REQUEST FOR PROPOSALS

For

Health Insurance Coverage, Including Dental, Vision & Life
Issued on: Monday, August 13, 2018

Due Date: Monday, September 24, 2018 by 4:00 PM



Custer County’s renewal date is January 1, 2019 with “new” premium
withholdings beginning in the December 2018 payroll.

The County pays 66.8% and employees 33.2% of the entire chosen coverage.

Insurance percentage increases:

July '07 to June ‘08 17%
July ’08 to June 09 17%
July '09 to June '10 7%
July’10 to June '11 2.5%
July ’11 to June '12 9%
July ’12 to June '13 2.5%
July’13 to June '14 10%
July '14 to June '15 2.5%
July’15 to June ’16 10%

July ’16 to Dec 16 12.5%

Jan’17 to Dec ‘17 6%

Jan’18 to Dec’18 -14%

For additional information or clarifications please contact:
Brenda Gaide

Custer County BOCC

PO Box 150

Westcliffe, CO 81252

Phone: 719-783-2552

Fax: 719-783-2885

Email: brenda@custercountygov.com
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Tob- | Cover & # EMP DEP DOB Gender
acco DOB
0 E 1 06/06/57 F
0 |E 1 | 02/18/78 F
0 L 0 07/10/91 F
0 |E 1 | 04/17/61 M
0 |L 0 | 03/26/73 F
0 L 0 02/08/79 F
0 |L 0 | 04/17/77 M
0 E 1 03/03/84 F
0 |E 1 | 08/03/56 M
1 |SP 2 | 03/15/55 | 05/07/43 F
1 F 3 06/30/62 03/17/54 07/20/01 F
0 |D/V 2 | 04/17/46 | 08/10/42 F
1 |L 0 | 11/24/80 F
0 |F 4 | 01/27/75 | 11/23/75 | 01/29/02 | 06/16/10 M
1 |L 0 | 01/15/65 M
0 |SP 2 | 09/25/60 | 08/31/61 M
0 M
0 SP 2 03/15/63 07/28/62 M
1 |SP 2 | 03/05/56 | 03/22/53 M
1 D/V 2 08/11/62 06/28/67 M
0 |E 1 | 11/29/57 M
0 E 1 08/22/60 M
0 |SP 2 | 06/20/50 | 04/11/54 M
0 |SP 2 | 10/06/59 | 11/17/53 M
1 SP 2 06/22/59 06/22/60 M
0 |L 0 | 05/27/70 M
0 |SP 2 | 11/23/59 M
1 L 0 08/07/47 M
1 L 0 07/31/61 M
0 |L 0 | 04/28/58 M
0 |SP 2 | 10/15/53 | 06/30/55 F
0 E 1 01/03/93 M
0 |E 1 | 10/12/60 F




2017 COUNTY HEALTH POOL Life Rates

Basic Life AD& D Life

Employee Life
.22 per $.02 per
Monthly Rate $1,000 $1.000

Dependent Life Option 1 Option 2 |
Spouse $2,000 $5,000
Children $1,000 $2,000

$.92 per
Monthly Rate $.78 per unit unit

Eligible spousal benefits terminate when spouse reaches 65
Eligible children are covered until age 26

ISt

Serving Colorado's Counties Effective January 1, 2017 through December 31, 2017, at that time rates will be

underwritten and renewed with the Pool



2017 COUNTY HEALTH POOL Dental Rates

Stand Alone

EO

$29.20

$17.10

EF

$75.90

$44.40

EO $31.60 $18.50

El $63.10 $36.90

EF $82.05 $47.95
Dual Option

EO

$30.90

$16.15

EF

$80.40

$41.70

EO $33.50 $17.30
El $66.90 $34.75
EF $86.90 $45.15

CIst

Serving Colorado's Counties

Effective January 1, 2017 through December 31, 2017, at that time rates will
be underwritten and renewed with the Pool




County Health Pool

Summary of Dental Benefits

Administered by CTSI
Effective January 1, 2017

Covered

Benefits

Plan A
Coverage
Percentage

Plan B
Coverage
Percentage

applies) Eligible dependent children

only

. Non-surgical dental services related to the
supervision, guidance and correction of growing or
mature teeth

. Examination and records

e  Tooth guidance

° Repositioning (straightening) of the teeth

$1,000 Per Individual Per Lifetime
Maximum

Annual Calendar Year Deductible (Single/Family) $50 / Max of 3 x $50 $50/ Igax of 3
X $50

Annual Calendar Year Maximum $1,500 $1,500

Diagnostic and Preventive Services (nho deductible) 100% 100%

. Oral evaluations

. X-rays

. Cleanings

. Space maintainers

e  Other selected diagnostic and preventive services

General Services (deductible applies) 80% 80%

. Emergency palliative treatment

. Consultations

. Office visits for observation

. Other selected general services

Restorative Services (deductible applies) 80% 80%

e  Amalgam and composite restorations

. Pin retention procedures

Endodontic Services (deductible applies) 80% 80%

. Root canal therapy

e  Apexification

e  Therapeutic pulpotomy

. Other selected endodontic services

Oral Surgery Services (deductible applies) 80% 80%

e  Simple surgical tooth extractions

. General anesthesia (surgical procedures)

. I.V. sedation (surgical procedures)

. Other selected oral surgery services

Note: Some surgical procedures (i.e., surgical extraction of

impacted wisdom teeth) will be eligible benefits under the

medical plan. Please consult the Summary Plan

Description, or contact Customer Service.

Periodontal Services (deductible applies) 80% 80%

. Gingivectomy

. Crown lengthening

. Osseous surgery

. Soft tissue grafts

. Other selected periodontal services

Prosthodontic Services (deductible applies) 50% Not Covered

. Crowns/onlays/inlays

e  Partial and full dentures

. Other selected prosthodontic services

Orthodontic Services (deductible 50% Not Covered




2017 COUNTY HEALTH POOL Vision Rates

2 Tier
EO $5.70
El $14.75
3 Tier
EO $5.70
E1l $11.35
EF $14.75

CTSt

Serving Colorado's Counties
Effective January 1, 2017 through December 31, 2017, at that time rates will be
underwritten and renewed with the Pool




County Health Pool
Vision Benefit

Summary

Covered In-
Benefits Network

EXAMINATION
$15 Co-pay
A complete exam once every 12 months

EYEGLASS LENSES $15 Co-pay
AND FRAMES Necessary lenses once every 12 months
Frame allowance once every 24 months
e $120 allowance for wide selection of frames ($70 allowance at Costco)
e  $140 allowance for featured frame brands
e 20% savings on the amount over your allowance

CONTACT LENSES No Co-pay
Once every 12 months in lieu of eyeglasses
e  $120 allowance for contacts
e  $60 maximum OOP costs for contact lens exam (fitting and evaluation)

COVERED Vision Service Plan (VSP) VSP Signature Network Consult www.vsp.com or
PROVIDERS call Customer Service at 1-800-877-7195

EXTRA DISCOUNTS Laser Vision Correction Discounts

AND SAVINGS e 15% off regular price or 5% off promotional price. Only

available at contracted facilities.

