Consolidated
Benefits
City of Virginia Beach

Virginia Beach City Public Schools

Summary of Benefits and Coverage (SBC) & Uniform Glossary of Terms

Under the Affordable Care Act, all Insurance companies and group health plans are required to provide you with an easy-to-understand
summary about a health plan’s benefits and coverage. This regulation is designed to help you better understand and evaluate your health

insurance choices.

This summary includes a short, plain language Summary of Benefits and Coverage, or SBC. The SBC includes details, called
“coverage examples,” which are comparison tools that allow you to see what the plan would generally cover in three common medical
situations. You will have the right to receive the SBC when shopping for, or enrolling in coverage or if you request a copy from your issuer or

group health plan.

The following pages include the Summary of Benefits and Coverage (SBC) for the 2020 Premier Health Plan and the Uniform Glossary of
Terms, which defines commonly used terms in health insurance coverage, such as "deductible" and "co-payment." C2\ I- RS{IH{SR
{izY'Y'Hig 27 . SySTiia ISTSI (2 the Benefits Information Guide located at www.vbgov.com/benefits.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

POS Premier
VA Beach Schools/City

Coverage Period: 01/01/2020-12/31/2020
Coverage for: Individual/Family | Plan Type: POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit optimahealth.com or call 1-866-509-
7567. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms
see the Glossary. You can view the Glossary at healthcare.gov/shc-glossary or call 1-866-509-7567 to request a copy.

Important Questions Why This Matters:

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

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

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

$850/Individual or $1,700/family
in-network. $1,700/Individual or
$3,400/family out-of-network

Yes. Preventive care, Vision Care
and Materials are covered before
you meet your deductible.

No.

For in-network providers $3,000
individual / $6,000 family. For out-
of-network providers, $4,500
individual / $9,000 family
Premiums, balance-billed charges,
healthcare this plan doesn’t cover,
ancillary drug charges and pre-
authorization penalties.

Yes. See optimahealth.com or call
1-866-509-7567 for a list of
network providers.

No.

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must meet
their own individual deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered preventive
services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

You don't have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

You can see the specialist you choose without a referral.
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i i All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network
Provider

Limitations, Exceptions & Other Important
Information

If you visit a health
care provider’s office
or clinic

If you have a test

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
www.optimahealth.com

Primary care visit to treat an

injury or iliness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood

work)

Imaging (CT/PET scans, MRISs)

Selected Generic drugs (Tier 1)

Selected brand and other
generic drugs (Tier 2)

Non-selected brand drugs
(Tier 3)

Specialty drugs (Tier 4)

$20 copayment/SQCN
Deductible does not apply
$40 copayment/all other
Deductible does not apply

$40 copayment/SQCN
Deductible does not apply
$60 copayment/all other
Deductible does not apply

No charge
Deductible does not apply

15% coinsurance

15% coinsurance

$10 copayment/preferred
network/$25 copayment
retail /$25 copayment mail
order

$25 copayment/preferred
network/$45 copayment
retail /$60 copayment mail
order

25% Coinsurance:

$50 max preferred
network/$75 max
retail/$125 max mail order

25% coinsurance retall

(You will pay the most)

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

$10 copayment/preferred
network/$25 copayment
retail / mail order not
covered

$25 copayment/preferred
network/$45 copayment
retail / mail order not
covered

25% Coinsurance:

$50 max preferred
network/$75 max retail/
mail order not covered

25% coinsurance retall

* For more information about limitations and exceptions, see the plan or policy document at optimahealth.com.

--none--

--none--

You may have to pay for services that aren't
preventive. Ask your provider if the services
you need are preventive. Then check what
your plan will pay for.

--none--

Pre-authorization required.

