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GLOSSARY OF TERMS

Benefit-Eligible: A full- or part-time employee (not a temporary employee) of Maricopa County who is scheduled to work at least 20 hours per
week. Contract employees may also be benefit-eligible based on the terms of their contract.

Biometric Screening Program: Provides employees with screenings for: Blood Pressure, Height/ Weight, Waist Circumference, Percent Body Fat,
BMI, Total HDL/Cholesterol and Ratio, Glucose levels and one-on-one Health Coaching session that includes program referrals and health education/
literature on screening results.

Body Mass Index (BMI): A number calculated from a person’s weight and height. The formula is defined as (weight in pounds*703)/(height in
inches”2). For example, if your weight is 135 pounds and your height is 61 inches your BMI is approximately 25.50 (125*%703))/(61*61).

CIGNA Care Network (CCN): A high-performing, cost-effective specialty care provider network that includes the following provider specialties:
allergy/immunology, pulmonology, vascular surgery, cardiology, neurosurgery, orthopedics and surgery, urology, general surgery, ear, nose and
throat, ophthalmology, rheumatology, infectious disease, gastroenterology and dermatology. These providers are identified by a Tree of Life symbol
in the CIGNA provider directory.

CMG (CIGNA Medical Group): A network of providers who are employed by CIGNA HealthCare of AZ who practice in the CMG facilities
that are owned and operated by CIGNA. Primary and some specialty and ancillary care are provided at the CMG facilities. Some specialty care is
provided through the OAP network when a referral is made by the CMG physician.

CMG High and Low Plan: Managed-care plans that require members to use the CMG facilities for primary and most specialty and other services.
Use of non-network providers or providers who practice in their own offices are not covered.

Co-insurance: A cost-sharing requirement under a health insurance policy, which provides that the insured will assume a percentage of the costs of
covered services after payment of the deductible, if applicable.

Copay: A cost-sharing arrangement in which the insured pays a specified flat dollar amount for a specific service (such as $20 for an office visit).
The amount does not vary with the cost of the service, unlike co-insurance, which is based on a percentage of cost.

Deductible(s): Under a health insurance policy, amounts required to be paid by the insured either before benefits become payable, after a portion of
benefits have been paid or for a specific benefit, before that benefit is payable.

Flexible Spending Account (FSA): A plan which provides employees with a way to set aside money on a pre-taxed basis to cover the costs of health
care expenses that are not covered under their health insurance coverage (medical, pharmacy, mental health, dental and vision) and/or dependent care
expenses that enable the employee to work.

Group Insurance Qualified Status Change Form: A form provided by the EHI Department on which the employee requests to add or drop
dependents from his/her health plan due to a qualified status change.

Health Assessment (HA): A brief online questionnaire that analyzes the health risk of the employee.

Health Coaching Program: A program where coaches work one-on-one with employees to help them identify health-related goals, embrace change
and work toward meeting their goals.

Health Maintenance Organization (HMO): HMOs offer comprehensive health coverage for both hospital and physician services. An HMO
contracts with health care providers, e.g., physicians, hospitals and other health professionals, who participate in their network. The members of an
HMO are required to use participating network providers for all health services, and many services must meet further approval by the HMO through
its utilization review program. HMOs are the most restrictive form of managed care benefit plans because they manage the procedures, providers
and benefits.

Health Plan: Include medical, pharmacy, vision, behavioral health and substance abuse, and dental coverage.

Health Savings Account: A tax-exempt trust or custodial account established exclusively for the purpose of paying qualified medical expenses of
the account beneficiary who, for the months for which contributions are made to an HSA, is covered under a high-deductible health plan.

High Option: A plan where premiums are higher than a low option plan because the insured shares less of the costs with lower copays.

In-Network (or Network, Participating Provider): Health care provided by a doctor, hospital, pharmacy or other health care provider with whom
the plan has contracted to provide services at specified fees.

Insured (aka Member): A person or organization covered by an insurance policy.

Insurer (Insurance Company or Vendor): A corporation, such as CIGNA HealthCare of Arizona, engaged primarily in the business of furnishing
insurance to the public.

Low Option: A plan where premiums are reduced in comparison to a high option plan because the insured shares more of the costs in the form of
higher copays and co-insurance.

Medical Waiver Payment: Compensation paid to the employee by the County if medical coverage is not elected because of enrollment in other
eligible group health insurance. Waiving medical coverage means waiving coverage for all components of the medical plan, which includes medical,
vision, pharmacy, and behavioral health/substance abuse benefits. Employees eligible for the waiver payment may voluntarily request not to receive
this payment.

OAP (Open Access Plus) Plan: A plan that gives options to use a network or non-network physician/provider each time the insured needs medical
care, and does not require a referral to see a specialist.

OAPIN (Open Access Plus) In-Network: A plan that uses a network of providers who practice in their own offices and independently contract with
CIGNA. A referral is not required to see a specialist. The OAP In-Network also includes the CMG network. Non-network physicians/providers are
not covered under this plan.



Out-of-Network (or Non-Participating, Non-Network Provider): Health care received from a provider who is not contracted with the insured’s

health plan network.

Out-of-Pocket Maximum: The maximum amount the insured pays each year for health care under a specific plan. The maximum may apply only
to specific services such as inpatient hospitalizations. After this share of eligible expenses has reached the plan’s out-of-pocket maximum per person
or per family, the plan pays the full cost of eligible expenses for the rest of that plan year. The out-of-pocket maximum for a medical plan does not
include any copays, pharmacy or mental health/substance abuse treatment expenses, or non-certification penalties. Each plan summary lists the
expenses that count towards the out-of-pocket maximum.

Plan Year: July 1 through June 30.

Preferred Medication List (aka Formulary): List of prescription drugs approved by a pharmacy benefit manager. Drugs on the preferred medication
list are generally more cost effective and are as effective as other drugs that are non-preferred in the same therapeutic medication class. The list is

available on the EHI Home Page.

Preventive Care Services: This includes all routine preventive services such as Well Baby Care, Well Child Care and Adult Preventive Care as

identified by each plan in the plan summary.

Primary Care Physician (PCP): A physician who practices general medicine, family medicine, internal medicine or pediatrics.

Reasonable and Customary Charge (R&C): The prevailing charge of most other providers in the same or similar geographic area for the same
or similar service. If the insured receives out-of-network services and the provider’s fee is more than the R&C charge, the insured will have to pay
the amount of charges above R&C. When care is received from an in-network provider, the eligible expenses are determined from the network

provider’s contracted rate.

Short-Term Disability (STD) benefits: STD pays a percentage of the insured’s salary for up to 23 weeks after a 3-week waiting period if he/she
becomes temporarily disabled due to sickness or injury and is not able to perform the essential functions of his/her job. The insured must be under
the regular care and treatment of an appropriate provider.

Sub-Acute Facilities: A hospital-based facility or a freestanding facility that provides a lower level of care (than acute care) as directed by your physician.
Term Life Insurance: Term life insurance covers a person for death benefits for a limited time (a term). In the case of the term life insurance
coverage provided by The Standard, the term is conditional. You are covered as long as you are employed by Maricopa County. Term life insurance

does not have any cash value.

GLOSSARY OF ACRONYMS

A

AD&D: Accidental Death & Dismemberment

Abbreviations used throughout this booklet

FSA: Flexible Spending Account

AHCCCS: Arizona Health Care Cost Containment H

System

ARS: Arizona Revised Statutes

ASI: Application Software, Inc.

