225.00 154.57
Empl + Child 1,973.82 597.60 298.80 688.11
Empl + Spouse 2,071.84 597.60 298.80 737.12
Family 2,786.06 597.60 298.80 1,094.23
HSA Single 574.81 450.00 225.00 62.41
Empl + Child 1,494.55 597.60 298.80 448.48
Empl + Spouse 1,569.29 597.60 298.80 485.84
Family 2,109.64 597.60 298.80 756.02
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Driver Plan Coverage Premium Contribution Per Pay Pay
HMO Single 679.49 450.00 225.00 114.74
Empl + Child 1,766.98 597.60 298.80 584.69
Empl + Spouse 1,855.30 597.60 298.80 628.85
Family 2,493.88 597.60 298.80 948.14
PPO Single 759.14 450.00 225.00 154.57
Empl + Child 1,973.82 597.60 298.80 688.11
Empl + Spouse 2,071.84 597.60 298.80 737.12
Family 2,786.06 597.60 298.80 1,094.23
HSA Single 574.81 450.00 225.00 62.41
Empl + Child 1,494.55 597.60 298.80 448.48
Empl + Spouse 1,569.29 597.60 298.80 485.84
Family 2,109.64 597.60 298.80 756.02
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Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Custodian/Maintenance |Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 566.24 375.00 187.50 95.62
Empl + Child 1,472.48 607.00 303.50 432.74
Empl + Spouse 1,546.08 607.00 303.50 469.54
Family 2,078.23 664.00 332.00 707.12
PPO Single 632.62 375.00 187.50 128.81
Empl + Child 1,644.85 607.00 303.50 518.93
Empl + Spouse 1,726.53 607.00 303.50 559.77
Family 2,321.72 664.00 332.00 828.86
HSA Single 479.01 375.00 187.50 52.01
Empl + Child 1,245.46 607.00 303.50 319.23
Empl + Spouse 1,307.74 607.00 303.50 350.37
Family 1,758.03 664.00 332.00 547.02
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Misc 260 Day Positions |Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 566.24 375.00 187.50 95.62
*Technology Application Empl + Child 1,472.48 607.00 303.50 432.74
Specialist Empl + Spouse 1,546.08 607.00 303.50 469.54
*Production Printer Family 2,078.23 664.00 332.00 707.12
*College Admissions
Coordinator PPO Single 632.62 375.00 187.50 128.81
*Security Officer Empl + Child 1,644.85 607.00 303.50 518.93
*Grade Reporting Empl + Spouse 1,726.53 607.00 303.50 559.77
Specialist Family 2,321.72 664.00 332.00 828.86
HSA Single 479.01 375.00 187.50 52.01
Empl + Child 1,245.46 607.00 303.50 319.23
Empl + Spouse 1,307.74 607.00 303.50 350.37
Family 1,758.03 664.00 332.00 547.02
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Cafeteria Manager Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 566.24 378.00 189.00 94.12
Empl + Child 1,472.48 452.00 226.00 510.24
Empl + Spouse 1,546.08 452.00 226.00 547.04
Family 2,078.23 452.00 226.00 813.12
PPO Single 632.62 378.00 189.00 127.31
Empl + Child 1,644.85 452.00 226.00 596.43
Empl + Spouse 1,726.53 452.00 226.00 637.27
Family 2,321.72 452.00 226.00 934.86
HSA Single 479.01 378.00 189.00 50.51
Empl + Child 1,245.46 452.00 226.00 396.73
Empl + Spouse 1,307.74 452.00 226.00 427.87
Family 1,758.03 452.00 226.00 653.02
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Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Cafeteria Worker Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 566.24 328.00 164.00 119.12
Empl + Child 1,472.48 412.00 206.00 530.24
Empl + Spouse 1,546.08 412.00 206.00 567.04
Family 2,078.23 412.00 206.00 833.12
PPO Single 632.62 328.00 164.00 152.31
Empl + Child 1,644.85 412.00 206.00 616.43
Empl + Spouse 1,726.53 412.00 206.00 657.27
Family 2,321.72 412.00 206.00 954.86
HSA Single 479.01 328.00 164.00 75.51
Empl + Child 1,245.46 412.00 206.00 416.73
Empl + Spouse 1,307.74 412.00 206.00 447.87
Family 1,758.03 412.00 206.00 673.02
Transportation Office Total Monthly Board Employee
Manager Monthly ‘Board Contribution Premium
Plan Coverage Premium Contribution Per Pay Per Pay
HMO Single 566.24 375.00 187.50 95.62
Empl + Child 1,472.48 972.00 486.00 250.24
Empl + Spouse 1,546.08 972.00 486.00 287.04
Family 2,078.23 1,296.00 648.00 391.12
PPO Single 632.62 375.00 187.50 128.81
Empl + Child 1,644.85 972.00 486.00 336.43
Empl + Spouse 1,726.53 972.00 486.00 377.27
Family 2,321.72 1,296.00 648.00 512.86
HSA Single 479.01 375.00 187.50 52.01
Empl + Child 1,245.46 972.00 486.00 136.73
Empl + Spouse 1,307.74 972.00 486.00 167.87
Family 1,758.03 1,296.00 648.00 231.02
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Anthem Rates By Position

