OHIO COUNTY FISCAL COURT

Health Insurance Benefits Package
Effective July 1, 2021 thru June 30, 2021
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Your summary of benefits

Anthem® Blue Cross and Blue Shield

Anthem ©9

BASIC PLAN

Your Plan: Anthem Blue Access PPO HSA Option E13 with Rx Option T5

Your Network: Blue Access

| Covered Medical Benefits

Cost if you use an In-
Network Provider

Cost if you use a
Non-Network
Provider

Overall Deductible

$6,150 person /
$12,300 family

$18,450 person /
$36,900 family

Qut-of-Pocket Limit

$6,450 person /
$12,900 family

$19,350 person /
$38,700 family

The family deductible and out-of-pocket maximum are embedded meaning the cost shares of one family member will be applied
to both the individual deductible and individual out-of-pocket maximum; in addition, amounts for all covered family members
apply to both the family deductible and family out-of-pocket maximum. No one member will pay more than the individual

deductible and individual out-of-pocket maximum.

Preventive Care / Screening / Immunization

No charge

30% coinsurance after
deductible is met

Doctor Home and Office Services

Primary Care Visit 0% coinsurance after | 30% coinsurance after
deductible is met deductible is met
Specialist Care Visit 0% coinsurance after | 30% coinsurance after

deductible is met

deductible is met

Prenatal and Post-natal Care

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Other Practitioner Visits:
Retail Health Clinic

On-line Visit
Includes Mental/Behavioral Health and Substance Abuse

Manipulation Therapy
Coverage is limited to 12 visits per benefit period.

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Other Services in an Office:

Allergy Testing

Chemo/Radiation Therapy

Dialysis/Hemodialysis

Prescription Drugs - Dispensed in the office

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Diagnostic Services
Lab:

Office

Freestanding Lab/Reference Lab

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Qutpatient Hospital 0% coinsurance after | 30% coinsurance after
deductible is met deductible is met

X-Ray:

Office 0% coinsurance after | 30% coinsurance after
deductible is met deductible is met

Qutpatient Hospital 0% coinsurance after | 30% coinsurance after

deductible is met

deductible is met

Advanced Diagnostic Imaging:
Office

Freestanding Radiology Center

Outpatient Hospital

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met
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Covered Medical Benefits

‘Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Emergency and Urgent Care

Urgent Care

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Emergency Room Facility Services

Emergency Room Doctor and Other Services

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Ambulance

0% coinsurance after
deductible is met

Covered as In-Network

Outpatient Mental/Behavioral Health and Substance Abuse

Doctor Office Visit

Facility Visit:

Facility Fees

Doctor Services

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Outpatient Surgery
Facility Fees:

Hospital

Freestanding Surgical Center

Doctor and Other Services:

Hospital

Freestanding Surgical Center

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met
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. Covered Medical Benefits

Cost if you use an In-
Network Provider

Cost if you use a
Non-Network
Provider

Hospital (Including Maternity, Mental / Behavioral Health, Substance

Abuse):

Facility Fees

Human Organ and Tissue Transplants
Kidney and Cornea are freated the same as any other iliness and subject
to the medical benefits.

Doctor and other services

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Recovery & Rehabilitation

Home Health Care
Coverage is limited to 100 visits per benefit period. Limits are combined for
all home health services.

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Rehabilitation services:

Office

Coverage for rehabilitative and habilitative physical therapy and
occupational therapy combined is limited to 20 visits per benefit period.
Coverage for rehabilitative and habilitative speech therapy is limited to 20
visits per benefit period.

Outpatient Hospital

Coverage for rehabilitative and habilitative physical therapy and
occupational therapy combined is limited to 20 visits per benefit period.
Coverage for rehabilitative and habilitative speech therapy is limited to 20
visits per benefit period.

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Cardiac rehabilitation

Office
Coverage is limited to 36 visits per benefi period.

Outpatient Hospital
Coverage is limited to 36 visits per benefit period.

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Skilled Nursing Care (facility)

Coverage for Skilled Nursing, Outpatient Rehabilitation and Inpatient
Rehabilitation facility settings is limited to 150 days combined per benefit
period.

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Hospice

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Durable Medical Equipment

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Prosthetic Devices

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Covered Prescﬁption Drug Benefits

Costif youuse a
Preferred Network

Cost if you use an In-
Network Provider

Cost if you use a
Non-Network

Provider

Provider

Pharmacy Deductible Combined with In- Combined with In- Combined with Non-
Network medical Network medical Network medical
deductible deductible deductible

Pharmacy Out of Pocket Combined with In- Combined with In- Combined with Non-

Network medical

Network medical

Network medical

Prescription Drug Coverage
Rx Choice Tiered Network w/R90
Essential Drug List

This product has a 90-day Retail Pharmacy Network available. No coverage for non-formulary drugs.

Tier 1 - Typically Generic
30 day supply (retail pharmacy). 90 day supply
(home delivery).

$10 copay per
prescription after
deductible is met
(retail) and $25 copay
per prescription after
deductible is met
(home delivery)

$20 copay per
prescription after
deductible is met
(retail) and Not covered
(home delivery)

50% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)

Tier 2 - Typically Preferred Brand
30 day supply (retail pharmacy). 90 day supply
(home delivery).

$35 copay per
prescription after
deductible is met
(retail) and $105 copay
per prescription after
deductible is met
(home delivery)

$45 copay per
prescription after
deductible is met
(retail) and Not covered
(home delivery)

50% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)

Tier 3 - Typically Non-Preferred Brand
30 day supply (retail pharmacy). 90 day supply
(home delivery).

$75 copay per
prescription after
deductible is met
(retail) and $225 copay
per prescription after
deductible is met
(home delivery)

$85 copay per
prescription after
deductible is met
(retail) and Not covered
(home delivery)

50% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)
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- Covered Prescription Drug Benefits

Cost if you use a
Preferred Network
Provider

Cost if you use an In-
Network Provider

Cost if you use a

Non-Network

Provider

Tier 4 - Typically Specialty (brand and
generic)

30 day supply (retail pharmacy). 30 day supply
(home delivery).

25% coinsurance up to
$350 per prescription
after deductible is met
(retail and home
delivery)

25% coinsurance up to
$450 per prescription
after deductible is met
(retail) and Not covered
(home delivery)

50% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)

Notes:

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

e Members are encouraged to always obtain prior approval when using non-network providers. Precertification will help
the member know if the services are considered not medically necessary.
e Al medical and prescription drug deductibles, copayments and coinsurance apply toward the out-of-pocket maximum
(excluding Non-Network Human Organ and Tissue Transplant (HOTT) Services).
e No charge means no deductible/copayment/coinsurance up to 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 after the plan payment.
 [fyour plan includes out-of-network benefits, In-network and out-of-network deductibles, copayments, coinsurance and
out-of-pocket maximum amounts are separate and do not accumulate toward each other.
e Ifyou have an office visit with your Primary Care Physician, Specialist or Urgent Care at an Outpatient Facility (e.g.,
Hospital or Ambulatory Surgical Facility), benefits for Covered Services will be paid under “Outpatient Facility Services”
which is generally coinsurance or coinsurance after your deductible is met.
 Ifyou get Covered Services from a Physical Therapist or Occupational Therapist, you will not have to pay an office
visit or outpatient Facility Copayment or Coinsurance that is higher than what you would pay for a Primary Care

Physician office visit.