ASRS: Arizona State Retirement System

B
BMI: Body Mass Index

C

CCN: CIGNA Care Network

CMG: CIGNA Medical Group

COBRA: Consolidated Omnibus Budget
Reconciliation Act

E

EAP: Employee Assistance Program

EBAC: Employee Benefits Advisory Council
EBC: Electronic Business Center (Intranet)
EDS: Employers Dental Services

EE: Employee

EHI: Employee Health Initiatives

EOI: Evidence of Insurability

F
FMLA: Family Medical Leave Act
FML: Family Medical Leave

HDL: High-density lipoprotein

HIPAA: Health Insurance Portability and
Accountability Act

HMO: Health Maintenance Organization
HR: Human Resources

HA: Health Assessment

HSA: Health Savings Account

I

ID: Identification

IRC: Internal Revenue Code
IRS: Internal Revenue Service

L
LOA: Leave of Absence

M
MH: Mental Health
MST: Mountain Standard Time

N

NAIC: National Association of Insurance
Commissioners

NEO: New Employee Orientation

NRS: Nationwide Retirement Solutions

(0]

OAPIN: Open Access Plus In-Network
OAP: Open Access Plus

OE: Open Enrollment

P

PCP: Primary Care Physician

PHI: Protected Health Information
PML: Preferred Medication List
PPO: Preferred Provider Organization
PSPRS: Public Safety Personnel
Retirement System

PST: Pacific Standard Time

PTO: Paid Time Off

R
RIF: Reduction in Force
RX: Prescription

S

SPD: Summary Plan Document
SSN: Social Security Number
STD: Short-Term Disability

U
UV: Ultraviolet

W
WHI: Walgreens Health Initiatives



HOW TO OBTAIN BENEFIT INFORMATION

Information about the benefit plans is available on the Internet at www.maricopa.gov/benefits or on the Electronic Business Center
(EBC)/Intranet at http://ebc.maricopa.gov/ehi. Refer to the Open Enrollment tab.

Both of these Web sites are referred to as the Employee Health Initiatives or EHI Home Page in this document.

You may also e-mail the EHI Department at benefitsservice@mail.maricopa.gov or, for enrollment and plan information, call
602-506-1010 from 8 AM to 5 PM MST Monday- Friday or visit the EHI Department located at 301 South 4th Avenue, Suite B100,
Phoenix.

The EHI Department can assist you with general questions related to premiums, eligibility and enrollment, status changes, and
benefits continuation while on or returning from a leave of absence (LOA) and/or upon termination or retirement.

Please contact the specific vendor for answers to detailed benefit questions regarding coverage, costs and claim(s) payments. Vendor
contact information is located in the “Who to Contact” section of this booklet.

The words “you” and “your,” when used in this document, refer to the employee.

DISCLAIMER

Carefully read the information in this guide.
Do not make a medical or dental election solely on the basis of a healthcare provider’s participation with the vendor’s
network because physicians and dentists may stop participating during the plan year. If a specific physician or dentist is
very important to you, consider selecting a product with out-of-network benefits such as an Open Access Plus (OAP) High or
Low option or Choice Fund PPO medical plan and/or CIGNA or Delta Dental plans. Plans with out-of-network benefits allow
you to see providers who no longer participate with the vendor’s network, at higher out-of-pocket costs to you. Additionally,
you should not make your pharmacy election solely on the basis of specific medications on the preferred medication list
because medication coverage status may change during the plan year and some medications may require prior authorization
or step-therapy. For example, medications may change from preferred brand name level to a generic or non-preferred brand
name level, or may become available over-the-counter and therefore will not be covered under the pharmacy benefit.

Make your election decisions carefully as they cannot be changed until July 1, 2010. You may change your Open Enrollment
elections online as many times as you want during the Open Enrollment period. Once Open Enrollment ends on May 15,
2009 you will be mailed a confirmation statement to your home address on file in the PeopleSoft system. Review your
confirmation statement immediately. If the statement differs from your elections you will have an opportunity to change
your elections through May 29, 2009 at 5 PM MST. No changes will be allowed after May 29, 20009.

1. WHEN MAKING YOUR ELECTIONS IN THE BENEFIT ENROLLMENT SYSTEM, AFTER 15 MINUTES
OF INACTIVITY, YOU WILL BE LOGGED OUT, AND YOU WILL SEE A POPUP NOTICE THAT
INDICATES THAT DUE TO INACTIVITY, YOUR WEB SESSION HAS TIMED OUT. IF THIS HAPPENS,
YOU MAY LOG BACK INTO THE SITE BY 8 PM MST THE SAME DAY, AND YOU WILL BE ABLE
TO RESUME YOUR ELECTIONS. IF YOU RETURN AFTER THIS TIME, ANY CHANGES YOU HAVE
MADE WILL BE LOST.

2. YOU MUST CLICK THE SUBMIT BUTTON ON THE BENEFIT SUMMARY PAGE TO FINALIZE YOUR
ELECTIONS.

3. ONCE THE THANK YOU PAGE APPEARS, YOUR BENEFITS ENROLLMENT IS COMPLETE. PRINT
YOUR CONFIRMATION PAGE AS VERIFICATION OF YOUR ELECTIONS. KEEP THIS PAGE TO
COMPARE WITH YOUR CONFIRMATION STATEMENT THAT WILL BE MAILED TO YOUR HOME
ADDRESS IN THE EVENT OF AN ERROR.

PCP changes are not available through the Benefit Enrollment System during Open Enrollment. Watch for your new ID
card in the mail and upon receipt, be sure to check the PCP. After July 1, 2009, contact your selected medical plan vendor
to change your primary care provider (PCP), if applicable. Destroy your old ID card upon receipt of your new card. If
additional cards are needed, contact the vendor directly either by phone or through their Web site. See the “Who to Contact”
section.
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OPEN ENROLLMENT PERIOD

This Open Enrollment period, your benefit elections and premium rates are effective for a 12-month period, beginning
July 1, 2009 and ending June 30, 2010. The next time you can change your benefits will be the next Open Enrollment in
May 2010. All benefit-eligible full- and part-time employees scheduled to work at least 20 hours per week, elected officials,
and contract employees with benefits are eligible to complete Open Enrollment.

WHEN?

The Benefit Enrollment System will be available (JLWIBNI GENAN ENVE R ITINET V017 B 917 W D i EVAY BN ERPAITUY, 1t is
recommended that you not delay in completing your Open Enrollment elections in the event you encounter system-related problems
or problems registering for the portal to the Benefit Enrollment System. Your Open Enrollment information must be entered online
in the Benefit Enrollment System no later than 5 PM, May 15, 2009. Late enrollments will not be accepted.

HOW TO GET STARTED

To complete your Open Enrollment elections:
1. You must first register for the ADP Self-Service Portal by typing
https://portal.adp.com into your browser address bar (for detailed instructions on how to register, go to
http://ebc.maricopa.gov/hr/PRISM/pdf/SelfServiceRegistration.pdf. The registration pass code for Maricopa County is
MCAZ-PRISMO9 - this pass code is not case sensitive and contains a zero, not the letter O).