Prescription Eyeglasses, Sunglasses
e Up to 35% to 40% savings on lens extras such as scratch resistant,
anti- reflective coatings and progressives
o 30% off additional prescription glasses and sunglasses, including lens
enhancements from the VSP provider on the same day as your Well
Vision Exam, or receive 20% discount from any VSP provider within 12
months of your last Well Vision Exam

Contacts
o 15% off cost of contact lens exam (fitting and evaluation)

Retinal Screening
e No more than a $39 copay on routine retinal screening as an
enhancement to a Well Vision exam.

Diabetic Eyecare Plus Program
e  $20 co-pay, Ask you VSP doctor for details

NonVSPProvider Exam........ocoooiiiinin, up to $50

Coverage Frame ...l up to $70
Single Vision Lenses......up to $50
Lined Bifocal Lenses......up to $75
Lined Trifocal Lenses.....up to $100
Progressive Lenses........ up to $75

Contacts..........oeevennens up to $110



http://www.vsp.com/

The medical/Rx rates quoted are:

PPO B1500 ($1500 deductible)

2 Tier

Employee Only $656.00
Family $1584.00
3 Tier

Employee Only $712.00
Employee Plus 1 $1335.00
Family $1639.00

PPO B2000 ($2000 deductible)

2 Tier

Employee Only $610.00
Family $1471.00
3 Tier

Employee Only $663.00
Employee Plus 1 $1241.00
Family $1525.00

HDHP 2500 ($2500 deductible)

2 Tier

Employee Only $533.00
Family $1290.00
3 Tier

Employee Only $579.00
Employee Plus 1 $1085.00
Family $1336.00

Please see the attached rates for life, dental and vision. All entities must offer Basic
Life/AD&D to employees, but dental and vision are optional.

We look forward to Custer County being a member of the County Health Pool and having
the opportunity to assume the ability to control future healthcare costs through education
and wise consumption of health care services.



County Health Pool PPO Plan B1500 Coverage Period: Plan Year 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: PPO

-

\h__._.—_mmmm0=—<Nm:=.=.=m-@?:..,.‘ccém_:3:.:6&23_39: wo:nnoﬂnzﬁaE&ncﬁmuwc:nmamm:rnnsav_n:..F.::mw:ﬂrnvomnfﬁv_m:
h document at www.ctsi.org or https://eoc.anthem.com/cocdps/aso or by calling 1-866-698-0087 or 303-861-0507.

Important Questions Answers Why this Matters:

For in-network:

$1,500 Individual/$3,000 Family
You must pay all the costs up to the deductible amount before this plan begins to

_ aggregate : s : . g

| hncie e orerdii i pay for covered services you use. Check your policy or plan &Cn:mdna to see when

| deductibled g 000 Fard the n,mn.ucn:_u_n starts over (usually, but not always, January 1st). Sce the chart

SE o , $3,000 Individual/$6,000 Family starting on page 2 for how much you pay for covered services after you meet the
aggregate deductible.

Does not apply to in-network office
visits and preventive care.

Are there other Yes. There is a separate outpatient . X o .
; : : P o You must pay for all of the costs for these services up to the specific deductible
deductibles for specific $75 deductible for prescription drugs A j .
| amount before this plan begins to pay for these services.

services? for each member.
_.. Yes. For in-network:
$4,750 Individual /$11,500 Family
Is there an out—of—pocket | aggregate
limit on my expenses? For out-of-network:
$10,000 Individual/$26,000 Family
aggregate

I'he out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your shate of the cost of covered services. This limit helps
you plan for health care expenses.

What is not included in Premiums, balance-billed charges and | Even though you pay thesc expenses, they don’t count toward the out-of-pocket
the out—of-pocket limit? health care this plan doesn’t cover. limit.

.. Is there an overall annual
limit on what the plan No.

| pays?

The chart starting on page 2 describes specific coverage limits, such as limits on the
number of office visits.

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org
1f you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 10of 11
at www.ctsi.org or call 1-866-698-0087 to request a copy.



County Health Pool PPO Plan B1500 Coverage Period: Plan Year 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: PPO

_ If you use an in-network doctor or other health care provider, this plan will pay

| . some or all of the costs of covered services. Be aware, vour in-network doctor or
' Does this plan use a :

; 5 Yes. hospital may use an out-of-network provider for some services. Plans use the
network of providers? . e £ ; : 2
A term in-network, preferred, or participating for providers in their network. See

_ the chart msum:m on page 2 for how this plan pays different kinds of providers.

_ Do I need a referral to see

a specialist?

| Are there services this
| plan doesn’t cover?

| No. You can see the specialist you choose without permission from this plan.
v Some of the services this plan doesn’t cover are listed on page 6. See your policy
es. %

or plan document for additional information about excluded services.

‘ - ® Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

e Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
vou haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use in-network providers by charging you lower uctibles, copayments and coinsurance amounts.

Your Cost If Your Cost If

Common | Services You May Need . You Use an You Use an

In-Network Out-of-Network | Limitations & Exceptions

! ! Provider Provider
[ | $35/visit plus 20% | ;

$ : / P > i ; In-network: coinsurance charged for any
coinsurance for all 40% colnsurance ; %

Medical Event

Primary care visit to treat an injury or

_ If you visit a health illness other services | services not billed as an office visit.
| care provider’s office — - t
$35/visit plus 20% |

or clinic In-network: coinsurance charged for any

40% coinsurance ; ; " s
services not billed as an office visit.

| Specialist visit | coinsurance for all
other services

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org
If you aten’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 2of 11
at www.ctsi.org or call 1-866-698-0087 to request a copy.



County Health Pool PPO Plan B1500
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Plan Year 01/01/2017 — 12/31/2017
Coverage for: Individual/Family | Plan Type: PPO

Your Cost If
You Use an

Your Cost If

Common You Use an

Services You May Need
Medical Event el y

In-Network

Provider Provider
m | | $35/visit plus 20%
| Other practitioner office visit | coinsurance for all 40% coinsurance

other services

m

|

| No charge (100%
covered)

Preventive care/screening/

40% not subject to
immunization

deductible

e e e e e R ————

Qut-of-Network

Limitations & Exceptions

Chiropractic care limited to 30 visits per
calendar year, combined in- and out-of-
network. Acupuncture limited to 30 visits
per calendare year, combined in- and out-

of-network.

