M.Muﬁw.mn__m.nﬂ_o: 2020 Aetna Medical Benefits Plan Overview - PPO Plans

Roger L edn, Superntendent

“ PPO 10 PPO 15 PPO 1525
0 . e e e . . PPO 2020 PPO 2035 HD1500
Only Available to Local 68 Only Avallable to Local 68 Only Available to Local 68*
Lifetime Maximum L T Uniimited = Uniimited Usimited Liniimited Unimited Unlimited
i
e None $100/ 5250 None 5100/$250 | Hane §100/5250 None $200/ 500 $200/ 5400 . $800 7 $2,000 $1,500/ 53,000 51,500 /53,000
| Dindividuai/Family) £ N - ;
__Afer deductible, planpays | 100% -+ 80% 100% - [ 100% 70% __100% 70% = 80% _60% 20% | £0%
Maxim P;
..n_._“ﬁ%h” .n.u.__“._..”__n. AHEHY Ll 5400/ $800 $2,000 / $5,000 $400 / 5800 52,000 / 55,000 $400/ 5800 $2,000/ $5,000 $800/ $1,600 | ss.000/3512500 $2.000/ $4.000 | sso00 512500 52,500/ $5,000 $3,500/ $2,000
W-.:..!_._.. Care Phypsician Selection Mot Required 3 ot Required Mot Required Pt Aequined == " Not Required = Not Required
.h:.u...._cn Care o
Adult Physici i
_zh“_.._._“_n:.““ _“.v ysician Exams / 100% 80% {no deductible] 100% 7 [no deductible) 100% 70% (no deductible} 100% | 70% [mo deductible) 100% 60% {mo deductible] 100% | ot Covered
B T ——— e = - - z —= . | = c |
_H__“_.._.““W:M:_E Ehars £ _ 100% | child immunizations only 100% child immunizations anly 100% child kmmunlzatians only 100% child Immunizations galy 100% child immunizations only 100% i Not Covered
Routine Gyneenlogica' Care Exams 1009 20% (no deductible) 100% 70% (na deductble] 100% | 70% (no deductible) 100% 70% {no deductible] 100% 60% [no deductible) 100% Mat Covered
- — i - | . - u ——
| Routine zcaa_am_.p:: =il 100% 20% |no deductible 100% 7% (no deductible 100% ] 0% [no deductible 100% 70% (no deductibie) 100% 50% (no deductinle) 100% Nat Covered
:__B.E_: ¥ Office Visits
Primary Care Services ___S10copay BO% after daductible SIS conay 70% after deductible $15 copay FO% after deductible _ 520 copay | 70% afier deductible $10 copay _ 50% after deductible BO% after deductible 60% afer deductible
CV5 Minute Cinic S0 copay NfA_ 50 copay 1 N/& ___50 copay — NfA oo 50copay | NIA SOcopay N/A | _50conay after deductible NfA
Specialist Services $10 copay 80% after deductible $15 copay 70% after deductible $25 copay 70% after deductible 520 copay 70% after deductibie 535 copay ! E0% after deductible BO% after deductible 60% uzuq deductible
i Areferral |y not reguired to wiit @ specialiss. = A referral is net reguined to visi a soecialist. A referral s mok requiced to wisit 3 spectalist, _A referral Is not recuved to visit 3 saeclalist L Areferral it not required to visit a speclatist A referral is not riquired 1o visit a specialist
- 510 copay $1S copay 525 nua~< 520 capay 1 535 copay | . 20% after dedurtible
M il i i
aternity OB Visits N I | S& after deductible __ Fistvistonly 7% after deductibl n Firstwistanly 70% after deduct ble First visit anly i 70% atter deductinle  Firct vish ony | Eirs after deductible Copay assiies to Lst visit anly 60% after deductible
b:ﬁnn Tew o11ing and Treatment - & 100% i B0% after deductible 100% 70% afier deduct ble 100% 7% alter deductible 100% 70% after deductinls 0% 60% aiter deductible 8% after deductible 60% after deductible
Clagnosties Procedures 3
. 108% in office or at 16X% In office or at 100% in office or at 100% In office o at &0% after deductible i _
= b ; . ! .
Labaratory Quest Diagnostics / LabCorp BO% after deductible Quest Dlsgnastics / LabCarp 0% after deductible Quest Diagnostics / LabCorp 70% after deductible Quest Diagnestics / Labcarp 0% after deductisle Quest Disgnostics / LabCorp 60% aher deductible BO% after deductibte 60% after deductible
Outpatient ¥ Ray/Radiology Services 100% BO% after deductible 100% T after deductinle loow T0% after deductible 100% TO% aiter deduct/ble 80% alter deductible 60% after deductibie 80% after deductible 60% after deductible
Wﬂi—lﬂw Medical n-i .......
100% after 525 faciity copay 100% after 50 facillty capay 100% after 575 facility capay 100% alter $100 Eacility copay 100% after $10DQ facllity topay B0 after deductible
Emergency Room . ; . £ ) . ) B0 after deductibie
{Copay walved if admitted) [Copay waived If admitbed) {Copuy waived if admitted) (Copay walved if admitted) [Copay waived if admitted) Quest Diagnasties / LabCorp
- - - = = 4 h = R : S
N 5 i i
mh_”.“ﬂ_hn_qﬂwaﬂ.:u o Nat Covered | Not Coversd Not Coversd Not Cavered Not Covered Not Covered Nat Covered “ Hat Covered Not Covered { Not Coverad Not Cavered Net Covered
— 4 - — - — e
| Ambulance i 90% | 0% after deductible 0% 70% after deductible 0% F0% afier deductlble 70% atter deductble BO% after deductible 604 after deductible 801% after deductiv'e 60% after deductible
Hospital Caie