2. Once in the Portal, select the Benefits tab at the top of the page.
Click on the Benefit Enrollment System link.
4. For detailed instructions on how to complete your Open Enrollment elections in the Benefit Enrollment System refer to page 43.

If you do not have access to a computer, check with your department HR Liaison for information about computer resources that will
be available for your use. Computers are also available at most public libraries.

WHAT DO YOU DO IF YOU DON’T KNOW YOUR USER ID OR PASSWORD?

When you register for the portal at ittps:/portal.adp.com, you assign your user name and password. You should write down your
user name and password and keep it in a safe place as no one will know this information.

To reset your password:
1. Return to the https:/portal.adp.com

2. Click on the “Forgot Password” link.
3. Enter your User ID in the box and click the submit button.
4

You will be asked to answer the security questions you selected when registering, your city or town of birth and your birth
month and day. After entering that information click on the submit button.

5. You will be asked to change and confirm a new password, which will be sent to the email address you provided when you
registered.

6. You will see message confirming your password has been changed
7. You will receive a confirmation email from ADP.

Call your department PC Help Desk or the Customer Support Center at (602) 506-4357 between 6:30 AM-6 PM, Monday-Friday for
assistance.

WHERE DO I GET ADDITIONAL INFORMATION NOT CONTAINED IN THIS GUIDE?

While most of the information you need is contained in this guide, other pertinent information is available online at the EHI Home
page located at http:/www.maricopa.gov/benefits (Internet) or http://ebc.maricopa.gov/ehi (Intranet). The Benefit vendors are
your primary and best source of information regarding the plans they offer. Refer to the “Who to Contact” section for their telephone
numbers and Web site addresses.

When will I receive New Insurance ID Cards?
e New CIGNA Medical ID cards will be issued to all enrollees for all medical plans. CIGNA issues an individual ID card for
each enrollee.

*  New ID cards will be issued to new enrollees in the pharmacy benefit, and EDS or Delta Dental plans. The ID cards from these
vendors either 1) contain the names of all covered dependents or 2) contain only the insured’s name and can be used for all covered
dependents.

e There are no personalized ID cards for Magellan Health Services or CIGNA Dental. These ID cards are available through the
Employee Health Initiatives Department.


https://portal.adp.com
http://ebc.maricopa.gov/hr/PRISM/pdf/SelfServiceRegistration.pdf
https://portal.adp.com
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¢ New vision benefit ID cards will be issued to all enrollees by EyeMed.

¢ The Health Care Flexible Spending Account debit card issued in April 2009 for current FSA participants will not be reissued.
Each plan year, your debit card will be automatically funded with your FSA annual contribution. Debit cards will only be
issued to new health care FSA participants.

WHAT HAPPENS IF I DON'T COMPLETE OPEN ENROLLMENT?
HEALTH & WELLNESS INCENTIVES

If you do not complete Open Enrollment, it will be assumed that you are not voluntarily participating in the Biometric Screening and
Health Assessment Initiatives, and therefore, you will not receive the associated financial incentives.

NON-TOBACCO USER INCENTIVE
It is recommended to review the Non-Tobacco User Incentive benefit in the Benefit Enrollment System since the options have
changed for the new plan year. The options are listed below:

o T am auser of Tobacco products

o T am not a Tobacco products user but a covered dependent is
o No one (employee & covered dependents(s)) uses Tobacco products

Please note that the incentive is available only when the employee and all covered dependents do not use tobacco products.
Employees who do not provide accurate information and receive the incentive to which they are not eligible for will be subject
to disciplinary action up to and including termination. Additionally, misstatement of tobacco use status may result in the life
insurance company rescinding coverage.

FLEXIBLE SPENDING ACCOUNT

If you do not complete Open Enrollment, you will not be enrolled in the health care or dependent care flexible spending accounts
(FSA). You must re-enroll in the FSA election every Open Enrollment.

ALL MEDICAL PLANS (EXCEPT FOR CHOICE FUND HSA), DENTAL, PHARMACY, VISION,
BEHAVIORAL, LEGAL, LIFE & SHORT-TERM DISABILITY

You are encouraged to go online to review your current benefit elections, enrolled dependents and beneficiaries. If you do not
complete Open Enrollment, you and your currently enrolled dependents will be enrolled in your current medical, dental, pharmacy,
vision, behavioral health, group legal, life insurance and short-term disability benefit plans. In addition, your prior agreement to the
Certification Statement provides authorization to continue to process your payroll deductions for the new plan year.

CHOICE FUND HSA MEDICAL PLAN

If you are currently enrolled in the Choice Fund HSA plan and have an employee contribution amount going to the HSA, you must
complete Open Enrollment to continue your employee contribution.

WAIVER

If you are currently waiving enrollment in a County-sponsored medical plan (for medical, pharmacy, vision, behavioral health and
wellness) and you don’t complete Open Enrollment, your medical elections will continue to be waived. Your waiver payment will
not continue for the new plan year until you provide verification of current coverage through other group health insurance
to the EHI Department. Verification must be received by June 1, 2009 in order to receive the payment effective July 1, 20009.
Verification received by EHI after June 30, 2009 will be processed prospectively with no retroactive payment.

Maricopa County will compensate you $100 per month if you work at least 30 hours per week or are a contract employee eligible for
full-time benefits and waive your medical coverage. To qualify, you must be covered under other group health coverage and provide
proof of the group health insurance coverage to EHI on an annual basis. Arizona Health Care Cost Containment System (AHCCCS)
coverage does not qualify as group health insurance and does not qualify you to waive your group medical benefits in order to be
eligible for the waiver payment. Employees who receive the waiver payment may enroll in the stand-alone vision plan, dental, and/
or additional life insurance. New, effective July 1, 2009, employees may waive enrollment in a County-sponsored medical plan
regardless of their coverage in other group health insurance and opt not to receive the $100 per month waiver payment.



PRE-ENROLLMENT PRESENTATIONS

To learn more about the benefit offerings, please attend one of the Pre-Enrollment Presentation sessions. Registration is not required.
During each session, various benefit vendors will present an overview of their plans.

Date Location Address
April 20, 2009 Administration Building 301 W. Jefferson Street, Test Rooms A & B 8 AM - 10 AM
April 21, 2009 Public Works, MCDOT 2901 W. Durango, Apache/Cochise Rooms 8 AM - 10 AM
April 22,2009 Southeast Facility 1810 S. Lewis, Cactus Room 8 AM - 10 AM
April 23,2009 Planning & Development 501 N. 44th Street, Gold/Platinum Rooms 10 AM - 12 PM

April 24,2009 | Air Quality/Environmental Services | 1001 N. Central Avenue, 5th Flr. Training Room 12PM -2 PM

April 27,2009 Security Building 222 N. Central Avenue, Arizona Conf. Room 10 AM - 12 PM
April 28, 2009 Juvenile Probation (Durango) 3125 W. Durango, Training Rooms 1 & 2 10 AM - 12 PM
April 29, 2009 Change of Venue 101 W. Jefferson Street, Table One Conf. Room 12PM -2 PM
April 30,2009 Probation Service Center (Mesa) 245 N. Centennial Way, Events Room 10 AM - 12 PM
May 1, 2009 Public Health Administration 4041 N. Central Avenue, 14th Flr. Training Room | 8§ AM - 10 AM
Daily Vendor Order of Presentation
30 minutes CIGNA HealthCare (Medical/Dental)
30 minutes Employers Dental Services (Dental)
30 minutes Delta Dental (Dental)
30 minutes Walgreens Health Initiatives (Pharmacy)
QUESTIONS?