Covered preventive care services are not

subject to deductible. Out-of-network
adult coverage is limited to mammogram
screening, PSA and colorectal cancer
screening. See SPD for benefit limit.

Diagnostic test (x-ray, blood work) 20% coinsurance - 40% coinsurance
$200 copayment
plus 40%

coins/procedure

If you have a test | 8200 copayment plus

20% coins/procedure

Imaging (C1 /PET scans, MRIs)

IO

10N

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.ctsi.org or call 1-866-698-0087 to request a copy.

3 of 11



County Health Pool PPO Plan B1500 Coverage Period: Plan Year 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: PPO

|  Your Cost If Your Cost If
Common |  YouUse an You Use an

Services You May Need Limitations & Exceptions

Medical Event In-Network Out-of-Network

___Provider _____ Provider _
m | Retail: $10 or 20°
| | colnsurance per
| i " ) | prescription,
| Tier 1 Generic drugs | B Rkt Not covered
| 3 | whichever is higher
| ¥ i | Mail order: [
| ne rugs to g Y | . - .
| YR : _ - — | $25/prescription | Outpatient prescription drugs are subject
| treat your illness or _ Py ” s ;
s aas Retail: $25 or 30% to a $75 deductible per person, once
“ o colnsurance per satisfied then services are subject to the
_ More information | Tier 2 Preferred brand drugs | PRscEpEon, | | Not covered copayment.
R TR | whichever is higher
| about p p [ ) 7 :

d s Mail order: | Retail includes a 30-day supply; Mail order
| drug coverage _ i [= : _
Favsilablaiat e . | $60/prescription | | includes up to a 90-day supply.
| M I i
| Srorvantbienicom Retail: $35 or 50%

I ’ coinsurance per
“ < % rescription, i
_ Tier 3 Non-preferred brand drugs preseripron, Not covered
whichever is higher

| Mail order: [
| $115/ prescription |
| Facility fee (e.g., ambulatory surgery | . . .
| If you have i «W (g y Surgety | 20% coinsurance 40% coinsurance none

i | cente |

outpatient sur, e = e — T "n e i
| 5 gery Physician/surgeon fees | 20% coinsurance | 40% coinsurance none
_ Emergency room services | 20% colnsurance “ 20% coinsurance none
| If you need . Raaﬁnnmx 3»..%..:.“__.ﬂ.ws.:wm,:...ﬁ_._.mon. ” 20% nomzm:a_:.nm,. | mc.,w.\a. n_..:..:m:nmnnn none- |
P immediate medical $35/visit plus 20%

m attention Urgent care coinsurance for all 40% coinsurance none
| | other services
| . - . : ; Failure to obtain pre-authorization may .

If you have a Facility fee (e.g., hospital room) 20% coinsurance 40% coinsurance _ P !

[Pt | 2 result in reduced or no coverage.
ospital s T —— T e 1 T Lt —
M P Ay | Physician/surgeon fee 20% coinsurance 40% coinsurance none

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 4 of 11
at www.ctsi.org or call 1-866-698-0087 to request a copy.



County Health Pool PPO Plan B1500 Coverage Period: Plan Year 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: PPO

Your Cost If Your Cost If

You Use an You Use an

In-Network Out-of-Network |
SRl Hrovidersise il EProvider Sl ool o e
Meosd/Bebiaviond Healih outpatient MNN\ om,._nw visit, or : : _ _:-znﬁﬁunrm copay 3%:3 ﬂa.ommnm visits
| cervices 20% coinsurance for | 40% coinsurance | and vﬂc?mw_a:m__,mn?_oﬂﬁ coinsurance
| | outpatient facility | | charged for facility services.

Common

Limitations & Exceptions

Medical Event | Services You May Need

Failure to obtain pre-authorization may

If you have mental | Mental/Behavioral health .:._vsmna

g : 20% coinsurance 40% coinsurance s
_ health, behavioral ~ services _ N | result in reduced or no coverage.
health, or substance | _ . ; $35/office visit, or In-network: copay applies to office visits
? | Substance use disorder outpatient B S A - E i .
abuse needs services 20% coinsurance for | 40% coinsurance and professional services: coinsurance
|~ ; 0  outpatient facility . | charged for facility services.
| Substance use disorder inpatient ——— e Failure to obtain pre-authorization may
| i 20% coinsurance 40% coinsurance 2 o
| services result in reduced or no coverage.
$35/visit plus 20% In-network: copay applies to office visits
Y 3 LU0 . Y .
_ ; : and delivery services; coinsurance charged
| Prenatal and postnatal care coinsurance for all 40% coinsurance 55 £ 8
If Wil [ other gemiods for any services that not billed as an office
u a [ o1 services SN
25 pregnt [ visit and postnatal well-baby care.
| ) . . . R . Failure to obtain pre-authorization may
| Delivery and all inpatient services 20% coinsurance 40% coinsurance p y

result in reduced or no coverage.

e

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 5of 11
at www.ctsi.org or call 1-866-698-0087 to request a copy.



County Health Pool PPO Plan B1500 Coverage Period: Plan Year 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: PPO

Your Cost If Your Cost If

_ , You Use an You Use an
Medical Event e rvices ¥ ou May Need | In-Network Out-of-Network

Common

Limitations & Exceptions

soa o coProwiderse b ProvideR e cl s o e s e
i | $35/visit plus 20% | _ .
$ .mxiuz_uc: Yok Home health care is limited to 60 visits
Home health care coinsurance for all | Not covered

: | | each per year.
| other services [ .

|
_ 2 | Outpatient coverage of physical
$35/visit plus 20% _ s 8¢ ot P -

G o ; 5 5 ; | occupational and speech therapies is
Rehabilitation services coinsurance for all 40% coinsurance | . . i 5

| limited to 30 visits each per year, combined |

|
|

| in- and out-of-network..

other services

hel : $35/visit plus 20% = g _
If you Jnn& rm. Habilitati 5 i P for all 40% coi | All rehabilitation and habilitation visits |
vering or have abilitation services | coinsurance for a 40% coinsurance | T i o
s 8 _ : count toward your rehabilitation visit limit. |
other special health | other services | e |
| needs _ Ifailure to obrain pre-authorization may
| . . . . result in reduced or no coverage. Covers
Skilled nursing care 20% colnsurance 40% coinsurance TABE:
_ up to 30 days per year combined in-and |
_ | . out-of-network.
. . : Failure to obtain pre-authorization may
| Durable medical equipment 20% colnsurance Not covered 5 p ? |
result in reduced or no coverage. |
. . S — Failure to obtain pre-authorization may _
Hospice service 20% coinsurance 40% coinsurance . L i
result in reduced or no coverage.
Eye exam Not covered Not covered none |
If your child needs E5 Not covered Not covered none _

. dental or eye care

| Dental check-up Not covered Not covered none |

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 6 of 11
at www.ctsi.otg or call 1-866-698-0087 to request a copy.