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details,
important limitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference
between this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail,
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Your summary of benefits

Anthem® Blue Cross and Blue Shield

Anthem 29

ENHANCED PLAN

Your Plan: Anthem Blue Access PPO HRA (with Copay) Option 3 with Rx Option T7

Your Network: Blue Access

Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network

Provider
Overall Deductible $1,500 person / $4,500 person /
$3,000 family $9,000 family
Out-of-Pocket Limit $3,425 person / $10,275 person /
$6,850 family $20,550 family

The family deductible and out-of-pocket maximum are non-embedded meaning the cost shares of all family members apply to
one shared family deductible and one shared family out-of-pocket maximum. The individual deductible and individual out-of-

pocket maximum only apply to individuals enrolled under single coverage.

Preventive Care / Screening / Inmunization No charge 50% coinsurance after
deductible is met

Doctor Home and Office Services

Primary Care Visit $30 copay per visit 50% coinsurance after

deductible does not
apply

deductible is met

Specialist Care Visit

$60 copay per visit
deductible does not

apply

50% coinsurance after
deductible is met

Prenatal and Post-natal Care

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Other Practitioner Visits:
Retail Health Clinic

On-line Visit
Includes Mental/Behavioral Health and Substance Abuse

Manipulation Therapy
Coverage is limited to 12 visits per benefit period.

$30 copay per visit
deductible does not
apply
$30 copay per visit
deductible does not
apply
$30 copay per visit
deductible does not
apply

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Other Services in an Office:

Allergy Testing

Chemo/Radiation Therapy

Dialysis/Hemodialysis

Prescription Drugs - Dispensed in the office

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Diagnostic Services
Lab:

Office

Freestanding Lab/Reference Lab

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

X-Ray:
Office

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Advanced Diagnostic Imaging:
Office

Freestanding Radiology Center

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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' Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Emergency and Urgent Care
Urgent Care

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Emergency Room Facility Services

Emergency Room Doctor and Other Services

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Ambulance

20% coinsurance after
deductible is met

Covered as In-Network

Outpatient Mental/Behavioral Health and Substance Abuse
Doctor Office Visit

Facility Visit:

Facility Fees

Doctor Services

$30 copay per visit
deductible does not
apply

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after

deductible is met

50% coinsurance after
deductible is met

Outpatient Surgery
Facility Fees:

Hospital

Freestanding Surgical Center

Doctor and Other Services:

Hospital

Freestanding Surgical Center

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Hospital (Including Maternity, Mental / Behavioral Health, Substance

Abuse):
Facility Fees

Human Organ and Tissue Transplants
Kidney and Cornea are treated the same as any other illness and subject
to the medical benefits.

Doctor and other services

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Recovery & Rehabilitation

Home Health Care
Coverage is limited to 100 visits per benefit period. Limits are combined for
all home health services.

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Rehabilitation services:

Office

Coverage for rehabilitative and habilitative physical therapy and
occupational therapy combined is limited to 20 visits per benefit period.
Coverage for rehabilitative and habilitative speech therapy is limited to 20
visits per benefit period.

Outpatient Hospital

Coverage for rehabilitative and habilitative physical therapy and
occupational therapy combined is limited to 20 visits per benefit period.
Coverage for rehabilitative and habilitative speech therapy is limited to 20
visits per benefit period.

$30 copay per visit
deductible does not

apply

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Cardiac rehabilitation

Office
Coverage is limited to 36 visits per benefit period.

Outpatient Hospital
Coverage is limited to 36 visits per benefit period.

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Skilled Nursing Care (facility)

Coverage for Skilled Nursing, Outpatient Rehabilitation and Inpatient
Rehabilitation facility settings is limited to 150 days combined per benefit
period.

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Hospice

No charge

0% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Durable Medical Equipment

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Prosthetic Devices

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Covered Prescription Drug Benefits

Cost if you use a
Preferred Network
Provider

Cost if you use an In-
Network Provider

Cost if you use a
Non-Network
Provider

Pharmacy Deductible

Not applicable

Not applicable

Not applicable

Pharmacy Out of Pocket

Combined with In-
Network medical

Combined with In-
Network medical

Combined with Non-
Network medical

Prescription Drug Coverage
Rx Choice Tiered Network w/R90
Essential Drug List

This product has a 90-day Retail Pharmacy Network available. No coverage for non-formulary drugs.

Tier 1 - Typically Generic
30 day supply (retail pharmacy). 90 day supply
(home delivery).

$10 copay per
prescription, deductible
does not apply (retail)
and $25 copay per
prescription, deductible
does not apply (home
delivery)

$20 copay per
prescription, deductible
does not apply (retail)
and Not covered (home
delivery)

50% coinsurance,
deductible does not
apply (retail) and Not
covered (home
delivery)

Tier 2 - Typically Preferred Brand
30 day supply (retail pharmacy). 90 day supply
(home delivery).

$35 copay per
prescription, deductible
does not apply (retail)
and $105 copay per
prescription, deductible
does not apply (home
delivery)

$45 copay per
prescription, deductible
does not apply (retail)
and Not covered (home
delivery)

50% coinsurance,
deductible does not
apply (retail) and Not
covered (home
delivery)

Tier 3 - Typically Non-Preferred Brand
30 day supply (retail pharmacy). 90 day supply
(home delivery).

$75 copay per
prescription, deductible
does not apply (retail)
and $225 copay per
prescription, deductible
does not apply (home
delivery)

$85 copay per
prescription, deductible
does not apply (retail)
and Not covered (home
delivery)

50% coinsurance,
deductible does not
apply (retail) and Not
covered (home
delivery)
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Covered Prescription Drug Benefits

Tier 4 - Typically Specialty (brand and
generic)

30 day supply (retail pharmacy). 30 day supply
(home delivery).

Cost if you use a

Preferred Network
Provider

25% coinsurance up to
$350 per prescription,
deductible does not
apply (retail and home
delivery)

Cost if you use an In-
Network Provider

25% coinsurance up to
$450 per prescription,
deductible does not
apply (retail) and Not
covered (home

Cost if you use a
Non-Network
Provider

50% coinsurance,
deductible does not
apply (retail) and Not
covered (home
delivery)

delivery)

Notes:

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

¢ Members are encouraged to always obtain prior approval when using non-network providers. Precertification will help
the member know if the services are considered not medically necessary.

e All medical and prescription drug deductibles, copayments and coinsurance apply toward the out-of-pocket maximum
(excluding Non-Network Human Organ and Tissue Transplant (HOTT) Services).

¢ No charge means no deductible/copayment/coinsurance up to 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 after the plan payment.

o If your plan includes out-of-network benefits, In-network and out-of-network deductibles, copayments, coinsurance and
out-of-pocket maximum amounts are separate and do not accumulate toward each other.

o [f you have an office visit with your Primary Care Physician, Specialist or Urgent Care at an Outpatient Facility (e.g.,
Hospital or Ambulatory Surgical Facility), benefits for Covered Services will be paid under “Outpatient Facility Services”
which is generally coinsurance or coinsurance after your deductible is met.