Inpatient coverige X BO% after deductit 70% after deductible 70% after deductible 7% after deductibla 80% after deductible 60% sfter deductible 80% after deductible 60% after deductible
Cutpat.ent Surgery i B0% after deductible 70% after deductible 70% after deductible TO% after deduct ble 80% alter deductible 60% after deductible 80% after deductible 60% after deductible
[Mental Health Services ==z

i 3 B 5 i ik b
Akiohol/Drug Abuse Servicss Same as any other finess; 5ame 25 any other liiness, Same as any other ifnets; Same as any other liness; Sama as any other lliness; Same as any other illness,

W 4 benefit depends on place of service benehit depends on place of service benelfit desends an plice of service benefit depends on place of service benelit deperds on place of service benefit depends on place of service
Other Servites

BO% after deductibie { 70% after deductible T0% after deductible 0% alter deductible

| 80% after deductible 6O% after deductibis B0% after deductible

&% after deductible

Lirsited to 120 days. Limited in 60 days

SAiladt Wursing Fackuy Limited to 120 days Umited to 120 days Limited ta 120 days Umited to 120 days Umited to 120 days per benefit period per benelit period

per benefit period per benefit perjiod mer Benefit period per benefit perlad per benefit pericd The everat masimum per benefit period Is 120 days

combined In & Qut-of-Network
Outpatient Rehabiitatian Therapy B0 after deductible 60% after deductible
5 = 100r% atter $10 copay BO% after deductible 100% after 515 copay 70% after deductible 100% after $20 copay 7% after deductible 100% atter $20 capay F0% aftar deductibie 100% afrer $20 copay 60% after deductikle
{'ncludes speech, physical, and | Unlimited
oczupationa) theraoy) ks - - — = 30% afte
Chiropractic Care 100% after 510 copay BO% after deductible 100% after 515 copay 70% after deductible 100% after 520 copay TO% after deductible 100% after 520 copay T0% after deductible 100% after 520 copay 60% after deductible 80% after deductible 60% after deductiale
30 visit mazimum per benefit period 30 visit maximum per benefit periad 30 wisit maximum ger benefit period 30 vislt I per benefit periad 30 visit maximum per benelit period 30 visit max'mum per benefit period

* Quest Diagnostics and LabCarp are the Praferred Provides Far La horatory SEfvices
“" PPO 10, PPO 15 and PPO 1525 are only available 1o Loca! 68
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2020 Aetna Medical Benefits Plan Overview - HMO Plans

BENEFIT

HMO 10

DUT-OF-RETWORK

HMO 1525

IH-NETW

OUT-OF-NETWORK

HMO 2020

1N-NETWORK OUT-OF-NETWORK

HMO 2035

IN-NETWOCRK OUT-DF-NETWORK

Lifatime Maximum Unlimited nited Unlimited Unlimited

|Deductible None A T

(individual/Family) fione BiA Wi DA Y 320075200 | WL
Atter deductible, plan pays 100% NFA 100% A 100% NfA 100% N/A