Coverage is limited to maximum $150 ancillary
cap per prescription per month in addition to
applicable Copayment/Coinsurance.
Coverage is limited to FDA-approved
prescription drugs. If brand drugs are used
when a generic is available, you must pay the
difference in cost plus the Copayment or
Coinsurance amount. Covers up to a 31-day
supply (retail); up to a 90-day supply for 3
copayments (Preferred Pharmacies only); 31-
to 90-day supply (mail order). Not all drugs
are available through a mail order program.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network
Provider
(You will pay the most)

| Limitations, Exceptions & Other Important

Information

$200 max/ mail order not
covered

$200 max/ mail order not
covered

Facility fee (e.g., ambulatory

If you need mental

$40 copayment office

: oh i I ) L :
guyrog rhave outpatient surgery center) 15% coinsurance 40% coinsurance Pre-authorization required.
gery Physician/surgeon fees 15% coinsurance 40% coinsurance --none--
Emergency room care 15% coinsurance 15% coinsurance --none--
No charge/VB Volunteer
If you need immediate = Emergency medical Rescue Squad, deductible , Pre-authorization required for use other than
: : . 15% coinsurance :
medical attention transportation does not apply emergency services.
15% coinsurancef/all other
Urgent care 15% coinsurance 40% coinsurance --none--
_ o : Y o - — :
If you have a hospital Facility fee (e.g., hospital room) | 15% coinsurance 40% coinsurance Pre-authorization required.
stay Physician/surgeon fees 15% coinsurance 40% coinsurance --none--
$20 copayment office
Visits/SQCN . : . .
Deductible does not apply Pre-authorization required for intensive

outpatient program, partial hospitalization

services

. Outpatient services - 40% coinsurance services, electroconvulsive therapy, and
heath or substance Dedcibe does not apl Transcranial Magneic Stimultion. No
S : PPl coverage for residential treatment.
abuse services 15% coinsurance other
visits
Inpatient services 15% coinsurance 40% coinsurance Pre-guthonzaﬂon required for allinpatient
services.
$350 global
Office visits SEYEREER 40% coinsurance Pre-authorization required for prenatal
$500 global copayment/all . .
S services. Cost _sharlng _does not apply to
If you are pregnant Childbirth/deliverv orofessional certain preventive services. Maternity care
: yp 15% coinsurance 40% coinsurance may include tests and services described
SEIVICeS elsewhere in this SBC (i.e. ultrasound)
Sl 31y Bl 15% coinsurance 40% coinsurance

* For more information about limitations and exceptions, see the plan or policy document at optimahealth.com.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network
Provider
(You will pay the most)

| Limitations, Exceptions & Other Important

Information

If you need help
recovering or have
other special health
needs

Home health care

15% coinsurance

40% coinsurance

Pre-authorization required. 100
combined visits/plan year.

Rehabilitation services

15% coinsurance

40% coinsurance

Pre-authorization required. 30 visits/plan year
combined with habilitation services for PT, 30
visits/plan year combined with habilitation

services for OT. 30 visits/plan year combined
with habilitation services for ST. 30 combined
visits/plan year for short term rehab services.

Habilitation services

15% coinsurance

40% coinsurance

Pre-authorization required. 30 visits/plan year
combined with rehabilitation services for PT,
30 visits/plan year combined with rehabilitation
services for OT. 30 visits/plan year combined
with rehabilitation services for ST.

Skilled nursing care

15% coinsurance

40% coinsurance

Pre-authorization required. 100 combined
days/plan year.

Durable medical equipment

15% coinsurance

40% coinsurance

Pre-authorization required for single items over
$750, all rental items, and repair and
replacement.

Hospice services

15% coinsurance

40% coinsurance

Pre-authorization required.

If your child needs
dental or eye care

Children’s eye exam

$20 copayment/spectacles
$40 copayment/contact
lenses

$40 reimbursement
Deductible does not

apply

Coverage limited to one exam every 12
months from participating EyeMed providers.