Refer to the contact information page provided at the end of this booklet.

Call the Employee Health Initiatives Department at (602) 506-1010 from 8 AM to 5 PM Monday-Friday for benefit questions.

For questions on how to use the Benefit Enrollment System to make your Open Enrollment
elections once you are logged on, contact your department’s HR Liaison.



WHAT’S NEW?

ALL CHANGES STATED HEREIN ARE EFFECTIVE JULY 1, 2009 THROUGH JUNE 30, 2010
MEDICAL PLAN CHANGES

CMG (CIGNA Medical Group) High Option changes

Change from Change from

Convenience Care Clinic Visit * | $5 New Convenience Care Clinic Visit * | $15 New

Durable Medical Equipment $75 $0 Durable Medical Equipment $75 $0

Outpatient Facility Services $100 $0 _
Emergency Room $150 $125 Emergency Room $150 $125

Urgent Care** $75 $35 Urgent Care** $75 $50

Single $100 $0 Single $300 $0

Family $200 $0 Family $600 $0

OAPIN (Open Access Plus In-Network) Option changes

Change from

Convenience Care Clinic Visit * | $10 New
Durable Medical Equipment $75 $0
Emergency Room $150 $125
Urgent Care** $75 $50
Single $100 $0
Family $200 $0

OAP (Open Access Plus) High Option changes OAP (Open Access Plus) Low Option changes
In-Network Service Change from In-Network Service Change from
$25 New

Convenience Care Clinic Visit* | $15 New Convenience Care Clinic Visit *

Durable Medical Equipment $75 $0 Durable Medical Equipment $75 $0
Emergency Room $150 $125 Emergency Room $150 No change
Urgent Care** $75 $50 Urgent Care** $75 No change
Single $100 $0 Single $300 $0

Family $200 $0 Family $600 $0

Convenience Care Clinics*

When you need treatment for acute ailments, such as strep throat, allergies or ear infections, you can seek medical treatment from
certain Convenience Care Clinics at a reduced copay that is $10 less than your PCP copay (this reduced copay only applies to the
Take Care Clinics, including the location inside the County Administration Building, and the CareToday locations). This discount
applies to all five medical plans above, but does not apply to the Choice Fund HSA plan. Many of these clinics are located in or near
convenient retail and pharmacy locations. Medical treatment is provided by a Convenience Care Clinician (certified nurse practitioner
or physician’s assistant). Most of these Convenience Care Clinics are open 7 days a week including evenings, weekends and most
holidays. These facilities are walk-in clinics so no appointment is necessary. You are seen on a “first come, first served” basis.

Cigna contracts with several different Convenience Care Clinics such as MinuteClinic, RediClinic, Sutter Express Care, The Little
Clinic and ValuClinic. When you receive care at these clinics you will pay your primary care office visit copay or for the Choice Fund
HSA plan, your primary care office visit co-insurance after your deductible has been met.

Urgent Care™*

Urgent care situations require prompt medical attention, but are not emergencies. If you go to urgent care seeking medical treatment
and the urgent care provider directly refers you to the emergency room, your urgent care copay will be reimbursed once CIGNA
processes the emergency room claim. It may take up to 30 days to receive reimbursement from CIGNA for your urgent care copay. If
you have questions regarding your reimbursement please call CIGNA customer service.

Urgent care locations can be viewed at /ittp:/ebc.maricopa.gov/ehi/pdf/2009/CIGNA/urgent _care_listing.pdf.


http://ebc.maricopa.gov/ehi/pdf/2009/CIGNA/urgent_care_listing.pdf

10

WHAT’S NEW? CONTINUED
ALL CHANGES STATED HEREIN ARE EFFECTIVE JULY 1, 2009 THROUGH JUNE 30, 2010

Deductibles***
An annual in-network deductible has been added to the medical plans listed below.

) Annual In-network Deductible
Medical Plan - :
Single Family

CMG (CIGNA Medical Group) High Option $100 $200
CMG (CIGNA Medical Group) Low Option $300 $600
OAPIN (Open Access Plus In-Network) Option $100 $200
OAP (Open Access Plus) High Option $100 $200
OAP (Open Access Plus) Low Option $300 $600

The in- and out-of-network deductibles for the OAP (Open Access Plus) High Option and for the OAP (Open Access Plus) Low
Option accumulate separately. This is different from the CIGNA Choice Fund HSA plan, which cross-accumulates the deductibles.

Deductible Frequently Asked Questions (FAQs) are listed below:
Q1. For each of the Medical Plans listed above, to what services does the deductible apply?

Al. The deductible applies to inpatient and outpatient facility-based services. Examples of these types of services are listed below:

Inpatient Facility Outpatient Hospital Facility
e Hospital *  Outpatient hospital surgical center
e Skilled Nursing e Advanced Radiological Imaging at

an Outpatient Hospital Facility, i.e.
MRI, MRA, CAT and PET Scans

¢ Rehabilitation

¢ Sub-Acute Facilities

Q2. For each of the Medical Plans listed above, please indicate example services where my deductible applies?

A2. Please see the table below:

Description of the Service* Does my
In-network only deductible apply?

Visit my primary care doctor for a routine visit

Visit a specialist physician

Take Care Clinic located in a Walgreens Pharmacy
(including the location on the 2nd Floor of the County Administration Building)

CareToday Clinics
Urgent Care Clinic No
Emergency Room

Short-Term Rehabilitative Therapy

Chiropractic Services

Advanced Radiological Imaging (i.e. MRI, MRA, CAT Scans, PET Scans) at an
Independent Contracted Freestanding (not hospital based) Facility

Hospital Stay

Outpatient Surgery Facility Services (i.e. operating rooms, recovery rooms)
Admission to Skilled Nursing, Rehabilitation, and Sub-Acute Facilities YCS

Advanced Radiological Imaging (i.e. MRI, MRA, CAT Scans, PET Scans) at an Inpatient/
Outpatient Hospital Facility (Does not apply to free-standing radiology facilities)

*41l providers who perform these services are contracted through CIGNA Health Care
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Q3. When my claim is paid, what order is the deductible, copay or co-insurance applied?

A3. Your claim is processed in the following order: annual deductible (if applicable to the service and if this has not been met), copay
then co-insurance (if applicable).

The following examples are three unique scenarios of how claims are paid for different types of services. Examples apply to employee
only coverage and are not related.