» [f you get Covered Services from a Physical Therapist or Occupational Therapist, you will not have to pay an office
visit or outpatient Facility Copayment or Coinsurance that is higher than what you would pay for a Primary Care
Physician office visit. ‘

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details,
important limitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference
between this summary and the Evidence of Coverage (EQC), the Evidence of Coverage (EOC), will prevail.
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Anthem. &

Convenience or savings? No need to choose.
You get both with Rx Choice Tiered Network.

With your plan, you have lots of choices about where to get your prescription medicines. And with the Rx Choice Tiered Network,

you can choose a pharmacy that saves you money.

Your pharmacy network offers two levels of coverage:

'S) Lol Ve

These are our preferred pharmacies, where your copay or
share of the prescription cost is lower. There are more than
25,000* Level 1 pharmacies across the country, including
well known chains like:

o CVS

o Target

o Costco

e Kroger

o Meijer

e Sam's Club
o Walmart

Questions?

Call the Pharmacy Member Services number
on the back of your plan 1D card.

* IngenioRx data, 2019,

$8) oz L

You'll pay a little more for your prescriptions at a Level 2
pharmacy. There are 40,000* of these around the
country, including:

o Walgreens
o Rite Aid

—

It's easy to find a pharmacy in the
Rx Choice Tiered Network

© Visit anthem.com, choose Manage Your Prescriptions and
log on.
© On the Pharmacy page, choose Find a Pharmacy.

© Enter your ZIP code and how far you want to search to
find pharmacies near you.

Antherm Blue Cruss and Blue Shield is the trade name of Anthem Hezlth Plans of Kentucky, Inc. Independent licensee of the Blue Cross and Bluz Shield Association. Anthem is & registered tredemark of Atthem Insurance Comaanies, Inc.
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Take care of yourself.

Use your preventive
care benefits.

-
BlueCross BlueShield E’

Getting regular checkups and exams can help you stay well and catch problems early. It may even save your life.

Our health plans offer the services listed in this preventive care flier at no cost to you.! When you get these services from doctors in
your plan’s network, you don't have to pay anything out of your own packet. You may have to pay part of the costs if you use a doctor

outside the network.

Preventive versus diagnostic care

What's the difference? Preventive care helps protect you from getting sick. Diagnostic care is used to find the cause of existing
ilinesses. For example, say your doctor suggests you have a colonoscopy because of your age when you have na symptoms. That's
preventive care. On the other hand, say you have symptoms and your doctor suggests a colonoscopy to see what's causing them,

That’s diagnostic care.

Child preventive care
Preventive physical exams
Screening tests:

o Behavioral counseling to promote a healthy diet
o Blood pressure

o Cervical dysplasia screening

o Cholesterol and lipid level

o Depression screening

o Development and behavior screening

o Type 2 diabetes screening

o Hearing screening

o Height, weight and body mass index (BMI)
o Hemoglobin or hematocrit (blood count)
o HPV screening (female)

Immunizations:

e Diphtheria, tetanus and pertussis (whooping cough)
o Haemophilus influenza type b (Hib)

o Hepatitis A and Hepatitis B

o Human papillomavirus (HPV)

o Influenza (flu)

o Measles, mumps and rubella (MMR)

Women's preventive care:

o Well-woman visits

o Breast cancer, including exam, mammogram, and, including
genetic testing for BRCA 1 and BRCA 2 when certain criteria
are met®

o Breast-feeding: primary care intervention to promote
breast-feeding support, supplies and counseling (female)*®

o Contraceptive (birth control) counseling

o FDA-approved contraceptive medical services provided by a
doctor, including sterilization

o Counseling related to chemaoprevention for women with a
high risk of breast cancer

o Lead testing

o Newborn screening

o Screening and counseling for obesity

o Counseling for those ages 10-24, with fair skin, about ways to
lower their risk for skin cancer

o QOral (dental health) assessment when done as part of a
preventive care visit

o Screening and counseling for sexually transmitted infections

o Tobacco use: related screening and behavioral counseling

e Vision screening? when done as part of a preventive care visit

o Meningococcal (meningitis)
o Pneumococcal (pneumonia)
o Polio

o Rotavirus

o Varicella (chickenpox)

o Counseling related to genetic testing for women with a
family history of ovarian or breast cancer

o HPV screening?

o Screening and counseling for interpersonal and
domestic violence

© Pregnancy screenings: includes, but is not limited to,
gestational diabetes, hepatitis, asymptomatic bacteriuria,
Rh incompatibility, syphilis, iron deficiency anemia,
gonarrhea, chlamydia and HIV®

o Pelvic exam and Pap test, including screening for
cervical cancer

The preventive care services listed are recommendations as a result of the Affordable Care Act (ACA, or heaith care reform law). The services listed may not be right
for every person. Ask your doctor what's right far you, based on your age and health condition(s),

This sheet s not a contract or policy with Anthem Blue Cross and Blue Shield. If there Is any difference between this sheet and the group policy, the provisions of
the group policy will govern. Please see your combined Evidence of Coverage and Disciosure Form or Certificate for Exclusions and Limitations.

ATICIMUMENARS Rev. 0915



See a doctor or
therapist when it
works for you

Using LiveHealth Online, any time works

for a video visit with a doctor or
therapist.

If you need care for a health issue, or support if you're
feeling anxious or having trouble coping on your own,
LiveHealth Online is ready to help. You can stay home and
have a video visit with a board-certified doctor or licensed
therapist on your smartphone, tablet or computer.

By using LiveHealth Online, you can

o See a board-certified doctor in a few minutes with
no appointment. Doctors are available 24/7 to assess
your condition and, if it's needed, they can send a
prescription to your local pharmacy.! When your own
doctor isn't available, use LiveHealth Online if you have
pinkeye, a cold, the flu, a fever, allergies, a sinus
infection or another common health condition.

o Make an appointment with a licensed therapist in
four days or less.? You can have a video visit with a
therapist from home, at work or on the go — evenings
and weekend appointments are available too.
Appointments can be scheduled online or over the
phone at 1-888-548-3432 from 7 a.m. to 7 p.m., seven
days a week. You can get help for anxiety, depression,
grief, panic attacks and mare.

Anthem 1§ LiveHealth

What will a visit cost?

Your Anthem plan includes benefits for video visits using
LiveHealth Online, so you'll just pay your share of the costs
— usually $59 or less for medical doctor visits, and a 45-
minute therapy session usually costs the same as an office
therapy visit.

Sign up for LiveHealth Online
today — it's quick and easy

Go to livehealthonline.com or download the app
and register on your phone or tablet.