December 15, 2011

Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Administrator Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 513.59 462.23 231.12 25.68
Empl + Child 1,335.55 1,202.00 601.00 66.78
Empl + Spouse 1,402.31 1,262.08 631.04 70.12
Family 1,884.98 1,696.48 848.24 94.25
PPO Single 573.79 516.41 258.21 28.69
Empl + Child 1,491.90 1,342.71 671.36 74.60
Empl + Spouse 1,565.98 1,409.38 704.69 78.30
Family 2,105.82 1,895.24 947.62 105.29
HSA Single 434.47 391.02 195.51 21.72
Empl + Child 1,129.64 1,016.68 508.34 56.48
Empl + Spouse 1,186.13 1,067.52 533.76 59.31
Family 1,594.55 1,435.10 717.55 79.73
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
2 Administrator Plan Coverage Premium | Contribution Per Pay Pay
HMO Empl + Spouse 1,402.31 1,388.29 694.14 7.01
Family 1,884.98 1,866.13 933.07 9.42
PPO Empl + Spouse 1,565.98 1,550.32 775.16 7.83
Family 2,105.82 2,084.76 1,042.38 10.53
HSA Empl + Spouse 1,186.13 1,174.27 587.13 5.93
Family 1,594.55 1,578.60 789.30 7.97
Board Employee
Total Monthly {Monthly Board| Contribution | Premium Per
Teacher Plan Coverage Premium Contribution Per Pay Pay
HMO Single 513.59 311.44 155.72 101.08
Empl + Child 1,335.55 663.15 331.58 336.20
Empl + Spouse 1,402.31 689.38 344.69 356.47
Family 1,884.98 897.80 448.90 493.59
PPO Single 573.79 311.44 155.72 131.18
Empl + Child 1,491.90 663.15 331.58 414.38
Empl + Spouse 1,565.98 689.38 344.69 438.30
Famity 2,105.82 897.80 448.90 604.01
HSA Single 434.47 311.44 155.72 61.52
Empl + Child 1,129.64 663.15 331.58 233.25
Empl + Spouse 1,186.13 689.38 344.69 248.38
Family 1,594.55 897.80 448.90 348.38
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Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Part-Time Teacher Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 513.59 155.72 77.86 178.94
Empl + Child 1,335.55 331.58 165.79 501.99
Empl + Spouse 1,402.31 344.69 172.35 528.81
Family 1,884.98 448.90 224.45 718.04
PPO Single 573.79 155.72 77.86 209.04
Empl + Child 1,491.90 331.58 165.79 580.16
Empl + Spouse 1,5665.98 344.69 172.35 610.65
Family 2,105.82 448.90 224 .45 828.46
HSA Single 434.47 155.72 77.86 139.38
Empl + Child 1,129.64 331.58 165.79 399.03
Empl + Spouse 1,186.13 344.69 172.35 420.72
Family 1,594.55 448.90 224.45 572.83
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
2 Teacher Plan Coverage Premium Contribution Per Pay Pay
HMO Empl + Spouse 1,402.31 913.36 456.68 244 .48
Family 1,884.98 1,108.55 554.28 388.22
PPO Empl + Spouse 1,565.98 913.36 456.68 326.31
Family 2,105.82 1,108.55 554.28 498.64
HSA Empl + Spouse 1,186.13 913.36 456.68 136.39
Family 1,694.55 1,108.55 554.28 243.00
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Bus Aide Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 616.31 424.80 212.40 95.75
Empl + Child 1,602.66 564.13 282.07 519.26
Empl + Spouse 1,682.77 564.13 282.07 559.32
Family 2,261.98 564.13 282.07 848.92
PPO Single 688.55 424.80 212.40 131.87
Empl + Child 1,790.28 564.13 282.07 613.07
Empl + Spouse 1,879.18 564.13 282.07 657.52
Family 2,526.98 564.13 282.07 981.43
HSA Single 521.36 424.80 212.40 48.28
Empl + Child 1,355.57 564.13 282.07 395.72
Empl + Spouse 1,423.36 564.13 282.07 429.61
Family 1,913.46 564.13 282.07 674.66
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Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Bus Driver Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 616.31 424.80 212.40 95.75
Empl + Child 1,602.66 564.13 282.07 519.26
Empl + Spouse 1,682.77 564.13 282.07 559.32
Family 2,261.98 564.13 282.07 848.92
PPO Single 688.55 424.80 212.40 131.87
Empl + Child 1,790.28 564.13 282.07 613.07
Empl + Spouse 1,879.18 564.13 282.07 657.52
Family 2,526.98 564.13 282.07 981.43
HSA Single 521.36 424.80 212.40 48.28
Empl + Child 1,355.57 564.13 282.07 395.72
Empl + Spouse 1,423.36 564.13 282.07 429.61
Family 1,913.46 564.13 282.07 674.66
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Custodian/Maintenance |Pian Coverage Premium | Contribution Per Pay Pay
