City of Big Bear Lake

Mail Order

90 Day Supply

90 Day Supply

Not Covered

Plan Benefit & Design Blue Cross Blue Cross PPO Plan 1,000 Kaiser
_ Efféctive 03/01/08. HMO In Network Out Of Network HMO
Plan Description HMO $15 - 100% 20% 40% HMO $30 - 100%
Ded. Per Person/Family _ None $1,000/ $3,000 $1,000/%3,000 None
Addl. Ded. Inpatient/Outpatient $500
Annual Maximum $3,000 per person on | $6,000 per person on
Coinsurance $1,500 /7 §3,000 policy plus $1,000 policy plus $1,000 $3,000 / $6,000
Member / Family _ . _ deductible deductible
Plan-% In/Out Network 30/ Not Covered 20%* 40%* $0 / Not Covered
Inpatient Hospitalization No Charge 20%* 40%* $250 Per Admissicn
Outpatient Surgery No Charge 20%* 40% limited 350 days | $30 per procedure
Emergency Room $100 $100 $100 $100
Physician's Office Visit $15 Per Visit $20 Per Visit 40%* $30 Per Visit
X-Ray & Lab No Charge 20% After Ded, 40% After Ded. $10 per encounter
 |Prescription Drugs: Co-Pay $10/$20/ %40 $10/%20/$40 Not Covered $10 /820
’ 2x Co-Pay 2x Co-Pay

100 Day Supply

Mental Health Service

inpatient (Yr Max 30 Visits) No Charge Specified Not Covered $250 Per Admission
Outpatient (Yr Max 20 Visits) $35 Co-Pay Diagnosis Only_ _ Not Covered $30 Co-Pay
Drug/Alcohol
Inpatient/Annual Max $100 / Day Up to 3 days Not Covered $250 Per Admission
Qutpatient/Annual Max $15 Co-Pay Per Admission Not Covered $30 Co-Pay

. . 10 Co-Pa - -
Chlroplrati_c | 30 ?fisits Per ;’ear - 20% Limited 30$:/?S§S°PF§{”
Preventative & Wellness Care 315 Co-Pay $25 per Visit 40%*limited benefit $30 Co-Pay
Plan Lifetime Maximum Unlimited $5,000,000 $5,000,000 Unlimited
Monthly Rates Med & Life: '
Single $353.87 $462.91 $349.56
Two Party $733.29 $972.11 $699.13
Family $933.75 $1,388.75 _ $989.23
Additional Benefits: Rates *Percentage After Deductible
DENTAL: _
Single $40.09
Two Party $84.90
Farnily $99.10

*Please note: This is to be used as a basic guide. Please refer to your employee packet for specific and detailed benefits.