County Health Pool PPO Plan B1500 Coverage Period: Plan Year 01/01/2017 - 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: PPO

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

*  DBariatric surgery = Infertility treatment *  Private duty nursing
»  Cosmetic surgery * Long-term care * Routine eye care (Adult)
*  Dental care (Adulr) * Non-emergency care when traveling outside * Routine foot care

7 the U.S. *  Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these
services.)

*  Acupuncture (limits apply) * [Hearing aids (only dependents under age 18 - = Private duty nursing (limits apply)

“hi _ st limits apply
*  Chiropractic care (limits apply) apply)

*  Most coverage provided outside the United
States. See www. BCBS.com/bl uecardworldwide

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will _,nn_inn. you to pay a premium, which may be significantly higher than the premium you pay

while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at your Human Resources Department or CTSI at 303-861-0507. You may
also contact your state insurance department, the US. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or
www.dolgov/ebsa, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 7 of 11
at www.ctsi.org or call 1-866-698-0087 to request a copy.



County Health Pool PPO Plan B2000

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Plan Year 01/01/2017 — 12/31/2017
Coverage for: Individual/Family | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.ctsi.org or https://coc.anthem.com/cocdps/aso or by calling 1-866-698-0087 or 303-861-0507.

Important Questions

| Answers

' What is the overall
deductible?

Are there other
deductibles for specific
services?

Is there an out—of-pocket

limit on my expenses?

| What is not included in
the out—of-pocket limit?

Is there an overall annual
limit on what the plan
pays?

visits and preventive care.

For in-network:

$2,000 Individual/$4,000 Family
aggregate

For out-of-network:

$4,000 Individual/$8,000 F amily
aggregate

Does not apply to in-network office

Yes. There is a separate outpatient
$75 deductible for preseription ..,_:_rnm
for each member.

Yes. For in-network:

$5,250 Individual /$12,000 Family
aggregate

For out-of-network:

$10,000 Individual/$26,000 [Family

agor ...um......:n.

Premiums, balance-billed charges and

health care this plan doesn’t cover.

No.

Why this Matters:

You must pay all the costs up to the deductible amount before this plan begins to
pay for covered services you use. Check your policy or plan document to see when
the deductible starts over (usually, but not always, January 1st). See the chart
starting on page 2 for how much you pay for covered services after you meet the

deductible.

You must pay all of the costs for these services up to the specific deductible
amount before this plan begins to pay for these services.

The out-of-packet limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses.

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

limit.

The chart starting on page 2 describes specific coverage limits, such as limits on the
number of office visits.

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.ctsi.org or call 1-866-698-0087 to request a copy.
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County Health Pool PPO Plan B2000 Coverage Period: Plan Year 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: PPO

If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
Yes. hospital may use an out-of-network provider for some services. Plans use the

term in-network, preferred, or patticipating for providers in their network. See

the chart starting on page 2 for how this plan pays different kinds of providets. _

1 —_— e O

Does this plan use a
network of providers?

[
| Do I need a referral to see
_ a specialist? _

No. You can see the specialist you choose without permission from this plan.

Are there services this
plan doesn’t cover?

Some of the services this plan doesn’t cover are listed on page 6. See your policy
or plan document for additional information about excluded services.

‘. - ® Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
® Coinsurance is yorrshare of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is 51,000, you may have to pay the $500 difference. (This is called balance billing.)

£l

® This plan may encourage you to use in-network providers by charging you lower deductibles, copayments and coinsurance amounts.
Your Costif | YourCostlif
Common : | YouUsean | YouUsean
: Services You May Need _ Limitations & Exceptions
Medical Event _ y In-Network Out-of-Network P
| Provider Provider
: o S $35/ visit plus 20% . .
| Primary care visit to treat an injury or $ ; / phos Ll S— In-network: coinsurance charged for any
| s | . ‘ coinsurance for all 40% coinsurance : R R o !
If you visit a health  illness o~ S—" services not billed as an office visit.
care provider's office - |'§35 /visit plus 20%
i . sit plus 20% 5
or clinic 5 heiiee, : p ! — In-network: coinsurance charged for any
Specialist visit coinsurance for all 40% coinsurance .

services not billed as an office visit.

other services

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 2of 11
at www.ctsi.org or call 1-866-698-0087 to request a copy.



County Health Pool PPO Plan B2000 Coverage Period: Plan Year 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: PPO

Your Cost If Your Cost If
Common F You Use an You Use an
Y
Medical Event Fovices: fouMayiNeerd In-Network  Out-of-Network
Provider Provider

Limitations & Exceptions

_ Chiropractic care limited to 30 visits per
7 | $35/visit plus 20% | calendar year, combined in- and out-of-
Other practitioner office visit coinsurance for all 40% coinsurance | network. Acupuncture limited to 30 visits

other services per calendar year, combined in- and out-
of-network.

Covered preventive care services are not

_ 40% coinsurance | subject to deductible. Out-of-network
_

Preventive care/screening/ No charge (100% ; T |
- TR not subject to adult coverage is limited to mammogram |
immunization covered) X, : _ _
_ deductible screening, PSA and colorectal cancer
| ) [ screening. Sce SPD for benefit limit.
Diagnostic test (x-ray, blood work) 20% coinsurance 40% coinsurance none

$200 copayment
—u_ us 40% none
coins/procedure

If you have a test $200 copayment plus

Imaging (CT/PET scans, MRIs) 20% esisis] prcicadise

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org

£l -

1f you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 3of11
at www.ctsi.org or call 1-866-698-0087 to request a copy.



County Health Pool PPO Plan B2000

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Plan Year 01/01/2017 - 12/31/2017
Coverage for: Individual/Family | Plan Type: PPO

Common
Medical Event

_ If you need drugs to
treat your illness or

_ non&mau

_

| More information

about prescription

drug coverage is
available at

| www.anthem.com

. Services You May Need

Tier 1 Generic drugs

| Tier 2 Preferred brand drugs

Tier 3 Non-preferred brand drugs

If you have
outpatient surgery

F. mnEQ fee mnn.

center)

Your Cost If
You Use an
In-Network
__Provider
_ Retail: $10 or 20%
colinsurance uun..—.
| prescription,
| whichever is higher
| Mail order:
| $25/prescription
Retail: $25 or 30%
coinsurance per
prescription,
whichever is higher
Mail order:
| m@ﬁnnmn@?.m:_w

Retail: $35 or 50%

coinsurance per
prescription,
whichever is higher
Mail order:

| $115/ %Hamnl‘_un...v:

Your Cost If
You Use an

Qut-of-Network |

Provider

Not covered

| Not covered

Not covered

ambulatory surgery

Physician/ surgeon fees

20% coinsurance

20% coinsurance

40% coinsurance

40% coinsurance

Limitations & Exceptions

Outpatient prescription drugs are subject

to a $75 deductible per person, once
satisfied then services are subject to the
copayment. _

Retail includes a 30-day supply; Mail order
| includes up to a 90-day supply.