Example A: Surgery is performed at an In-network Outpatient Hospital Surgery Center
SERVICE: OUTPATIENT SURGERY

Medical Plan CMG CMG OAPIN OAP High OAP Low
High Option | Low Option Option Option Option
grlf)}vﬁ‘trct‘; n;;ay"tfif ;g;orusr:rgfzzd to the $2,500 $2,500 $2,500 $2,500 $2,500
Your Annual Deductible* ($100) ($300) ($100) ($100) ($300)
Your Copay for Outpatient Hospital Surgery ($100) ($250) ($100) ($100) ($500)
Balance Due to the Provider $2,300 $2,300 $2,300 $1,700

(1,700*10%)
($170)

$2,300 $2,300 $1,530
$200 $200 $970

Your Co-insurance for
Outpatient Hospital Surgery

Balance Due to the Provider $2,300
Your TOTAL Responsibility $200

Example B: Surgery performed at an In-network Hospital
SERVICE: INPATIENT HOSPITAL SURGERY

Medical Plan CMG CMG OAPIN OAP High OAP Low
High Option | Low Option Option Option Option
Ic,rlfvljézrc; “;;?tgri ;g:;usr:rgzzd tothe $7,500 $7,500 $7,500 $7,500 $7,500
Your Annual Deductible* ($100) ($300) ($100) ($100) ($300)
Your Copay for Inpatient Hospital Surgery ($100) ($500) ($200) ($250) ($1,000)
Balance Due to the Provider $7,300 $6,700 $7,200 $7,150 $6,200

Your Co-insurance for (6,700%10%) (6,200%10%)

Inpatient Hospital Surgery ($670) ($620)
Balance Due to the Provider $7,300 $6,030 $7,200 $7,150 $5,580
Your TOTAL Responsibility $200 $1,470 $300 $350 $1,920

Example C: Advanced Radiological Imaging (MRI, MRA, CAT and PET Scans) performed at an

Outpatient Hospital Facilit
SERVICE: PERFORMED AT AN OUTPATIENT HOSPITAL FACILITY

Medical Plan CMG CMG OAPIN | OAP High | OAP Low
High Option | Low Option | Option Option Option

gﬁ?&:& “;;?tfi‘ri ;g:;usr:rgzzd to the $1,500 $1,500 | $1.500 | $1,500 $1,500

Your Annual Deductible* ($100) ($300) ($100) ($100) ($300)

Your Outpatient Advanced Radiological Imaging Copay ($50) ($100) ($100) ($100)

Balance Due to the Provider $1,350 $1,100 $1,300 $1,300 $1,200

Your Outpatient Advanced (1,200%10%)

(1,100%10%)
($110)

Radiological Imaging Co-insurance ($120)
Balance Due to the Provider $1,350 $990 $1,300 $1,300 $1,080
Your TOTAL Responsibility $150 $510 $200 $200 $420

For each example, your total payment responsibility includes the annual deductible, copay (if applicable) and co-insurance (if
applicable). In addition, your annual deductible may be billed at the time services are rendered by your provider.

11
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Case Management

Case management involves you (or your dependents) with specific complex health care needs, such as oncology, burns, heart disease
complications and high-risk pregnancies, for which a treatment plan is formulated and implemented by CIGNA to improve your
health status. If you choose to disenroll or not participate in Case Management, you will be charged an additional $250 for related
services.

Onsite Take Care Clinic

The onsite Take Care Clinic is located in the County Administration Building, 2nd floor, next to Suite 200. This clinic is available
exclusively for benefit-eligible employees and their benefit-eligible dependents. Except for County holidays, the hours of operation
are Monday — Friday 7:00 AM — 4:30 PM. For approximately one hour daily, the health clinic is closed for lunch. No appointment
is necessary; simply register using the check-in touch-screen kiosk. The clinic is staffed with board-certified Family Nurse
Practitioners who treat acute, non-urgent and non-work related injuries or conditions such as minor cuts, allergies, ear infections or
sinusitis. They are also able to provide adult vaccines, like those that help protect against tetanus and prevent shingles, to help you
stay healthy. After all, living well is just as important as getting well. Your convenience care clinic visit copayment in the form of
cash or debit/credit card is required at the time of service.

For more information, the onsite Take Care Clinic Frequently Asked Questions (FAQs) can be viewed at:
http://ebc.maricopa.gov/ehi/OnsiteRx/Rx_and_TakeCare_FAQs.pdjf.

Cranial Banding
Effective July 1, 2009, Cranial Orthotic Devices for Positional or Deformational Plagiocephaly is a covered benefit when medically
necessary.

PHARMACY PLAN CHANGES

Erectile dysfunction medication and non-sedating oral antihistamines will be excluded for both the Co-Insurance Pharmacy Plan and
the Consumer Choice Pharmacy Plan. Employees and/or dependents impacted by this change will receive a letter by June 1, 2009.

Changes that apply to the Co-insurance Pharmacy Plan
The copay maximum for Preferred Brand Medication is increasing from $30 to $40 for up to a 30-day prescription, and from $90 to
$120 for a 90-day supply at retail pharmacy locations.

The copay minimum for Non-Preferred Brand Medication is increasing from $20 to $40 for up to a 30-day prescription, and from
$60 to $120 for a 90-day supply at mail service and retail pharmacy locations.

Changes that apply to the Consumer Choice Pharmacy Plan

The $500 pharmacy credit that Maricopa County funds for employees enrolled in the Consumer Choice Pharmacy Plan for family
coverage will no longer be limited to $300 for one individual. Since the limitation has been removed, the $500 credit can be used by
any covered family member or combination of family members.

Healthful Living Diabetes Care Management Program

Diabetic employees and/or dependents will be reimbursed for up to nine diabetic-related office visit copays for the plan year upon
completion of the Healthful Living Diabetes Care Management Program. Participation in the County’s Diabetic Management
Program is no longer required as a pre-requisite. This program was developed in collaboration with Joslin Diabetes Center,

the global leader in diabetes research, care, and education, dedicated to improving health outcomes for people with diabetes. By
participating in the Healthful Living Diabetes Care Management Program, you will receive a binder filled with information designed
to help support and encourage you to better manage your condition. Additionally, you (or your dependents) will participate in

three to six face-to-face visits with a pharmacist specially trained in diabetes care management. The pharmacist will review your
medical history and the medications you take to assess your diabetes control regimen, and recommend ways for you to better manage
your condition. To get started, call (602) 506-3758, or visit the onsite Walgreens Pharmacy (located in the County Administration
Building, 2nd floor).

Information regarding this program is available on the Benefits/EHI Pharmacy page at /ittp:/ebc.maricopa.gov/ehi/rx.aspx.

Onsite Walgreens Pharmacy

An onsite Walgreens Pharmacy is available on the 2nd floor of the County Administration Building and is for the exclusive use of
benefit-eligible Maricopa County employees and benefit-eligible dependents. Except for County holidays, the hours of operation are
Monday through Friday from 7 AM to 5 PM. The pharmacy is staffed by a team of registered pharmacists and pharmacy technicians
who are versed and trained on the pharmacy benefits offered by Maricopa County.

Incentives (which began in January 2009) are available at this location only and apply to benefit-eligible Maricopa County employees
and their covered dependents who are enrolled in Maricopa County’s Co-insurance Pharmacy Plan or Maricopa County’s Consumer
Choice Plan. Details regarding the incentives are:
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Consumer Choice Pharmacy Plan

Consumer Choice Pharmacy Plan members (or their dependents) will receive a $25 automatic deposit into their Level 1
pharmacy account when they get their first prescription filled at the onsite Walgreens Pharmacy. This incentive is available
once per lifetime and can only be used at the onsite pharmacy for prescriptions.

Co-insurance Pharmacy Plan

Co-insurance Plan members will save an additional 10% on generic medication and an additional 5% on preferred brand
medication when filling a 90-day prescription. This savings is realized when compared to the cost at another retail pharmacy
but will not be realized if you are already paying the minimum copayment. If you are paying the maximum copay of $36 for
generic or $90 (increasing to $120 July 1, 2009) for preferred brand, you will save with the lower maximum of $28 for generic or
$70 for preferred brand.