Maximum Out of Pocket Payment Limit $5,480 7 510,950 NiA $5,430 / $10,960 ] NfA §5,480/ 510,960 NiA 52,000 f 54,000 NiA
{individual/Familyl | |

Primary Care Physiclan Selection

Preventive Care

Routine Adult Physician Exams [

Diagnostics Procedures

Laboratory*

100% in office or at
Quest Dlagnostics / LabCorp

Not Covered

100% in office or at T

Qutpatient X-Ray/Radology Services

100%

Em ney Medical Care

Not Covered

100% Not Covered 100% Not Covered 100% Mot Covered 100% Not Covered
Immunizations ! ™ —
Routine Well Child Exams [ Immunizations 100% Not Covered 100% * Not Covered 100% Not Covered 100% Not Covered
Routine Gynecological Care Exams 100% 1 Not Covered 100% 1 Not Covered 100% | Not Covered 100% o Not Covered
Routine Mammograms 100% Nat Covered 100% Not Covered 100% Not Covered 100% Not Covered

Physician's Office Visits
Primary Care Services __S10copay Not Covered 515 copay Not Covered 520 copay Not Covered 520 copay Not Covered
Specialist Services 510 copay [ Not Covered 525 copay [ Not Covered 520 copay | Not Covered 535 copay | Not Coverad
A referral is required to visit a specialist. A referral is required to vislt a speclalist. A referral is required to vislt a speclalist. A referral is required to vislt a specialist

Maternity OB Visits $10 copay Not Covered $25 copay _ $20 copay $35 copay

First visit only First visit only i Not Covered First visit only Not Covered First vislt only Not Covered
Allergy Testing and Treatment 100% Not Covered 100% Not Covered 100% Not Covered 100% Not Covered

100% In offlce or at

Quest Dlagnostics / LabCarp R

BO% after deductible 1

N
Cluest Diagnostics f LabCorp | XL

Quest Diagnostics { LabCorp
100% Mot Covered

100% Not Covered

B0% after deductible Not Covered

Alcchol/Drug Abuse Services

benefit depends on place of

Other Servites

Samea as any other illness;

service

Same as any other illness;
benefit depends on place of service

Same a$ any other iliness;
benefit depends on place of service

Emergency Room 100% after $35 facility copay 100% after 575 faclity copay 100% after 5100 facility copay 100% after $100 facility copay
______lcopay waived If admitted] |Capay waived if admitted] [Copay waived W admitted} [Copay waived if admitted)

Noa-Emergency Care Inan Not Covered Not Covered Not Covered Not Covered Not Covered Not Cavered Not Covered ! Wot Covered
Emergency Room " |

Ambulance 100% Not Covered 100% Not Covered 100% Not Cavered B0% after deductible Not Covered

Hospital Care
Inpatient coverage _100% | Not Covered 100% Not Covered 100% Not Covered B0% after deductible = Not Covered
Outpatient Surgery 100% Not Covered 100% Not Covered 100% Not Covered B0% after deductible Not Covered
[Mental Health Services

Same as any other iliness;
benefit depends on place of service

* Quest Diagnostics and LabCorp are the Preferred Provider for Laboratory services

Skilled Nursing Facility 100% 100% 100% 80% after deductible

Limited to 120 days Not Covered Limited to 120 days Not Covered Limited to 120 days Not Covered Limited to 120 days Not Covered

per benefit period __er benefit period per benefit period = per beneflt period =
Outpatient Rehabilitation Therapy 100% after office copay Not Covered 100% atter 525 copay | Not Covered 100% after $20 copay | Not Covered
lincludes speech, physical, and 50 visit maximum per benefit peried 60 visit maximum per benefit period 100% after 520 copay Mot Covered
occupational therapyl combined in and Out-of-Network combined In and Out-of-Network A |
Chiropractic Care 100% after office copay Not Covered 100% after $25 copay | Not Covered 100% after 520 copay _ Mot Covered 100% atter 525 copay Not Covered

20 visit maximum per benefit period 20 visit maximum per benefit period 20 visit maximum per benefit period 20 visit maximum per benefit period

Vision Hardware Not Covered Not Covered Not Coverad Not Covered Not no...un-_..mm_ 1 Not Covered Not Covered Not Covered