T1011C

one

If you need
| immediate medical
attention

Urgent care

| Emergency room services
Emergency medical transportation

20% colnsurance
20% coinsurance

| $35/visit plus 20%
coinsurance for all
other services

20% coinsurance

20% coinsurance

40% coinsurance

none

none

none

If you have a
hospital stay

ﬂ:avﬂ“_nn\ wznmncm fee

Facility fee (e.g., hospital room)

20% coinsurance

| 20% coinsurance

| 40% coinsurance

40% coinsurance

Failure to obtain pre-authorization may
result in reduced or no coverage.

none

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org -

If you aren’t clear about any of the underlined terms used in this form, see the

at www.ctsi.org or call 1-866-698-0087 to request a copy.

Glossary

- You can view the Glossary

4 of 11



County Health Pool PPO Plan B2000 Coverage Period: Plan Year 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: PPO

Your Cost If Your Cost If

Common : You Use an You Use an
Medical Event Pncem ol Ay Noer In-Network Out-of-Network
____ Provider _____ Provider MR T
$35/ office visit, or In-network: copay applies to office visits
| 20% coinsurance for | 40% coinsurance and professional services; coinsurance

i i . | outpatient facility | charged for facility services.

_.(_E._.H..F\ Behavioral health inpatient | 20% coinsurance | 40% coinsurance .“E:nm. to obtain ﬁnn.acﬁrn..wﬁmcon may
services | o | result in reduced or no coverage.

| 835/ office visit, or | In-network: copay applies to office visits

| i . | . = %
| 20% coinsurance for | 40% coinsurance and professional services; coinsurance

imitations & Exceptions

Mental/Behavioral health outpatient

services

|

' If you have mental
health, behavioral
health, or substance
abuse needs

Substance use disorder outpatient
services

| 2 | outpatient facility | S R | charged for facility services.
| Substance use disorder inpatient ; . | Failure to obtain pre-authorization may
| . 20% colnsurance 40% coinsurance .
| mﬁ.—..uednﬁ.m | Hnnwﬂ_—ﬂ in Hn.n—.—.—ha.nm or 1o ﬂO/«OBmlﬁ.
| g i In-network: copay applies to office visits
i $35/visit plus 20% i PYAERY
| | i . e ST and delivery services; coinsurance charged
[ | Prenatal and postnatal care coinsurance for all 40% coinsurance = : - 2 |
1t : AE othernemdons for any services that not billed as an office |
ou are pregnan s |
[ ALY preg . visit and postnatal well-baby care. [
[ R , ) . Failure to obrain pre-authorization may
Delivery and all inpatient services 20% coinsurance 40% coinsurance P ?

result in reduced or no coverage.

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org

If you aren’t clear about any of the underlined terms used in this form, sce the Glossary. You can view the Glossary 5 of 11
at www.ctsi.org or call 1-866-698-0087 to request a copy.



County Health Pool PPO Plan B2000

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: Plan Year 01/01/2017 — 12/31/2017

Coverage for: Individual/Family | Plan Type: PPO

Common

ices You May Need
Medical Event .mm?ﬁmm O v e

| Home health care

' Rehabilitation services

Your Cost If
You Use an
In-Network
Provider

Your Cost If
You Use an

____Frovider Provider
| $35/visit plus 20%

coinsurance for all
other services

| Not covered
$35/visit plus 20% |
coinsurance for all
other services
$35/visit plus 20%
coinsurance for all
other services

40% colnsurance

40% coinsurance

20% colnsurance 40% coinsurance

20% coinsurance Not covered

20% coinsurance 40% coinsurance

Out-of-Network

. Outpatient coverage of ﬁr‘f.mpnm_,.

in- and out-of-network.

_ Limitations & Exceptions

[Home health care is limited to 60 visits
each per vear.

occupational and speech therapics is _
limited to 30 visits each per year, combined |

All rehabilitation and habilitation visits
count towatd your rehabilitation visit limit.

Failure to abtain pre-authorization may
result in reduced or no coverage. Covers
up to 30 days per year combined in- and

out-of-network.

Failure to obtain pre-authorization may
result in reduced or no coverage.
Failure to obtain pre-authorization may
result in reduced or no coverage.

_ If you need help _
_ recovering or have | Habilitation services
| other special health
needs
Skilled nursing care
| Durable medical equipment
Hospice service
§ ! I|I1i|t:.wuwr exam S
If your child needs Cilaiae

dental |
ERTE | Dental check-up

Not covered Not covered

Not covered Not covered

Not covered

Not covered

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org

If you aren
at www.ctsi.org or call 1-866-698-0087 to request a copy.

t clear about any of the underlined terms used in this form, see the Glossary. You can view the €

lossary

ONeC

none

T10N¢
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County Health Pool PPO Plan B2000 Coverage Period: Plan Year 01/01/2017 — 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: PPO

Excluded Services & Other Covered Services:

_
Services Your Plan Does NOT Cover (This isn’t a complete list. Chec

———— —— — e — L S — 1
|

k your policy or plan document for other excluded services.)

*  Bariatric surgery ¢ Infertility treatment *  Routine eye care (Adult)
*  Cosmetic surgery *  Long-term care * Routine foot care
* Dental care (Adult) * Non-emergency care when traveling outside *  Weight loss programs

| the U.S.

“_Q:._mn Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these |
services.) c
*  Acupuncture (limits apply) * Hearing aids (only dependents under age 18 - »  Private duty nursing (limits apply)

*  Chiropractic care (limits apply) lieaits 4pph)

*  Most coverage provided outside the United
States. See www.BCBS.com/bluecardworldwide

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

FFor more information on your rights to continue coverage, contact the plan at your Human Resources Department or CTSI at 303-861-0507. You may

also contact your state insurance department, the US. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or
l.gov/ebsa, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio,cms.oov.