Download on the

[ ¢ App Store

Livetiezlth Dnline is the trade aamia of Health Management Torporation, 2 separate company providing telehealth services on behalf of Anthem Blug Cross znd Blue Shield,

FIIL9ANMENASS _MPVPOD R&/L7



8179 D04A SBYNIWNYSEESS

DU "Sejuetwo] aoueInsy] ALY § i
Emwem_ugusu 1831 B 1 WIHINY UON2|205SY u_m___% anjg pue S50 anjg 8yl 10 saasuad) Eﬁauﬁ._. 52108 $0d Em_x: Haam e mmmu L »m_u B SN0y v7
LIDLIg [[3A SI31SIUIUPE JO STLMIARUN JIIM ‘SAID100 S0d J0 ONH SIAISIIPE J0 SAiIMIAPUN BJEau] (3IgM) UDnRIoting 1
OURIISU| ARIJRIDORH0S UKLOSN J0 (a130W00) UBIRINEIO] BURINSY| SAOlALBS Yl Bleadiuey Ag pasago sapnod n__m_._ [EIU3RLUGT aaly mD_ 0}
2 S014 U SILEUIT HIOMAU JO IN0 ALY SAILMIA0UN PUE $B131|00 ALULBPUL PUB Odd SIEIUIWPR 10 SaNMIARLN (IMSHIE) LISUOIS
y . Ya) " E@ ”—. 1D DB BN §5040 BN|@ UISUCISIMN U] £ 2T 8100Y BIEJS J0 JOER BAJE B U ‘EUUMIA J0 UMDL 941 ‘Nejies 30 1] oL Jog ddaoxa 00V 1833
g BIIAIA 40 [12 51 P2 B2ALAS SH PR ‘EIUELA Ul PIEILS ANIG PUE SS04] ANIG WAYIUY 52 SAPRI U] I JO SUBL] U)eaH WaLiuy oo’ n— wayue
B U] AUdWOf 30URINSU) ARUnLLIOG ‘014 f 3] Ueld (32K UDJLIONL MALTIEW A7 UBLILIMIBPUR puz ‘U] ‘dystuey \'E| F_H.

) 3} J0SUEL] UEAH Wel Uy A7 PRIBYSIuupR 31 Sueyd (AH *0u] BALSHUEN MAN 10 SUBLq YIIPal Waliuy sauysduey
— AN U] BP2A2N QIWH £ “30] '0p2I0jg DINH AQ UaLIM.apUN Sianpod DINH DL ‘B33 (BN PUE (£SO LIEIUNOI 330y t¥0T1-598-008
f 12PEABN U] 'S]1JBUA0 BILIMIBPUN 10U O] pue SUE|d PapUNy-J(as Joj Saainsas BNIRASIUIWRE epinaid AlUD Sajelule uRLE0 pue
104 °00] NG5S DIH AT LTRLIMIAPUN SIUAUAG OIWH PUB ITYH AT Uanyamipun SH2UED OINHUOU SRIUILIR SAIRIR UIeIaD

P2 11§20} UOSSIW OWH DU ‘CITIVH) AUBCUUO] HOUBISU| 241 20Uty AUNIZ2H (L1k) 3u) 2Jeq faFeuei oIDIOHIIALY A iy U1 — _: Q
'sn pue nok u29MIag “(eade K30 SeLuey 8L Ul S0UN0D (O SUIN|IXa) LNOSSIY ) “DU| ‘BUlER JO Sueld YRk Lwaluy Buew U ﬁc_ “Ayomuay EM&WO‘_& @@ @
* hu-w:m#_ INEET Em:—:{ixu_ﬂ:wz u) v ‘5INRHWO7 FURINSU| WRLLY SEUEIpU) U] 2| .mvwmh.__mmhm PIEIYS anjg pue $50.3 anig > Q
12134039 U] U "sueld Ujeal) waluy uj ) LUE 0) 1 UED J0 SANIS
Ke1S [|IM pue [B]3USPLUOD S| 2JBeYS noA mc_.e_gm;m _BEE_.__HW%M__M_.__% u_m_m:mﬁh__m%aﬁsum_,_sss opeojo) 0 saidog oy .%__a__uu H_p_.u_mnnﬂmwﬂim_wsﬁaen 9Jue}siSsy @aA0jdwl
04 "94) "R2IAJAG EDDA PUE [BHOSOH UPIUNOW £4303 :0DE0IDY L) 40 LU B2) BUS) PIAIYS A|g pus ES017 Bnjg Waluy
‘u| 0] 0] 0QYY 421U PUB WO’ dyIWaLjue Ny
u_w_> 10 ._u..vo.ﬁlmmwnoo NO .wmm:m__m_._u ‘U110 [PUHED 'J0j0a a8l | 0 6L} UD SYFUILLLIALIP 10U S30P PUR SME| SIEL M |£5apa] ajgedydoe yim saydwos WYY
£d e gl 8 m Eﬁmm@weﬁm@mmﬁ@nﬂ- A1 GOy LR
5,311 192 NOA djay URD OYM )]0} 3L 4,9M - o AR R S AT _—
i(dv3) wetSoud soueysissy aakojdwiz anok s jeym R oy e b oo

“SPIBPURIS [EIL)A [ELOISSA0ud PUB M| B1E3S PUB [ES3PA) UM BOURPIODIR Y] ,

Qi woyIuIy

‘1 S0 03 00V 193UB PUB LoD dyIWaLjue Woo gy 3wt ued®sog 1sodiiam auL

0} 08 J0 ¥¥0T-G98-008 [1e2 3snf ‘puey Suidjay e
nok oA sn 397 , Sunum ul uoissiwiad aAl8 nof ssajun dy3 Ja3ML U0 dy3WalIuy @
Pa19e1U02 8A,NOA MOUY ||IM 3UO ON ‘Si913ew Koealrd Inoj 843y Sn pul} 0sje ued nox

yaam e shep / ‘Aep e sinoy #2

djay |enpuapiuod ‘eaid

‘ul 80| 03 0QVY J81U3
Wwoo'dyjwayjue

SIEENT g

7¥0T1-698-008

\u\\u\l\l\\\\

% - ) :Apuey sn daay| ‘op nok a1aym s206 jey) djoy
INOA 0) SWOIPM ST 0BT 03 MO]



B WUy

'SUOISN|OXa pue
SUONEHLW|| ‘S)JaUa] IN0GR UojewIou) 9yoads 1oy Jako|dws Jnok
M yoay) 'sesodind [euoleLIoU) [BJaUSE 10} S) JUBLUNDOP S|LL

TN
SISEJp0od  SJBUIGAM

sazzinb 0 @ suwioy [ega|

‘nok 0} 3502 ou je — yiesy ; 8 SISIMI8Y]
Keme 3yS11 pajosuuod aq 0} WOI'dyIWayue @ :
ISIA 10 -G9g- e Ajd 7 8 2T
sl ¥01-698-008 l1ed Ajldwis SBRINGI W .
/]2 Sn joejuod auljug ; . & ’ Sa[aIy

Woa' dyJWayjue je J9)eq dy3 Jnok mouy 0} J99

"3UI[UQ YIBOHIAIT UM SHISIA BUIJUO INOGE SN HSY @

‘anssi Jad s1sIA Sullasunod aaJ) € 03 dn aneH @
'90e} 0} 998} |BUOISSD)04d B ULIM 183N e