Deductible does not apply
Allowances:
L $150/spectacles Coverage limited to one pair every 12 months
Children's glasses $150/contact lenses NS EBIEER from participating EyeMed providers.
Deductible does not apply
Children’s dental check-up Not covered Not covered --none--

* For more information about limitations and exceptions, see the plan or policy document at optimahealth.com.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

: g‘glrjlgtjr?; ;qu e o Infertility treatment e Private-duty nursing
e Cosmetic Su?ggy e Long-term care ¢ Routine foot care
o Dental care (Adult) e Pediatric dental check-up e Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

: (Iflggﬁi?;zgtrgcs(;?\r/?ces *  Non-emergency care when traveling outside the e Routine eye care (Adult)
L U.S. (under out-of-network benefit) y
e Hearing aids

Your Rights to Continue Coverage:

For more information on your rights to continue coverage, contact the plan at 1-866-509-7567. There are agencies that can help if you want to continue your
coverage after it ends. The contact information for those agencies is: Virginia State Corporation Commission, Life & Health Division, Bureau of Insurance, at 1-877-
310-6560 or bureauofinsurance@scc.virginia.gov; the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or
www.dol.gov/ebsa/healthreform; or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options
may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace,
visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more
information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to
submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: Member Services at the
number on the back of your member ID card. You may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or www.dol.gov/ebsa/healthreform; or your state department of insurance at the Virginia State Corporation Commission, Life & Health Division, Bureau of Insurance,
P.O. Box 1157, Richmond, VA, 23218, 1-877-310-6560 or bureauofinsurance@scc.virginia.gov.

Additionally, a consumer assistance program can help you file your appeal. Contact the Virginia State Corporation Commission, Life & Health Division, Bureau of
Insurance, P.O. Box 1157, Richmond, VA, 23218, 1-877-310-6560, or bureauofinsurance@scc.virginia.gov.

Does this plan provide Minimum Essential Coverage? Yes
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see the plan or policy document at optimahealth.com.
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About these Coverage Examples:

Fea Y

‘e This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be

different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)

m The plan’s overall deductible $850
B Specialist copayment $350
M Hospital (facility) coinsurance 15%
W Other coinsurance 15%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing

Deductibles $850

Copayments $430

Coinsurance $1,500

What isn't covered
Limits or exclusions

The total Peg would pay is $2,780

controlled condition)

m The plan’s overall deductible $850
W Specialist copayment $40
M Hospital (facility) coinsurance 15%
W Other coinsurance 15%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,400

In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn't covered
Limits or exclusions

The total Joe would pay is $1,900

up care)
® The plan’s overall deductible $850
M Specialist copayment $40
M Hospital (facility) coinsurance 15%
B Other coinsurance 15%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles $850

Copayments $120

Coinsurance $160

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,130

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: 1-866-503-2730.

The plan would be responsible for the other costs of these EXAMPLE covered services. 6 of 6
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Optima Health Alternative Language Options for Notices and other Written Information

English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-855-687-6260.

Ambharic:

TAN(LEL:

ATICT £ 099.674- P hhef 1 & o1 0272 A ATAINT 2PCNALTA:: (LY hdh £L@- & 1-855-687-6260::
Arabic:

:1-855-687-6260 aé b Jasil Ulae ell 4, salll sae Lusal) ladd 8 55 4dld i jal) Aallly aanis i 1)
Bengali/Bangla:
T FAQA: A0 A IRAT ST FAT JE, ORE [TARE ST RIS ATINS AMEA| (HIA FPA-  1-855-687-6260|
Chinese (Mandarin):
e WRE Y @, AU SRR E F MRS . 15 HR4T F1E 1-855-687-6260.
French:
ATTENTION : Si vous parlez francais, les services d'assistance linguistique sont a votre disposition sans aucun frais. Appelez le 1-855-687-6260.
German:
ACHTUNG: Wenn Sie deutsch sprechen, stehen Ihnen Sprachhilfsdienste kostenlos unter der Rufnummer 1-855-687-6260 zur Verfligung.
Gujarati:
tllot AW : S AR Al Al 6L A eUnl sl AR AHIRL MR (Aol HE BUEsH B, 1-855-687-6260 UR Sl 53,
Hindi:
& &: afe; 3mg fEt yer Sierd &, < 3 fore TS JeTadT Jard 3:3[es Suas g | 1-855-687-6260 TR I B |
Hmong:
CIM CIA: Yog tias koj hais lus Hmoob, kev pab cuam txais lus tau muaj rau koj ua tsis them nqi. Hu rau 1-855-687-6260.
Igbo:
GEE NT I oburu na i na-asu Igbo, i ga-enweta enyemaka n’efu site n’aka ndi ga-enyere gi aka inweta ya. Kpoo 1-855-687-6260
Japanese:
EHE : AAREZEINIGA ., BEOSHEIEY — AN ZFIHWZT £, 1-855-687-6260F THEAG S 72X 1Y,
Korean:
Zo]: ol ALEEA B9, o] A9 Mu S LR o] §514 = %LU 1-855-687-6260% 0.2 71 3k3) 41 A2
Kru/Bassa:
Yl LE: | bale u mpot Bassa, bot ba kobol mahop ngui nsaa wogui wo ba ye ha | nyuu hola we. Sebel: 1-855- 687-6260.
Laotian:
812213 Fhuiancdrwrznno, SnmvoSningosciedanwim ltinlglostcsess. v 1-855-687-6260.
Mon-Khmer, Cambodian:

Aanfnimare uaisifiuniunm manigs, swnnyitatgwmiman wmenpmigmhwieAnise smumgrinieims 1-855-687-6260¢
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Navajo:
SHOOH: Diné Bizaad bee yanitti’'go doo b3aah ilinigdd t'aa nizaad k’ehji nikd a’doowotgo bee haz’3. Kojj’ hdlne’ 1-855-687-6260.
Persian/Farsi:
e
80 (a5 1-855-687-6260 o jedi b sl (o sied 5 () (latidy O8G) leas (i€ e Cumaa i s 40 R
Portuguese:
ATENCAO: Se vocé fala portugués, ha servigos de assisténcia em idiomas disponiveis para vocé gratuitamente. Ligue para 1-855-687-6260.
Russian:
BHUMAHMUE! Ecnm Bbl roBOpUTE Ha PYCCKOM A3blKe, NO3BOHUTE Mo TenedoHy 1-855-687-6260, 1 Hala cny*Kba A3bIKOBOM NOAAEPHKKMN OKAXKeT Bam becnnaTHyto
NMOMOLLLb.
Spanish:
ATENCION: Si habla espafiol, existen servicios de asistencia de idiomas disponibles para usted sin cargo. Llame al 1-855-687-6260.
Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, may maaari kang kuning mga libreng serbisyo ng tulong sa wika. Tumawag sa 1-855-687-6260.
Turkish:
DIKKAT: Eger Tiirk konusuyorsaniz, dil asistani servislerini icretsiz olarak kullanabilirsiniz. 1-855-687-6260 numarali telefonu arayin.
Urdu:

I sl
<28 JIS 1-855-687-6260 L s i Sl ¢ S g3 (oS i cctllend gl (S e G i ) sl R
Vietnamese:
CHU Y: N&u quy vi néi Tiéng Viét, dich vu hd trg ngdn ngit mién phi cé san danh cho quy vi. Hiy goi 1-855-687-6260.
Yoruba:
KEERE:

Ti o ba 1 so edeé Yoruba, isé iranlowoé ede wa fun o [6feé. Pe 1-855-687-6260
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How You and Your Insurer Share Costs - Example

Jane’s Plan Deductible: $1,500 Co-insurance: 20% Out-of-Pocket Limit: $5,000
[
January 1% December 31°
Beginning of Coverage End of Coverage Period
Period

|

more
costs

Jane pays Her plan pays
100% 0%

ﬁane hasn’t reached her \

$1,500 deductible yet
Her plan doesn’t pay any of the costs.
Office visit costs: $125

Jane pays Her plan pays Jane pays Her plan pays
20% 80% 0% 100%

©)
éne reaches her $1,500 \ @ne reaches her $5,000 \

deductible, co-insurance begins out-of-pocket limit
Jane has seen a doctor several times and Jane has seen the doctor often and paid

$5,000 in total. Her plan pays the full

806

paid $1,500 in total. Her plan pays some

Jane pays: $125 of the costs for her next visit. cost of her covered health care services
Her plan pays: $0 Office visit costs: $75 for the rest of the year.

Jane pays: 20% of $75 = $15 Office visit costs: $200

Her plan pays: 80% of $75 = $60 Jane pays: $0

\_ - k / K Her plan pays: $200 /

Glossary of Health Coverage and Medical Terms Page 4 of 4
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