Questions: Call 1-866-698-0087 or 303-861-0507 or visit us at www.ctsi.org
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the G lossary 7 of 11
at www.ctsi.org or call 1-866-698-0087 to request a copy.
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CEBT

- BEMNFFIT
. Utilization Report For June 2017
% 1y ¥ 0000080 Custer County

Coverage Enrollment Paid Claims Contributions = Loss Ratio 12 Mth Ratio
Manth
July, 2016 50 $22,840 §55,807 40.9% B7.9%
August, 2016 48 $33,608 554,579 B1.6% 77.3%
September, 2016 48 £24, 804 554,579 45.4% B4.4%
October, 2016 49 541 558 555 222 75.3% 57.4%
MNovember, 2016 50 $32,853 555 355 59.4% 55.5%
December, 2016 53 $137,928 558,224 238.9% 63.5%
January, 2017 48 541,455 556,825 72.9% 68.5%
February, 2017 47 $19,438 854,514 35.7% B3.8%
March, 2017 47 $40,301 553,743 75.0% B5.1%
April, 2017 46 $20,487 553,744 36.1% B4.0%
May, 2017 46 $22,301 5§62 552 42 A% B3.5%
June, 2017 46 $21,495 §52,552 40.9% 69.8%
Total Month $459, 156 $657,699 69.6%
Medical
PPO4 47 £421 021 3607,271 85.5%
PPOS 1 30 57,962 0.0%
PPOT 0 0 $1,140 0.0%
Total Medical 48 $421,921 $616,373 58.5%
Dental
Dental A 48 $34,028 536,241 93.9%
Total Dental 48 534,028 $36.241 93.9%
Vision
Visian A 48 $3,208 $5,085 63.1%
Total Vision 48 $3,208 $5,085 63.1%
Total $458,156 $5657,699 69.8%
Lifa & 74 %2313



LEHT
P i CEBT
] v 2 Ltilization Report For June 2016

1o ! 0000CAD Custer County

Coverage  Enrollment  PaidClaims__ Contributions _ Loss Ratio . 12 Mth Ratio|

Wi

July, 2015 ] 144,782 62,374 776.5% Ti0.0%
Augusd, 2015 46 509,722 S48, 700 142 4% 124 4%
Sepinmber, 2015 49 $102,163 51,330 19905 128 5%
Delober, 2016 51 S82.8%2 550,847 182 5% 133 4%
Mevermber, 2015 51 547,043 $50,485 B3 3% 128, 8%
Decamber, 2015 50 540,575 548 628 101 4% 127.8%
January, 2016 5% SIBATT S48 254 T4 0 127 3%
Fabimary, 2078 51 £40_024 B53,211 92 1% 123,0%
March, 2018 52 530,299 241,084 5B.3% 121.0%
Aprl, 2018 1) £24 118 549,770 50.5% 118.3%
May, 2018 B0 £24 471 550,435 48.4% 17.3%
June, 2018 4] {521' I}-inj 250, 4355 -2 B 108.5%
Tatal Manth 3658016 3606,450 108.5%

Wadical

=T ] [r) Tha7, 087 SH28,054 118,75

PPOT 4 (54.370) 534,291 “12.7%

Tatal Madical =0 SE23,177 5563214 110.6%

Demal

Dental A ] SI0.545 %37 BA0 B.1%

Total Denial a0 330,545 a7 Ee0 BO.1%

Viglom

Wislon A 50 54, 504 55,388 B5,3%

Tatal Wisicn g T 4,504 55,386 85 3%

Total T T T $658.016 SA0B 489 108.5%

Life A M §2.35



CEBT

Utilization Report For December 2015
0000080 Custer County

t 7 Paid Claims . . Contributions

Atk :.'J.’..E"j

5 TEEFCR T L TR

Fabruary, 2018 4n 556,384 548,624 141.5% 559.5%
March, 2013 582 540,250 540,582 BB 101.8%
Apnl, 2045 52 552,670 545 032 107.8% 108, 0%
May, 2015 52 S18,538 548410 22.3% D3E%
Jurss, 2015 g2 528,311 BB 410 £0.5% B3.6%
July, 2018 ] 5144,702 552,373 278,88 110.8%
Augusi, 2015 45 590,722 548,708 192.4% 121.4%
Saptember, 2015 a5 £102,163 §51,330 180.0% 126.5%
Ocioher, 2018 £ SHZEA2 550,947 182 5% 133.4%
Howamber, 2016 51 42,043 50,405 83.3% 125.8%
December, 2015 &0 S4B TS 540,008 1A 4% 127 8%
Total Morin STEL5 13 $990,132 127.8

Mol , .

FEOH an E7anB0e TR0, E10 138154

PROT 3 5380 515,414 2.3%

Total Medical B £700,581 S552. 04 132.3%

Dental ; LE : :

Flan A 51 525,798 538,602 B0, 37

Tolal Ganial Bl 535,788 538,862 6. 3%

Flan & ] 5, ThT 55,526 104.2%

Tolal Vialon Bl E5.757 35528 104.2%




CEBT

12 Month Utilization Raport
For Dacamber 2014
Custer County
Hranch 80
Average Pald Pramium 12 Month
Description Envolled Enralled Clalms Depaaita Ratlo Ratin
flanth
JAaMUARY 56 5 49332 2 48 215 100 1% G7T.8%
FEBRLARY 55 19,657 47,438 41.4% B6T.1%
MARCH =L 27,803 47,721 86.6% 68.2%
APRIL T 25717 47778 53,8% 68.8%
MaY S 87,738 AR, 38T 181,3% Ta1%
JUNE 54 28,3292 46,073 She% To.0%
JULY 54 41,050 49,805 B2 4% TF.7%
ALGLST v 32201 49 222 66,65 T5.6%
SEFTEMBER E6 T2.576 51,883 138.8% E4.5%
OCTOBER 58 42.3M 51,291 B2.8% B8. 7%
HOWEMBER a3 g2.604 4 0TE 175.6% 4%
DECEMBER 52 a6, 704 47 885 70,5% 932%
Total 648 EFERTE] BEE, 200 03.2%
Past 12 Months Madical
MEDICAL PPO3 ] 0.0%
MEDIGAL PO+ B48 G4 546,700 B41.441 05,495
Total G48 54 516,708 641441 45.4%
Past 412 Manths Mon-Medical
DENTAL 539 53 24 E74 38, B0 83.3%
VISION 639 53 4,892 5650  B6.5%
Total 1278 29,456 44,453 06,37
Total mli‘i BBG,A00  93.4%
LIFE Bi& Bl 2,168



CEBT

12 Month Utilization Report

For December 2013
Cugler Counly
Bramch &0
Average Pald Framium 12 Manth
Doscription Enrolled Enrofled Clalms Depoaits Ratio Ratlo

Manth
JANUARY 84 5 d|E1E 5 43 259 B3.3% 03 g
FEBRUMARY 53 22670 45,488 40,64, BD 4%
MARCH 54 18,944 45,455 43.5% T0.5%
APRIL 53 20615 44 B35 il5, 89y TO.E%
MAY 55 49,338 45086  107.3%  TIO%
JUMNE 54 208675 44 53T 48,3% B2.0%
JLILY &4 30466 48 597 B1.5% B7.2%
AUGUST i 45105 80,176 B 6% 72, 7%
SEFTEMBER a7 18,854 50,165 IT.ES BE.B%
CCTOBER B5 27,603 48,578 BB B6.2%
MNOVEMBER 53 I5,BE8 A8.410 55 55 BE 6%
DECEMBER 84 58,988 49852  114.2%,  68.3%
Tokal a52 377,566 Ef8,498 BE.3%