For more information, the Onsite Walgreens Pharmacy Frequently Asked Questions (FAQs) can be viewed at:
http://ebc.maricopa.gov/ehi/OnsiteRx/Rx_and_TakeCare FAQs.pdf.

BEHAVIORAL HEALTH CHANGES
Outpatient Office Visits

The copay for outpatient behavioral health office visits will increase from $10 to $20 per visit.

AUTISM COVERAGE

Maricopa County will implement the new state legislation to cover treatment for autism for children.

Autism coverage will have the following limits:
¢ $50,000 maximum benefit per plan year up to the age of nine

e $25,000 maximum benefit per plan year between the ages of nine and 16

VISION CHANGES
Network Change

A new vision network will be implemented through EyeMed.

Vision Benefit Change

The in-network member cost for Standard Contact Lens Fit and Follow-Up has been reduced to no more than $40 instead of $55.

Acute Care Benefit

To enable continuity of eye health care services, an Acute/Primary eye care program will be administered by EyeMed Vision Care.
The purpose of the program is to provide coverage for acute eye care conditions identified as part of the vision exam as well as those
progressive conditions that could result in vision loss. Patients with chronic conditions such as glaucoma or diabetes must receive
their vision care (except refraction) through their medical benefit.

ANNUAL HEALTH & WELLNESS INITIATIVES

The biometric screening and health assessment are health and wellness initiatives that require annual participation in order to receive
the $240 savings per year on the County Medical insurance premium. Participation is voluntary; however, in order to receive

the savings for the new plan year effective July 1, 2009, you must complete these initiatives before May 14, 2009 and before you
complete your online Open Enrollment elections.

Please see participation details below:
e Ifyou participated in the Biometric Screening and Health Assessment initiatives during last year’s Open Enrollment, you must
participate again in order to qualify for your FY 09/10 incentives which are effective 07/01/09.

e Ifyou participated in one of the ongoing Maricopa County Biometric Screening and Health Assessment events through the end
of December 2008, you must participate again in order to qualify for the FY 09/10 incentives which are effective 07/01/09.

e Ifyou participated in one of the ongoing Maricopa County Biometric Screening and Health Assessment events since January
2009, you are receiving your incentive through the remainder of FY 08/09 (06/30/09) AND you are already qualified for FY
09/10 (07/01/09 through 06/30/10), you do not need to participate again to qualify for the FY 09/10 incentives.

Should you decide not to participate by May 14, 2009, these initiatives will be available throughout the year on a limited basis.
However, the incentive savings will be processed on a prospective basis.

For more information, the Biometric Screening and Health Assessment Frequently Asked Questions (FAQs) can be viewed at:
http://ebc.maricopa.gov/ehi/pdf/2009/bs-ha_FAQs.pdf
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Confidential Biometric Screening Initiative

Biometric Screening consists of completing a brief personal health history questionnaire as well as having your health screening
which consists of blood pressure, body composition measurements (height, weight, waist circumference, percent body fat, and BMI)
and a non-fasting blood draw (finger stick) which consists of total cholesterol, HDL, and glucose levels. Your confidential results will
be discussed with you by a health educator at the end of the screening process.

Based on the results of your Biometric Screening, a health coach, provided by Magellan Health Services, may call you to work
with you one-on-one to help you identify and achieve your health and wellness goals. The Magellan Health Coaching program is a
voluntary, confidential program offered at no cost to you.

Screenings will be performed by appointment at several Maricopa County worksite locations and at selected CIGNA Medical Group
Health Care Centers. In addition, you can also receive your screening at one of the new CareToday Clinics. The CareToday facilities
are walk-in clinics so no appointment is necessary.

A complete schedule of all screening locations is available on the EHI Home Page. If your location requires an appointment, you can
either go online at /ittps:/www.cignascreenings.com/maricopa or call (800) 694-4982. Phone lines will be in operation Monday —
Friday, between the hours of 8 AM — 6 PM MST until May 13, 20009.

Health Assessment Initiative

The new and improved personal health management tool powered by the University of Michigan is available exclusively through
myCIGNA.com. The confidential easy-to-use online questionnaire takes just 20 minutes to complete and will calculate a score that
will give you a powerful and accurate assessment of your health status. The questionnaire asks you how you feel about your overall
health, satisfaction with your life and job, your safety habits (such as using a seat belt), your stress levels, and your family history. It
requests biometric screening information such as your weight, blood pressure and cholesterol level.

What’s more, the Health Assessment is packed with individualized advice that can help you:
* Identify and monitor your health status;

e Obtain a personal analysis of many preventable and common conditions;
*  Review your contributing risk factors in detail; and
e Offer interactive and health improvement programs in the areas of weight management, smoking cessation, stress, and sleep.

The Health Assessment then analyzes your answers through the University of Michigan’s Trend Management System and produces
a personal health report with details about your most important health issues. The report includes information about wellness and
other health programs that may help you improve your health. You’ll also get health information for your personal situation. Based
upon your responses, you will also receive an invitation to participate in an online coaching program. You can print a summary of
your health report to take to your next doctor’s visit. Use it to ask your doctor questions to learn more about your health and to make
simple changes to improve your health status.

Instructions on how to access the Health Assessment can be found at: ittp:/ebc.maricopa.gov/ehi/pdf/2009/CIGNA/HA _instructions.pdf

PREMI UM RATE CHANGES
The premium incentive has been increased from $15 to $20 per pay period for non-tobacco using households (employees and
their dependents). Participants must be tobacco-free for the past six consecutive months to qualify. Households, where either
the employee and/or a covered dependent use tobacco-products, do not qualify for the incentive.

*  Employees voluntarily participating in the annual biometric screening and health assessment initiatives will save $240 per year
(85 per initiative, 24 pay-periods per year) on their medical insurance premiums. Employees who do not participate in these
initiatives do not qualify for these incentives.

*  Premium rates have changed. Additionally, the rates are displayed differently. You will notice that the full benefit premium
rate is displayed for the medical benefit. As you qualify for incentives, the amount of the incentive will reduce the cost of the
premium. Review each benefit and the corresponding rate. There is also a rate schedule that shows the combined rates for
medical, behavioral health, pharmacy and vision.

* Contract employees may be offered health insurance benefits at the option of the appointing authority as long as the employee
meets the same eligibility requirements of classified and unclassified employees. Contract employees scheduled to work less
than 20 hours per week will not qualify for benefits except if the following applies:

o Employees who retire from the ASRS are statutorily limited to the number of hours they may work for the first year
following their retirement date.

o If one of these employees returns to work within that time period, he/she may be offered only part-time benefits,
regardless of the number of hours he/she is scheduled to work, at the option of the appointing authority while the employee


http://ebc.maricopa.gov/ehi
http://www.cignascreenings.com/maricopa
http://www.mycigna.com
http://ebc.maricopa.gov/ehi/pdf/2009/CIGNA/HA_instructions.pdf

WHAT’S NEW? continued
ALL CHANGES STATED HEREIN ARE EFFECTIVE JULY 1, 2009 THROUGH JUNE 30, 2010

waits for the one year limitation on hours worked to expire. At that time the employee shall revert to meeting the
requirements of all other contract employees.

* Employees who are on a special work assignment and enrolled in additional life insurance and/or short-term disability benefits
will notice a decrease in premium and coverage. This is due to the premium being calculated on the base salary instead of the
special work assignment salary.