‘|euoissajord
dv3 ue yum yeads 0} JaquInU 3a.4)-]|01 N0 3s /ﬂ

:Ued noA “auljuo Jo uosiad-ul ‘suoyd Aq sn o} yjeL

f1gpxue pue $sa.js Jo sAuljaay iy aseuew djal o3 a1sqam
dY/3 813 U0 $83J10$3J }}|eal] (euoijows o3 wiy pajasip.
DU paal 10 Seale Siij Ul paziferaads oM SIo[asunoa (eao]
0] Wil Jaj2l 0} 8]qe SEM Yjim axods ey jeuoissajold Jy3
3lJ ‘89up}SISSe Y24eas Su|Sn0l PUe U0Re}Asuoa [eloueui
‘Suljasunoa Supnjatl ‘i 6] ajeIeAR aJam Jey] Saoalas
noge pauies) ay ‘diy 03 In0 palaeal yue uaup ‘anl
0} a0ejd mau e puiy 03 Ayjiqe siy pue uoRenys [efaueuy
SJIJ 1N0ge SNoJXUR PUE N3SSaLISs SeMm 8H ‘auiol iy daay
03 SuyS8nas Jjastiy punoj 8y USyM dy3 PajoBIuoa yel

18141} [elouBLY 3noyyp e Sulinp sn pajjea
UM ,'s|IBIA,, JO 8SBD al) 3YE] JN0UE SdyF 1eym
$,Jelj} auo o auo ‘asueping awos paau nok usLm

£101S s eiN

‘nof 1e smoay) aJl| asje guiyihue ynoqe 3snr

‘uoieWIOjUl pue
$92.N058J }|eay |ejuawl gunian

's|eod juawalpas 3uinss
‘f1anooa4 pue uolaIppe yim gulesd
'spaau [e1aads Yim pliys e upusied

‘a0uB|eq aLII-10M Buipul4

OO

- pue ey yum djay ued am ¢a4ed jad Jo Japja ‘pliya
10} Supjoo| pue umoy} 03 maN "yiealq daap e axyeL

"llews 1o giq ‘suonsanhb pue
swa|qgoid Aepfians 1nok o) aiay a1,8M



Anthem &9

GOOD HEALTH IS WORTH IT

Your guide to earning rewards with Wellbeing Solutions

Your whole health matters. That's why you have Wellbeing Solutions, a suite of programs to help you
with your everyday health and well-being. You receive extra guidance and support in managing your
health, plus you can earn monetary rewards.

Earn up to $200 in rewards

Anthem Health Rewards! offers you and your covered spouse or partner up to $200 in rewards for taking part in employer-
sponsored health and wellness programs. You will receive your rewards through a reloadable debit rewards card or an account
deposit.? You can see the status of your progress on anthem.com or download the free Sydney Health mobile app.

Includes

Well-being Coach’®

Well-being Coach offers multiple options to help you meet your well-being goals. Our digital coaching
app offers personalized 24/7 support on the go, whenever you need it. Well-being Coach combines
smart technology and proven behavioral therapy technigues to help you maintain a healthy weight or quit
tobacco. You can also receive additional help on well-being topics like nutrition, activity, mindfulness and
sleep. Well-being Coach is powered by Lark and accessible from the Sydney Health app.

If you prefer a helping hand or require additional support meeting your health goals, Well-being Coach
gives you access to a certified Health Coach by phone. You and your coach will identify habits you want
to change and develop custom action plans to achieve your health goals. No matter how you connect,
you can earn rewards with Well-being Coach.



Rewards you can earn (up to $200 t

Flu shot and wellness visit reward - up to $50

For extra motivation to stay healthy, you can earn $50 in rewards for receiving a claims-based annual preventive wellness
exam and flu shot.

Visit your primary care doctor's office for your wellness exam. You can also receive a flu shot at your doctor's office, or at
a pharmacy or retail clinic. Your wellness exam or flu shot do not need to be completed in any particular order or together.
Be sure to submit the claims to Anthem or ask your doctor or other provider to submit them to Anthem for you.

My Health Rewards Activities - up to $150

Keep up healthy habits by tracking your activity through anthem.com, Sydney Health or the Well-being Coach app. You can
also track rewards activities through a variety of devices, such as Apple Health Kit, Google Health, and more. Go to the Help
section of Sydney Health for a full list of supported devices.

Sydney Health Activities

© Login to website or mobile app - 10 points / yearly

© Connect a tracking device - 15 points / yearly

© Complete the WebMD Health Risk Assessment- 75 points / yearly

© Read five articles or watch five videos - 25 points / yearly (5 points earned at a time)

© Article/video topics include: exercise, healthy eating, sleep, family health, mind & body,
what's new, trending, and more

© Set an action plan - 10 points / once per quarter

© Action plans include: Eat Healthy, Achieve a Healthy Weight, Get Active, Increase Energy,
Reduce Stress and Sleep Better

© Complete an action plan - 100 points / once per quarter
© Track steps

= Average 2,000 steps a day - 2 points / monthly
e Average 5,000 steps a day - 5 points / monthly
e Average 7,500 steps a day - 10 points / monthly

Well-being Coach Activities

© First completed Mission daily check-in - 10 points

© Achieve 15 completed Mission daily check-ins during the first three months - 15 points

© Achieve 25 completed Mission daily check-ins during the second three months - 25 points
© Achieve 25 completed Mission daily check-ins during third three months - 25 points

© Achieve 25 completed Mission daily check-ins during fourth three months - 25 points

You will receive a reward payout when you reach the milestones of
100, 200 and 300 points. One hundred points equals $50.

Example: First, you receive a reward payout when you reach the 100 point milestone.
Then, your points balance resets to zero. To reach the next milestone, you will need to
earn 200 points. When you reach this 200 point milestone, you receive a reward payout
and your points will reset again to zero. To receive the final reward payout, you will need
to earn another 300 points.

# Download on the

YOU DESERVE GOOD HEALTH G

\
START TODAY. REGISTER AT ANTHEM.COM OR - 5

B GETITON

DOWNLOAD THE FREE SYDNEY HEALTH MOBILE APP. P> Google Play



Blue View Vision"

Anthem.
Ky Association of Counties BhueCross BlueShield
Plan FS.B.20.20.130.130

Welcome to your Blue View Vision plan!

You have many choices when it comes to using your benefits. As a Blue View Vision plan member, you have access to one of the

nation’s largest vision netwarks. You may choose from many private practice doctors, local optical stores, and national retail stores
including LensCrafters®, Target Optical®, and most Pearle Vision® locations. You may also use your in-network benefits to order

eyewear online at Glasses.com and ContactsDirect.com. To locate a participating network eye care doctor or location, log in at

anthem.com, or from the home page menu under Care, select Find a Doctor. You may also call member services for assistance at 1-
866-723-0515.