HMO Single 513.59 354.00 177.00 79.80
Empl + Child 1,335.55 573.01 286.51 381.27
Empl + Spouse 1,402.31 573.01 286.51 414.65
Family 1,884.98 626.82 313.41 629.08
PPO Single 573.79 354.00 177.00 109.90
Empl + Child 1,491.90 573.01 286.51 459.45
Empl + Spouse 1,565.98 573.01 286.51 496.49
Family 2,105.82 626.82 313.41 739.50
HSA Single 434.47 354.00 177.00 40.24
Empl + Child 1,129.64 573.01 286.51 278.32
Empl + Spouse 1,186.13 573.01 286.51 306.56
Family 1,5694.55 626.82 313.41 483.87
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Misc 260 Day Positions |Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 513.59 354.00 177.00 79.80
*Technology Application Empl + Child 1,335.55 573.01 286.51 381.27
Specialist Empl + Spouse 1,402.31 573.01 286.51 414.65
*Production Printer Family 1,884.98 626.82 313.41 629.08
*College Admissions
Coordinator PPO Single 573.79 354.00 177.00 109.90
*Security Officer Empl + Child 1,491.90 573.01 286.51 459.45
*Grade Reporting Empl + Spouse 1,565.98 573.01 286.51 496.49
Specialist Family 2,105.82 626.82 313.41 739.50
HSA Single 434.47 354.00 177.00 40.24
Empl + Child 1,129.64 573.01 286.51 278.32
Empl + Spouse 1,186.13 573.01 286.51 306.56
Family 1,594.55 626.82 313.41 483.87
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Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Support Staff Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 513.59 354.00 177.00 79.80
Empl + Child 1,335.55 470.11 235.06 432.72
Empl + Spouse 1,402.31 470.11 235.06 466.10
Family 1,884.98 470.11 235.06 707.44
PPO Single 573.79 354.00 177.00 109.90
Empl + Child 1,491.90 470.11 235.06 510.90
Empl + Spouse 1,565.98 470.11 235.06 547.94
Family 2,105.82 470.11 235.06 817.86
HSA Single 434.47 354.00 177.00 40.24
Empl + Child 1,129.64 470.11 235.06 329.77
Empl + Spouse 1,186.13 470.11 235.06 358.01
Family 1,594.55 470.11 235.06 562.22
Board Employee
Total Monthly [Monthly Board| Contribution | Premium Per
Cafeteria Manager Plan Coverage Premium | Contribution Per Pay Pay
HMO Single 513.59 356.83 178.42 78.38
Empl + Child 1,335.55 426.69 213.35 454.43
Empl + Spouse 1,402.31 426.69 213.35 487.81
Family 1,884.98 426.69 213.35 729.15
PPO Single 573.79 356.83 178.42 108.48
Empl + Child 1,491.90 426.69 213.35 532.61
Empl + Spouse 1,565.98 426.69 213.35 569.65
Family 2,105.82 426.69 213.35 839.57
HSA Single 434.47 356.83 178.42 38.82
Empl + Child 1,129.64 426.69 213.35 351.48
Empl + Spouse 1,186.13 426.69 213.35 379.72
Family 1,594.55 426.69 213.35 583.93
Board Employee
Total Monthly |Monthly Board| Contribution | Premium Per
Cafeteria Worker Plan Coverage Premium Contribution Per Pay Pay
HMO Single 513.59 309.63 154.82 101.98
Empl + Child 1,335.55 388.93 194.47 473.31
Empl + Spouse 1,402.31 388.93 194.47 506.69
Family 1,884.98 388.93 194.47 748.03
PPO Single 573.79 309.63 154.82 132.08
Empl + Child 1,491.90 388.93 194.47 551.49
Empl + Spouse 1,565.98 388.93 194.47 588.53
Family 2,105.82 388.93 194.47 858.45
HSA Single 434.47 309.63 154.82 62.42
Empl + Child 1,129.64 388.93 194.47 370.36
Empl + Spouse 1,186.13 388.93 194.47 398.60
Family 1,594.55 388.93 194.47 602.81
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Transportation Office Total Monthly Board Employee
Manager Monthly Board Contribution Premium
Plan Coverage Premium Contribution Per Pay Per Pay

HMO Single 513.59 354.00 177.00 79.80

Empl + Child 1,335.55 917.57 458.79 208.99

Empl + Spouse 1,402.31 917.57 458.79 242.37

Family 1,884.98 1,223.42 611.71 330.78

PPO Single 573.79 354.00 177.00 109.90

Empl + Child 1,491.90 917.57 458.79 287.17

Empl + Spouse 1,565.98 917.57 458.79 324.21

Family 2,105.82 1,223.42 611.71 441.20

HSA Single 434.47 354.00 177.00 40.24

Empl + Child 1,129.64 917.57 458.79 106.04

Empl + Spouse 1,186.13 917.57 458.79 134.28

Family 1,594.55 1,223.42 611.71 185.57
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