§

Past 12 Months Medical L
MEDICAL PROA i & N,
MEDICAL PPOY 552 5 345,135 53 343 65.9%

ala a52 B4 445,143 523,343 B5.9%

Past 12 Moaths Non-Medical
DENTAL H52 54 26,445 40,576 BEO%
WViSION 542 24 6,308 ‘5880 108 8%
Total 1304 32,843 446,555 70.5%
Total 3 377,008 EEREL B30
LIFE az1 ga 2387



CEBT

12 Month Utilization Report
For Decamber 2E12
Cusfar Couniy
Brench 00
Avarage Pald Pradrium 12 Month
Description Enralied Enrollad Clmims Depoyils Ratio Ratia
Kanth
JANLIARY &2 & 118834 5 42,182 M821% 55,6%
FEBRUARY 55 40, B850 44,171 92.5% 71.4%
WARCH B4 8,262 42 584 162.3% B0, 8%
APRIL 58 20480 44,471 45.4% B2.0%
MAY BS 14,145 41865 12.4% B89
JURE 53 62,534 42 147 148.4% B2.0%
JULY 5 38,235 A7 &7 81.9% 0,95
AUGUSET 55 12,995 AT 474 TTA% B8 3%
SEPTEMEER 53 4,564 44937 121.8% PLTH
OCTOBEER &2 27,896 i4, 884 E1.8% 84.1%
HOVEMBER 1 18,590 db 524 aT.as 83.9%
DECEMBER 53 56,252 46,501 121.0% 85 6%
Total B4T 534,060 536,208 99.6%
Fasl 17 Manthes Maedizal
MEDZAL PRPO3 1] {2903} oo
KEMCAL PFO4 a47 bl 508,040 415,309 103 E%
T BAT T ] 108 488,34 103.2%
Past 12 Months Non-Medical
OEMTAL B47 Ed 24324 A1.098 59.2%
MISIOM BAT 54 4,538 5861 TEE%
Tolal 1254 0,952 40,587 B1.6%
A 17 B —
LIFE B8 1]

2,641



CEBT

12 Month Utilizathon Raport

For Decembor 2011
Custar Counify
Branch a0
fvorags Pald Premium 12 Monih
Deseription Entolisd EnroMod __ Clalms Deposhs Rafic  Ratio

Maonth

JaNUARY L] 5100 5 44,781 T23.05% B9.8%
FEBRUARY =] 13,768 A2 795 32N B3,5%
MARCH 57 22 352 43, 536 A7, 7% R
APRIL 50 15,054 46,312 34.3% 4T
MAY 57 19,647 45813 25.4% 71.3%
JUME 57 60,658 45,843 182.0% BO.5%
JULY 55 10,424 &4 580 71 3% 71 4%
AUGLST e} 12,263 7554 188  T06%
EEPTEMEER 5% 26,737 4§, 245 57.0% 64, 7%
QCTOBER 56 16,158 45862 35.2% 56.68%
HOVEMBER 85 17,096 5,450 13a%  s45%
DECEMBER 53 353 42,883  B21% 645N
Talal €65 204,907 40,254 Ed.5%

Fasl 12 Manths Medieal

MEDICAL PRPO3 338 | 183,832 248,680 T3.0%

MEDICAL PPO1 337 27 81 037 205,143 331%

Total (31 13 264,870 403,139 13.6%

Past 12 Manlhs Hon-Medical
DEMTAL a5 54 23,783 40,561 50 5%
WSO B35 55 5 B4 5,654 85.1%
Total 1330 29,1248 a4 63.2%
Tatal 197 5 £4.5%
LIFE 815 it

2680



CEBT

12 Month Utllization Report
For Jaruary 2011
Cusier Cournty
Branch &0
Avarage Pald Fremium 12 Monih
_Dossriptlan Enrolled Ensoiled Clalms Tapaslis Falin Rafio
Manth
FEBRUARY 57 47 693 5 43,027 99.2% A3 6%
MARCH 84 1T &TE 44,978 38 3% A, 4%
APRIL 58 11,000 a4 490 24, 7% &4.9%
MAY 56 93,482 43,037 191.% 58.2%
JUNE 1e] 19,348 45 465 42.8% 58 O34
JuLy 57 53,952 44 813 133.8% BE.a%:
ALIGLST &a 18,735 45,788 A0 G9.4%
SEPTEMBER 58 a1,238 46 TEB 133 T% TH.4%
OCTOBER 58 65,336 44,73 1238% B2 3%
HOVEMEER ar 28,8599 45,282 G305 B4.0%
DECEMBER 55 23,504 44, 263 114 83.5%
JAMHUARY 58 55,100 A4.791 123,0% BR.9%
Tatal EAT 476,978 B, 540 ~0.8% i
Fast 12 Months Medical
METHCAL PPD3 SET 57 443 280 431,432 i), 2%
Toial LT a7 553,250 391,432 T
Past 12 Monthe Naon-Medizal
EI'.I?"‘;:L oar T4 2B 686 38,370 72.9%
1 87 57 5,000 5730 aT1%
Total 1274 13,606 45,905 T4.7%
Tolal 476,976 B BB.0%
-
LIFE B4 Ga 2,726



CEBT

12 Month Utilization Report
For Docambar 2070
Cwsiar Cannty
Branch 89
Byverage Pald Presmium 12 Month
Dascription Enralled Enrolled Clairms Daposlis Ratla Fatlo
Monih
JAMLIARY 11 ] 24722 % 43 027 B7.64% J8.2%
FESRLUARY 57 42,893 43,087 83.2% 43.6%
MARCH 5% 17,676 44 073 I9.4% 44.4%
APRIL 53 11,000 44,420 7% Aoy
MAY 55 82 491 43,027 T 50, 2%
JUNE 50 19,345 45,455 42.5% 63,85
JULY a7 E3 963 44 B33 133.8% 69.4%
AUGUST a8 18,7345 45,7E8 #A0.9% BH.4%k
SEFTEMBER LT 81,238 45788  1337% 74 4%
CCTOBER 5 55,343 44,731 123 6% B2 3%
MNOVEMBER 57 29,885 45,289 B8.0% B4 B%
DECEMBER 55 23,5808 44 po3 53.1% B35%
Total ] 446,508 BI4,TTT BEES
Past 12 Manths Medical
MEDICAL PPO3 ERg &7 411,200 489,787 04.0%%
Total (1] 57 411,208 489,
Past 12 Maniha Non-Modical
DEMNTAL B4 57 30,136 39,280 76.7%
WIS R 6Eg =1 5,253 5730 S1.7%
Total CEYF ] 35,350 45,020 70.6%
Total A45 508 834,737 #3,5%
LIFE ai3 ]