Out-of-Network — If you choose to, you may instead receive covered benefits outside of the Blue View Vision network. Just pay in full at
the time of service, obtain an itemized receipt, and file a claim for reimbursement up to your maximum out-of-network allowance.

| YOUR BLUE VIEW VISION PLAN BENEFITS m OUT-OF-NETWORK | FREQUENCY |

| Routine Eye Exam
N e ;
; o | | ; Once every
A comprehensive eye examination ‘ $20 copay | Up to $42 reimbursement ’ calendar year
| Eyeglass Frames ) - -

| $130 allowance, then | e |
One pair of eyeglass frames ‘ 20% off any - Upto $45 reimbursement | &

remaining balance | o celandar yeas
| Eyeglass Lenses (instead of contact lenses) - o S T
| One pair of standard plastic prescription lenses:
o Single vision lenses | $20 copay | Up to $40 reimbursement Once every
o Bifocal lenses 3 $20 copay - Upto $60 reimbursement | calendar year
o Trifocal lenses $20 copay - Upto $80 reimbursement |

Eyeglass Lens Enhancements
When obtaining covered eyewear from a Blue View Vision provider, you may choose to add any of the following lens enhancements at no extra cost.

’T Transiti@ns Lenses (for a child under age 19) $0 copay 5 No allowance
' o Standard polycarbonate (for a child under age 19) $0 copay i when obtained . Sear:ﬁ::scl::zreid
' o Factory scratch coating } $0 copay f out-of-network ! veg

' Contact Lenses (instead of eyeglass lenses) -
- Contact lens allowance will only be applied toward the first purchase of contacts made during a benefit period. Any unused amount remaining cannot
| be used for subsequent purchases in the same benefit period, nor can any unused amount be carried over to the following benefit period.

"o Elective conventional (non-disposable) © $130 allowance, then | Up to $105 reimbursement o

15% off any

' OR - remaining balance

| i _ ; . .~ Onceevery
% o Elective disposable | $(1n300ail'lt(1)r'\t¥oar?acle Up to $105 reimbursement | calendar year |
i OR | discount) *
i o Non-elective (medically necessary) : Covered in full ? Up to $210 reimbursement |

This is a primary vision care benefit intended to cover only routine eye examinations and corrective eyewear. Blue View Vision is for routine eye care only. If you need medical
treatment for your eyes, visit a participating eye care doctor from your medical network. Benefits are payable only for expenses incurred while the group and insured person's
coverage is in force. This information is intended to be a brief cutiine of coverage. All terms and conditions of coverage, including benefits and exclusions, are contained in the
member's policy, which shall control in the event of a conflict with this overview. This benefit overview is only one piece of your entire enrcliment package.

EXCLUSIONS & LIMITATIONS (not a comprehensive list - please refer to the member Certificate of Coverage for a complete list)
Combined Offers. Not to be combined with any offer, coupon, or in-store Lost or Broken Lenses or Frames. Any lost or broken lenses or frames

advertisement. are not eligible for replacement unless the insured person has reached his
Excess Amounts. Amounts in excess of covered vision expense. or her normal service interval as indicated in the plan design.
Sunglasses. Plano sunglasses and accompanying frames. Non-Prescription Lenses. Any non-prescription lenses, eyeglasses or
Safety Glasses. Safety glasses and accompanying frames. contacts. Planc lenses or lenses that have no refractive power.

Not Specifically Listed. Services not specifically listed in this plan as Orthoptics. Orthoptics or vision training and any associated supplemental

covered services. testing.



OPTIONAL SAVINGS AVAILABLE FROM BLUE VIEW VISION IN-NETWORK PROVIDERS ONLY In-network Member Cost
(after any applicable copay)

Retinal Imaging - at member's option can be performed at time of eye exam _ Not more than $39
Eyeglass lens upgrades

When obtaining eyewear from a Blue View Vision o Transitiens lenses (Adults) $75
provider, you may choose to upgrade your new o Standard Polycarbonate (Adults) $40
eyeglass lenses at a discounted cost. Eyeglasslens o  Tint (Solid and Gradient) $15
copayment applies. o UV Coating $15
o Progressive Lenses!
o Standard $65
o  Premium Tier 1 %85
o Premium Tier 2 $95
o  Premium Tier 3 $110
o Anti-Reflective Coating?
o Standard $45
o Premium Tier 1 $57
o  Premium Tier 2 $68
o Other Add-ons 20% off retail price
Additional Pairs of Eyeglasses
Anytime from any Blue View Vision network provider, = o  Complete Pair 40% off retail price
o Eyeglass materials purchased separately 20% off retail price
Eyewear Accessories o ltems such as non-prescription sunglasses, 20% off retail price
lens cleaning supplies, contact lens
solutions, eyeglass cases, efc.
Contact lens fit and follow-up
A contact lens fitting and up to two follow-up visits are e  Standard contact lens fitting3 Up to $55
available to you once a comprehensive eye examhas o  Premium contact lens fitfing? 10% off retail price
been completed.
Conventional Contact Lenses o Discount applies to materials only 15% off retail price

1 Please ask your provider for his/her recommendation as well as the available progressive brands by tier.

2 Please ask your provider for his/her recommendation as well as the available coating brands by tier.

3 Standard fitting includes spherical clear lenses for conventional wear and planned replacement. Examples include but are not fimited to disposable and frequent replacement.
4 Premium fitting includes all lens designs, materials and specialty fittings other than standard contact lenses. Examples include but are not limited to toric and multifocal,

Discounts are subject to change without nofice. Discounts are not ‘covered benefits’ under your vision plan and will not be listed in your certificate of coverage. Discounts will
be offered from in-network providers except where state law prevents discounting of praducts and services that are not covered benefits under the plan. Discounts on frames
will not apply if the manufacturer has imposed a no discount policy on sales at retail and independent provider locations. Some of our in-network providers include:

PROOVIDER &  LEnsC R B
L ENSIURAFTERS ‘ ] OPTICAL
NETWORK TR Vieon

Online stores:

GLAssEsgzs. contactsdirect 1800contacts’ LensCRrAFTERs @ & (@) OPTICAL %-3»“‘

glasses.com contactsdirect.com 1800contacts.com lenscrafters.com targetoptical.com  ray-ban.com/insurance

Savings on items like additional eyewear after your benefits have been used, non-prescription sunglasses, hearing aids and even LASIK laser vision
correction surgery are available through a variety of vendors. Just log in at anthem.com, select discounts, then Vision, Hearing & Dental.

* Discounts cannot be used in conjunction with your covered benefits.

OUT-OF-NETWORK

If you choose to receive covered services or purchase covered eyewear from an out-of-network provider, network discounts will not apply and you will be responsible for
payment of services and/or eyewear materials at the time of service. Please complete an out-of-network claim form and submit it along with your itemized receipt to the fax
number, email address, or mailing address below. To download a claim form, log in at anthem.com, or from the home page menu under Support select Forms, click Change
State to choose your state, and then scroll down to Claims and select the Blue View Vision Qut-of-Network Claim Form. You may instead call member services at 1-866-723-
0515 to request a claim form.

ToFax: 866-293-7373
To Email: oonclaims@eyewearspecialoffers.com
To Mail:  Blue View Vision
Aftn: OON Claims P.O. Box 8504 Mason, OH 45040-7111

Transitions and the swirl are registered trademarks of Transitions Optical, Inc.