HEALTH CARE FLEXIBLE SPENDING ACCOUNT

Automatic Data Processing, Inc. (ADP) began performing the health care flexible spending account administration for Maricopa
County April 1, 2009. As a payment convenience each employee received the FSA Card that can be used to pay for medical,
pharmacy, dental, vision and FSA-approved over-the-counter health items at participating providers. This card pays the provider for
the care or item and your available FSA balance is reduced by the purchase amount. Follow-up claim documentation will be required
for some charges so be sure to keep your receipts.

If purchasing medication in a three-month supply is financially problematic, please consider enrolling in either the Choice Fund HSA
medical plan that uses the CIGNA pharmacy plan which does not require you to purchase maintenance medication in three-month
quantities, or enrolling in the Health Care FSA (Flexible Spending Health Care) plan which provides a debit card. The debit card
allows you to purchase your medication in advance of your full contribution.

Terminated employees must file claims within 60 calendar days of their termination date to avoid forfeiture.

Information regarding this program is available on the EHI Home Page: http:/ebc.maricopa.gov/ehi/flexdirect.aspx.

DEPENDENT CARE FLEXIBLE SPENDING ACCOUNT

Automatic Data Processing, Inc. (ADP) began performing the dependent care flexible spending account administration for Maricopa
County effective April 1, 2009.

Information regarding this program is available on the EHI Home Page: http:/ebc.maricopa.gov/ehi/flexdirect.aspx.

DEDUCTIONS

Benefit-related payroll deductions will be processed at the end of each pay period instead of on the pay date. This means the
two pay periods where benefit premiums are not deducted is changing from the third paycheck date in a month to the third pay
period end date in a month: i.e. Instead of the free benefit-related payroll deductions occurring on the July 31st paycheck, it
will now occur on the June 5th paycheck.

e Liberty Mutual deductions will occur every pay period. This change will take effect on pay period beginning May 18, 2009.

e The rates in the Benefit Enrollment System and in this booklet have been reconfigured for the new plan year. For each
incentive that you receive, the savings amount will be deducted. Below are some examples:

Example A: Full-time employee only coverage.

Benefit Type Elected Plan Per Pay Period Cost
Medical CMG High $36.68
Pharmacy Co-insurance $5.35
Vision ) . $0.00
Behavioral Health Ineluded with medical $0.00
ota 0 ed Per P Period R Befo 42.0
0 omb d A R Befo 51,008
% % Savings
Tobacco-free Household ($20.00)
Biometric Screening Participation ($5.00)
Health Assessment Participation (85.00)
Per Pay Period Cost After Incentives: $12.03 $30.00 per pay period savings
Annual Cost After Incentives: $288.72 $720.00 annual savings (81,008.72-$288.72)
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Example B: Full-time employee only coverage.

Benefit Type Elected Plan Per Pay Period Cost
Medical CMG High $36.68
Pharmacy Consumer Choice $0.00
Vision ) . $0.00
Behavioral Health Ineluded with medical $0.00
0 omb Per P Period R Befo $36.68
0 ombined A R Befo $880
% % Savings

Tobacco User Household (50.00)

No Biometric Screening Participation ($0.00)

Health Assessment Participation ($5.00)

Per Pay Period Rate After Incentives: $31.68

$5.00 per pay period savings

Annual Rate After Incentives: $760.32

$120.00 annual savings ($880.32-$760.32)

Example C: Full-time employee & family coverage.

Benefit Type Elected Plan Per Pay Period Cost
Medical Choice Fund HSA $30.00
Pharmacy $0.00
Vision Included with medical $0.00
Behavioral Health $0.00
0 omb Per P Period R Befo 0.00
0 ombined A R Befo 0.00
% % Savings
Tobacco-free Household ($20.00)
Biometric Screening Participation (85.00)
Health Assessment Participation ($5.00)

Per Pay Period Cost After Incentives: $0.00 $30.00 per pay period savings
Annual Cost After Incentives: $0.00 $720.00 annual savings ($720.00-$0.00)
LIFE INSURANCE

When selecting spouse life during Open Enrollment, the cost is based on the employee’s age until the spouse information is
systematically processed and the benefits are calculated. This means when you print your Confirmation Page from the Benefit
Enrollment System, the cost of spouse life could be incorrect. Once your information is systematically processed after the Open
Enrollment period closes, the cost of spouse life will be correct on the Confirmation Statement mailed to your home.

ELIGIBILITY

When changing your status from benefit-ineligible to benefit-eligible, such as temporary status to regular status, the effective date
cannot be sooner than a new hire effective date. This means that instead of being effective immediately, the change will be effective

the first of the following month.
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CHOOSING THE PLLAN THAT SUITS YOU

Maricopa County is committed to promoting better health for its employees and their families by continually evaluating our
employee health benefits. Furthermore, Maricopa County continually looks for innovative solutions that will help all of us
effectively control short and long-term health care costs without sacrificing the quality of health care you and your family deserve.

We believe that by providing a wide selection of medical insurance benefit options every employee has the opportunity to choose the

“right plan” for their family.

To help you decide what medical plan is “right for you”, please consider the following questions in the tables below. Table A is
specific to the High Deductible Health Plan (HDHP) with the Health Savings Account, and Table B applies to all other medical
options. Please take the time to review both tables and the plans for which you are interested.

TABLE A - IS THE CHOICE FUND HEALTH SAVINGS ACCOUNT BENEFIT OPTION RIGHT FOR YOU?

Do you consider yourself to be healthy? Yes / No

Do you enjoy managing and investing your money in programs like Deferred Compensation or other investments vehicles

and watching the balance grow over the years? Yes / No

Are you interested in having funding available to help save for future medical and retiree health expenses on a tax-free basis? Yes / No
If you answered Yes more than twice, please turn to the Medical Plan Summary Chart
for more information on the CIGNA Choice Fund HSA plan benefit option.

TABLE B - FIND THE MEDICAL PLAN THAT’S BEST FOR YOU!

Will you and/or your covered dependents live outside of Maricopa County during the plan year? Plans
OAPIN
The OAP High and Low options as well as Choice Fund HSA offer out-of-network benefits and national OAP High
networks of providers. The OAP In-Network option uses a national network of providers. OAP Low
Choice Fund HSA
Do you like to use the CIGNA Medical Centers exclusively for your primary care needs?
If you enjoy the convenience of receiving your primary medical care through a CIGNA Medical Center CMG High
(owned and operated by CIGNA), you may want to consider the CMG High or Low benefit options. CMG Low
Do you prefer lower out-of-pocket costs (copays and co-insurance) when deciding which medical benefit option to choose?
Lower out-of-pocket costs, such as copays, mean that your per paycheck deduction will be higher. CMG High CMG High
and OAP In-network benefit options offer lower copays. OAPIN
Are your doctors and hospitals covered under the medical benefit option you choose?
For all benefit options, CIGNA contracts with a variety of medical providers for different services that includes OAP Low
doctors, hospitals, laboratories, etc. Some benefit options offer larger networks that includes private practice OAP High
primary care physicians and national networks to cover out-of-area services. The OAP In-network, OAP Low, OAPIN
OAP High and CIGNA Choice Fund HSA benefit options offer large provider networks. Choice Fund HSA

Do you like having the flexibility of seeing providers who are outside of the plan’s network?