2,733



CEBY
12 Month Utilization Report

Fa¢ Docember 3008
Custar County
Bronch &0
Sverage Pald Framium 12 Blarih
nﬂndﬂnn Enrolled Enroliod Claims Deposils Ratla Fatio
Manth
JANUARY 50 22430 3 8112 a7.3% 43.8%
FEBRUARY 53 14760 4, T 33.85% &2 1%
MARCH 54 12,440 44 670 30 0% A0.8%
APRIL &0 B7eg 45,133 18.4% 3%
BAAY &4 14,023 43,71 Iz % 38.8%
JUNE 56 138906 A3, T4 12.5% 36.6%
Juny 55 4778 43,700 10.6% 13.3%
AUGUBT 56 18324 43814 3n1% 336%
SERTEMBER a7 11,633 42 A1 276 33,64
OCTOBER a7 A2 481 43 082 7% 3.7
HOAVEMEER 57 14,805 42052 35.4% 33, 5%
DECEMBER £h 28,483 41027 B 2% 38 0%
Tol [ 155074 CRFICET] 30.0%
Past 12 Manths Modical
METIICEAL PPOIR &Ta £ 167, 4Th AgR343 a5 3%
Tolal [E] 5& 167,478 468,212 35.8%
Pasi 42 Manths Hon-Medizal
DENTAL ETE i =22.T08 38,761 58 6%
VISION LIL) 55 4,887 5711 856%
Total 1153 7,556 4472 [FRE
Total 5 155 074 512,604 nre
LIFE B a8

4,509



2,850

CEBT Iredividusl Branches Sumimary Page
12 Month Utllization Report
For December 2005
Custar Caunty
Branch 80
Average Fald Premism 12 Manth
Dasedption Enrofled Enrciled Clalms Deposits Ratlo Ratia
Manth

JAMUARY 76 30053 3 40830 B3.4% 0454
FEBRUARY i 0.8 AT 614 Pl are%n
MARCH T8 22 81 43 043 47 5% B2 s
APRIL 74 10,178 45,387 34.9% T6.3%
WAy T1 11,940 43 580 27.4% T4
JLINE i T) 2T 8522 41,854 68 &% T3.4%
JULY 53 20,018 40,585 45, B &5 T4
AUGUSET 52 14,3410 40,528 35.4% 57.5%
SEPTEMBER 53 11,212 40,988 2T.4% 53N
OCTORER g3 18,930 40,525 19.39% £3.38
HOVEMBER a1 16,304 AD0EZ 0. T a4 Y
DECEMEER 50 18,256 39.135 &6 T 43, 7%
Total 750 426,198 510,507 43.7%
Fagt 12 Months Madical

MEDHGAL PPO3 750 B3 193,118 470 842 41.0%
Totmi 750 B3 183,418 70,12 A41.0%
Pasl 12 Madlhs Mon-Bedlzal

PENTAL 750 B3 58,368 41,342 IO

WVISION T50 3 4,317 6,427 BT A%

Total 1400 33,681 47,709 T0.5%

iotal 226, (96 518,581 4875

LIFE BTy T3



CEBT
YEAR TO DATE UTILIZATION REFORT FOR

DECEMBER 2007
CUSTER COUNTY
BFANCH &0
PAID PREMILIS

MONTH CLAIME DEPOSITS RATIO
JANUERY G1.ETD 40,808 126.61%
FEBRUARY g2, 722 41,349 127.51%
MARCH 40,5249 41,348 119.78%
APRIL 44 817 41,058 108.37%
MAY 15,533 40,040 B8.83%
JUHE 20438 42458 48,139
JULY 46,378 81,183 B .65%
AUGLIAT amory 51,981 172.36%
SEFTEMEER 40,054 49,911 80,357,
CCTOBRER 19,455 46 LR 19.81%

NOVEMBER 67,028 Af 78 128.5T%
OECEMBER 27,078 48 656 55,64%
TOTAL YTD 544,935 648,711 99.68%

PREVIOUS 12 MONTH TOTALS
MEDICAL HENS o ] 0.0d0%
MEDICAL HRP [4] 0 0 00%
MEDICAL EFD 1 4] o D.00%
MEDICAL EPC 2 1] a [ Mulrl ot
MEDICAL EPD 2 o ] 0.00%
MEDICAL PPO 1 o o 0.00%
MEDICAL PPO 2 o @ 0L.0o0%
MEDICAL PPO 2 403,761 402516 100.05%
MEDICAL PPO 4 ] 0 0.00%
MEDICAL PPO 5 0 0 0.00%
WISION 3,168 T.TES 105.72%
DENTAL 43,575 45440 04.09%
VOLUNTARY VISION 0 b 0.00%:
VOLUNTARY DENTAL a o 0.00%
TOTAL 544 315 046,711 99.68%
BPELIME ETIR LO6E 1]

TOTAL 544 815 um 49,60%




CEBT
YEAR TO DATE UTILIZATION REPORT FOR

DECEMBER 2008
CUSTER COUNTY
BRANCH 83
PAID PREMILINM
MONTH CLaIMS DEFOSITS RATIO
JANLIARY 14,320 42 E50 3357T%
FEBRLIARY ar.oa4 44,442 83.31%
MARCH 53,853 43,595 123.07%
APRIL I8 B55 43,285 BB.B3%
May 128,891 42 085 206.6T%
JUNE 3108 43,720 71.87%
JULY 32,789 43,762 Td.93%
AUGUST gr,asa2 43,795 153.78%
SEPTEMEZER 400,338 413, 795 82.11%
OCTOBER 360,376 44 898 70.20%
HOVEMEER 25,678 42 2dd 110.50%
DECEMBER 57366 43 230 133.61%
TOTAL ¥TD 575,851 520,491 110.64%
YEAR TO DATE
MEDICAL HDH S o o 0 005
MEDICAL EPO 0 o 0.00%
MEDICAL EPD 2 a o 0.0 %
MEDICAL PPO 1 i} o 0.00%
MEDICAL PRO 2 i} o 0,00%
MEDICAL PPO 3 521,247 458 567 111.24%
MEDICAL PPO 4 4] o 0.00%
MEDICAL PPO S i} i} 0.00%
VISIaN 4,923 8,838 5T.01%
OENTAL 49,680 43 ZE8 114.775%,
VOLUNTARY VISION a a 0.00%
VOLUNTARY DENTAL 0 a 0.00%
TOTAL 575,851 520,481 110.64%
SPECIFC BTOR LOGS L]

TOTAL 575,851 520,451 110.64%



	Effective January 1, 2017
	PPO B1500 ($1500 deductible)