Anthem Blue Cross and Blue Shield is the trade name of: In Indiana: Anthem Insurance Companies, Inc. In Kenlucky: Anthem Health Plans of Kentucky, Inc. In Missouri (excluding 30 counties in the Kansas Cily area). RightCHOICE®
Managed Care, Inc. (RIT), Healthy Aliance® Life Insurance Company (HALIC), and HMO Mssouri, Inc. RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO benefils underwritten by HMO Missouri,
Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrits benefits. In Ohio: Community Insurance Company. In Wisconsin: Blue Cross Blue Shield of Wisconsin (BCBSWI),
underwrites or administers PPO and indemnity policies and underwrites the out of network benefits in POS palicies offered by Compcare Health Services Insurance Corporation (Compeare) or Wisconsin Collaborative Insurance
Company (WCIC). Compcare underwrites or administers HMO or POS policies; WCIC underwrites or administers Well Priority HMO or POS policies. Independent ficensees of the Blue Cross and Blue Shield Association. ANTHEM is a
registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are the registered marks of the Blue Cross and Blue Shield Association. CRFS LG (2017)



DAVIS VISION

EYECARE REFRAMED*
Premier Voluntary Vision Plan

Healthy eyes and clear vision are an
important part of your overall health and
quality of life. Your vision plan helps you care
for your eyes while saving you money by
offering:

Paid-in-full eye examinations, eyeglasses and
contacts!

Frame Collection: Your plan includes a selection of
designer, name brand frames that are completely
covered in full.”

Contact Lens Collection: Select from the most popular
contact lenses on the market today with Davis Vision’s
Contact Lens Collection.”!

One-year eyeglass breakage warranty included on
plan eyewear at no additional cost!

How to locate a Network Provider...

Just log on to the Open Enroliment section of our
Member site at davisvision.com and click “Find a
Provider” to locate a provider near you including:

0" Visionworks

¥ The Davis Vision Collection s available at mos! participating mdspendent provider locations

¥ For dapendent children, monocular patients and patients with prescriptions of 6.00 diopters or greater,
¥ Additional discounts not applicable at Walmarl, Sam’s Club or Cosico Jocalions..

“Transitions® fs a registered lrademark of Transitions Oplical Inc.

¥ Enhanced frame allowance available at all Visionworks Locations naiionwide.

Davis Vision has made every effort to correctly summarize your vision plan fealures. In the event of a conflict between this
information and your organization's contract with Davis Vision, the terms of the contract or insurance poficy will prevail,

QE01259 7/28/17

Available for Purchase
o County Fiscal Court

@ HRI

DENTAL

IN-NETWORK BENEFITS

Every 12 months, Covered in full

Eye Examination after $10 copayment

Eyeglasses

Every 12 months, Covered in full
Spectacle Lenses
lenses after $25 copayment

For standard single-vision, lined bifocal, or trifocal

Every 24 months, Covered in full

Vision's Collection (value up to $195)

OR
Frames
plus 20% off balance”

locations.”

Any Fashion, Designer or Premier frame from Davis

$150 retail allowance toward any frame from provider,

OR
$200 allowance, plus 20% off balance” to go
toward any frame from a Visionworks family of store

Contact Lenses

Every 12 months,

Contact Lens OR

Evaluation, Fitting | Non Collection Contacts:
& Follow Up Care

balance” less $25 copay

Collection Contacts: Covered in full after $25 copay

Standard Contacts: Covered in full after $25 copay
Specialty Contacts: $60 allowance with 15% off

Every 12 months, Covered in full

Contact Lenses
(in lieu of
eyeglasses)

Collection”
OR

contact lenses, plus 15% off balance®

Any contact lenses from Davis Vision's Contact Lens

$150 retail allowance toward provider supplied

ADDITIONAL DISCOUNTED LENS OPTIONS & COATINGS

MOST POPULAR OPTIONS Without With
Savings hased on in-network usage and average retail values, Davis Vision | Davis Vision
Scratch-Resistant Coating $25 $0
Polycarbonate Lenses 366 $02-$30
Standard Anti-Reflective (AR) Coating $83 $35
Standard Progressives (no-line bifocal) $198 $50
Photochromic Lenses (i.e. Transitions®, etc.)* $110 $65

Lower costs and more benefits! See the savings!

Sevice thhqut Witl:\ -
Davis Vision | Davis Vision
Eye Examination $103 $10
Lenses
Bifocals 3116 $25
Scratch-Resistant Coating $25 %0
Transitions®” $110 $65
Frame B o $160 50
| Total $514 $100

Savings up to:

$414




Davis Vision
plans offer...

Value for our Members

A comprehensive benefit ensuring low out-of-
pocket cost to members and their families. Our

goal is 100% member satisfaction.

Convenient Network Locations

A national network of credentialed preferred
providers throughout the 50 states.

Freedom of Choice

Access to care through either our network

of independent, private practice doctors
(optometrists and ophthalmologists) or select
retail partners.

Value-Added Features:

= Mail Order Contact Lenses Replacement
contacts (after initial benefit) through
DavisVisionContacts.com mail-order service
ensures easy, convenient, purchasing online
and quick, direct shipping to your door. Log
on to our member Web site for details.

= Laser Vision Correction discounts of up to
25% off the provider’'s Usual & Customary
fees, or 5% off advertised specials,
whichever is lower.

« Retinal Imaging available at a $39 Member
Charge. Additional pairs of eyeglasses at

30% discount.?

Contact Info

For more details about the plan, just log on to
the Open Enrollment section of our Member site
at davisvision.com or call 1.877.923.2847 and
enter Client Code 8129.

ADITIONAL ORTIONS DAVIS WSION | DAVIS VISION
FRAMES :

Fashion Frame (from the Davis Vision Collection) $100 $0
Designer Frame (from the Davis Vision Collection) $160 $0
Premier Frame (from the Davis Vision Collection) $195 $0
LENSES

All Ranges of Prescriptions and Sizes $90 $0
Plastic Lenses $78 $0
Oversized Lenses $20 $0
Tinting of Plastic Lenses $25 $0
Scratch-Resistant Coating $25 $0
Polycarbonate Lenses $66 $0 or $30
Ultraviolet Coating $25 $12
Standard Anti-Reflective (AR) Coating $83 $35
Premium AR Coating $104 $48
Ultra AR Coating $121 $60
Standard Progressive Addition Lenses $198 $50
Premium Progressives Addition Lenses $247 $90
Ultra Progressives Addition Lenses $369 $140
High-Index Lenses $120 $55
Polarized Lenses $103 $75
Photochromic Lenses (i.e. Transitions®, etc.)? $110 $65
Scratch Protection Plan (Single vision | Multifocal lenses) $20 | $40

 Polycarbonate lenses are covered in full for dependent children, monocular patients and patients with

prescriptions 6.00 diopters or greater.

2 Transitions®is a registered trademark of Transitions Optical, Inc.

¥Some limitations apply to additional discounts, discounts not applicable at all in-network providers.

Out-of-Network Benefits

You may receive services from an out-of-network provider, although you will
receive the greatest value and maximize your benefit dollars if you select a
provider who participates in the network. If you choose an out-of-network
provider, you must pay the provider directly for all charges and then submit

a claim for reimbursement to:

Vision Care Processing Unit
P.O. Box 1525
Latham, NY 12110

OUT-OF-NETWORK REIMBURSEMENT SCHEDULE

Eye Examination up to $40 | Frame up to $50
Spectacle Lenses (per pair) up to:
Single Vision $40, Bifocal $60, Trifocal $80, Lenticular $100
Elective Contacts up to $105, Visually Required Contacts up to $225




Product Summary Guide for
Dental Health Options
Plan 3

dental health

OPTIONS

by Health Resources, Inc.

Dental Health Options by Health Resources Inc. offers convenient and
affordable dental care that provides network savings and protection
for your employees through our extensive dental network.

To find a dentist visit:
InsuringSmiles.com/FindADentist

PLAN ANNUAL MAXIMUM BENEFIT: $500 - $2,000

DENTAL SERVICES COVERED AT 100% *

DIAGNOSTIC SERVICES Bitewings
Evaluations (exams) Other procedures
Pericdic, limited, comprehensive, periodontal Pulp vitality tests
Radiographs (x-rays) Diagnostic casts
Complete series
Panoramic films

PREVENTIVE SERVICES

Routine teeth cleaning

Fluoride applications

Sealants (permanent molar teeth only)
Space maintainers (not orthodontic retainers)

DENTAL SERVICES COVERED AT 80% *

RESTORATIVE ENDODONTICS ORAL SURGERY
Silver fillings Root canal therapy Extractions

Primary teeth / Permanent teeth Anteriars / Premolars / Molars Routine removals or exposed roots
White fillings Retreatment

Anterior teeth / Poslerior teeth

DENTAL SERVICES COVERED AT 50% *

RESTORATIVE Soft tissue grafts Fixed bridgework, abutment supported
Inlay/Onlay (metallic & porcelain) Distal or proximal wedge Porcelain/ceramic/cast metal
Crowns Scaling and root planing

Porcelain/ceramic Full mouth debridement ORAL SURGERY

Full cast/% cast Periodontal maintenance Extractions

Prefabricated stainless steel Surgical removals

Recementation PROSTHODONTICS Impactions
Other restorative services Removable Natural tooth reimplantation

Protective restoration Complete/Immediate dentures
Core buildup including pins Partial dentures Biopsy, soft tissue
Pin retention All acrylic Incision and drainage of abscess
Post & core Metal framework, acrylic saddles Frenectomy
Labial veneers (anterior teeth) Repairs/Reline Excise hyperplastic tissue
Tissue conditioning Alveoloplasty (smoothing of bone)
Fixed bridgework
Bridge ponlics & retainers
Resin bonded (Maryland) bridge

Surgical exposure or unerupted tooth

ENDODONTICS
Vital pulpolomy (primary teeth anly)
Pulp therapy (primary teeth only)

ADJUNCTIVE
Palliative emergency treatment

Apexification Recementation Anesthesia

Apicoectomy Post & core General anesthesia

Root amputation Intravenous sedation
IMPLANT SUPPORTED PROSTHETICS Analgesia (nitrous oxide)

PERIODONTICS (RESTORATIONS) Alhletic mouth guards

Gingivectomy, per quadrant
Crown lengthening
Osseous surgery

Removable dentures, abutment supported
Crowns, abutment supported
Porcelain/ceramic/cast metal

Bleaching (anterior teeth, supervised in office)

LIFETIME ORTHODONTIC BENEFIT RIDER: $1,000 - $2,000
Adult & Dependent Children or Dependent Children Only

Procedures listed herein are payable at 50% up to the lifetime maximum benefit. To receive maximum benefit, the patient must be in active orthodontic treatment a minimum of
two years while covered by the Plan. Once an individual has exhuasted her/her lifetime maximum benefit under any Plan, additional charges will be excluded.

Limited Orthodontic Treatment Interceptive Orthodontic Treatment

Comprehensive Orthodontic Treatment Treatment to Control Harmful Habits

Your Employer will spansor your plan and select your individual arnual maximum dellar level, of which the benefit accumulation peried is the Plan year. Your employer will alsn callect your partion of the premitims via payroll deduction
and define eligibility requirements. You may not add, drop or change coverage during each cantract period unless 3 qualifying event occurs. All plans are issued subject to certain exclusions, limitations and restrictions such as frequency
and age limitations. These exclusions, limitations and restrictions, and a listing of all covered services by ADA code, are described in the Employer group contract and your Member handbook, which are available on our website or by
calling HRI at 800-727-1444,

* Applicable to covered services obtained from a network dentist. Non-participating dentists may balance bill.
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KX KA
Employee Navigator

Connecting employees with their benefits

Do you ever forget what your benefits cover?
Do you need a phone number or website for a carrier?
Do you need information about how to file a claim?

Get answers to these questions and more at Employee Navigator. This is a web

portal designed to link you with your benefits, providing 24/7 access to your
employee benefits information.

Keeping you connected with your benefits is our goal

To log into Employee Navigator, go to www.EmployeeNavigator.com and use the
login information below:

User Name: Ohio County Fiscal Password: Court

(Please note that User Name and Password are case sensitive)

The following required notifications may be accessed at Employee Navigator:
® Summaries of Benefits and Coverage
e Important Notices Regarding Employee Benefits

e Premium Assistance under Medicaid & Children’s Health Insurance
Program (CHIP)

If you would like a printed copy of these notices, please notify Anne Melton at
270-298-4402 or Peel and Holland at 270-253-3294.

Peelf¥%Holland

Insurance » Risk Consulting = Employee Benefits



Need Help With Your Benefits?

For faster and confidential help,
Please contact Anthem or HRI first:

Anthem %=

Group Member Services: 1-888-650-4047
or
Register online at MyAnthem under the Members Link at:
www.Anthem.com

:ﬁi HEAL'TH RESOURCES, i e

Customer Care for Dental or Stand Alone Davis Vision
1-800-727-1444

or
Register online under the Members Link at:
www.hri-dho.com

If unable to resolve the issue after contacting Anthem or HRI, then contact:

PeelfZHolland
Insurance » Risk Consulting » Employee Benefits
Marla Knight-Dutille
Employee Benefits Consultant
Mknight-Dutille@Peelholland.com
Ph: 270-253-3294
Fax: 815-846-5879

Meghann Lillard, Account Manager
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Judge Executive 130 East Washington * Suite 215
Hartford, Kentucky 42347

Phone (270) 298-4400 ¢ Fax (270) 298-4408

E-mail: OCTudge@QhioCountyKY.gov

To all County Employees

Dear teammates in serving Ohio County:

It has been the desire of Fiscal Court for some time to find affordable health
insurance for your family. E

We are offering you the ability to add your spouse at $60 per week, your children
for $44 per week or family for $120 per week.

Our insurance committee has been working for months to negotiate this.

Fiscal court is contributing 65% of the cost to allow you the amounts above.
) KW\QQZ’JK/\.

David Johnston
Ohio County Judge Executive

Kentudky™

UNBRIDLED SPIRIT.