The OAP Low, OAP High and Choice Fund HSA benefit options offer coverage of providers who are not in (())ig IIE)%B
the plan’s network. Choice Fund HSA
Is having direct access to network providers without a referral important to you?
OAPIN
For the OAP In-Network, OAP Low, OAP High and Choice Fund HSA benefit options, NO referrals to OAP High
network specialists or PCP designation is necessary. OAP Low
Choice Fund HSA

Find out how the plans work and compare plans to determine which plan works best for you. Log on to www.mycignaplans.com
between May 4, 2009 through June 30, 2010 using Open Enrollment ID: Maricopa2009 and Open Enrollment password: cigna

QUESTIONS?

Refer to the contact information page provided at the end of this booklet.

Call the Employee Health Initiatives Department at (602) 506-1010 from 8 AM to 5 PM Monday-Friday for benefit questions.

For questions on how to use the Benefit Enrollment System to make your Open Enrollment
elections once you are logged on, contact your department’s HR Liaison.
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MEDICAL PLAN SUMMARY CHART

CIGNA Medical CIGNA Medical Open Access Plus
Benefit Provision Group High Group Low In-Network
(CMG High): (CMG Low): (OAPIN):
HMO
Type of Plan HMO HMO with Open Access

to Specialists

Service Area Where Care

Maricopa County only,

Maricopa County only,

. Nationall
Must be Received except for emergency care | except for emergency care onatly
. . Must work or reside in | Must work or reside in
Residency Requirement . . None
Maricopa County Maricopa County
Primary Care Physician (PCP) Yes; May only use PCP’s Yes; May only use PCP’s
R ired who practice in CIGNA who practice in CIGNA No
cquire Medical Group Centers Medical Group Centers
Yes, except to Yes, except to
obstetrician/gynecologist, | obstetrician/gynecologist,
Referral Required urgent care, emergency urgent care, emergency No
care, chiropractic care, & care, chiropractic care, &
alternative medicine alternative medicine
Out-of-Network Coverage No No No

AZ-CIGNA Medical

AZ-CIGNA Medical

National Open

Network Group Network Group Network Access Plus
AZ812 AZ812 AZ300
. o Provider’s Provider’s Provider’s
Prior Authorization s s -
responsibility responsibility responsibility

Per Pay Period (24/yr.)
Medical Premiums**

Full-time | Part-time

Full-time | Part-time

Full-time | Part-time

Employee $36.68 $125.49 $34.34 $89.68 $45.79 $143.37
Employee + Spouse $55.03 $136.65 $47.12 $100.70 $102.93 $156.39
Employee + Child(ren) $43.74 $133.39 $39.36 $98.24 $82.03 $152.89
Employee + Family $73.24 $141.31 $59.16 $102.63 $138.16 $161.97

**The premium will be reduced by $20 if the entire household (employee and all covered dependents) is tobacco-free for the past
six consecutive months; and/or by $5 for voluntarily participating in the biometric screening initiative; and/or by $5 for voluntarily
participating in the health assessment initiative.

Find out how the plans work and compare plans to determine which plan works best for you. Log on to www.mycignaplans.com
between May 4, 2009 through June 30, 2010 using Open Enrollment ID: Maricopa2009 and Open Enrollment password: cigna

The information and benefits described herein are brief summaries of the County’s official plan documents and contracts that govern the

plans. If there is a discrepancy between the information in this booklet and the official documents, the official documents will govern.
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MEDICAL PLAN SUMMARY CHART

Benefit Provision

Open Access Plus High

Open Access Plus Low

Choice Fund-HSA!:

(OAP High): (OAP Low):
HMO HMO High-deductible PPO

Type of Plan with Open Access with Open Access plan with partially funded

to Specialists to Specialists Health Savings Account'
Service Area Where Care . . .
Must be Received Nationally Nationally Nationally
Residency Requirement None None None
PCP Required No No No
Referral Required No No No
Out-of-Network Coverage Yes Yes Yes

National Open Access

National Open Access

National Preferred

Network Provider Network
AZ300 AZ300
AZ011
Provider’s responsibility when Provider’s responsibility Provider’s responsibility
in-network. Your when in-network. Your when in-network. Your
Prior Authorization responsibility when out-of- responsibility when out-of- responsibility when out-of-

network. 50% penalty for no
prior authorization.

network. 50% penalty for no
prior authorization.

network. 50% penalty for no
prior authorization.

i’[e:dizi’; ?I.:i)igi{yn) Full-time | Part-time | Full-time | Part-time | Full-time | Part-time
Employee $46.73 $148.76 $34.62 $95.13 $30.00 $131.47
Employee + Spouse $103.87 $163.12 $47.76 $102.12 $30.00 $147.23
Employee + Child(ren) $82.90 $159.12 $39.68 $100.24 $30.00 $141.39
Employee + Family $139.65 $169.95 $60.46 $104.50 $30.00 $156.95

**The premium will be reduced by $20 if the entire household (employee and all covered dependents) is tobacco-free for the past
six consecutive months; and/or by $5 for voluntarily participating in the biometric screening initiative; and/or by $5 for voluntarily
participating in the health assessment initiative.

"Employee and covered dependents cannot be enrolled in any other type of medical insurance to qualify. Maricopa County contributes $500 for employee only

coverage or $1,000 for employee and dependent coverage to your HSA pro-rated by the number of months remaining in the plan year. You can contribute up to

$3,000 (individual) or $5,950 (family) to your HSA, plus $1,000 catch-up if over 55. Unused balances roll over. If you previously enrolled in the Consumer
Choice Pharmacy plan, you may request that the balance in your Level 1 pharmacy account be rolled over to you HSA Please contact the EHI Dept.

The information and benefits described herein are brief summaries of the County’s official plan documents and contracts that govern the

plans. If there is a discrepancy between the information in this booklet and the official documents, the official documents will govern.




MEDICAL COPAY/CO-INSURANCE COMPARISON CHART

CIGNA Medical Group High | CIGNA Medical Group Low | Open Access Plus In-Network
Benefit Provision (CMG High) (CMG Low) (OAPIN)
In-Network Coverage Only
Deductible Individual | $100 $300 $100
(Only applies to inpatient and .
outpatient hospital facilities) Family | $200 $600 $200
Standard Percent of Co-insurance N/A 90% N/A
Individual | $1,000 $5,000 $1,000
Out-of-Pocket Maximum
Family | $2,000 $10,000 $2,000
. . N Yes, same as for OAP
Pre-existing Condition Limitation None None High & Low Options
Preventive Care $0 (FREE) $0 (FREE) $0 (FREE)
Primary Care Physician Services' $15 $25 $20
Convenience Care Clinic Visit
(only applies to Take Care and $5 $15 $10
Care Today Clinics)
Specialty Care Physician Services $25* / $40 $45* / $60 $30* / $45
Advanced Radiological Imaging:
CT, PET, MRI, MRA Scans/type of $50 $100 $100
scan/day and nuclear cardiac studies**
Allergy Injections $8* /823 $13*/ $28 $10* / $25
Outpatient Lab and X-ray
at free-standing facility $0 S0 $0
. . .- Deductible and Deductible, Deductible and
Inpatient Hospital Facility Charges $100/admit $500/admit, then 10% $200/admit
Inpatlen‘t Phys1.c1an and $0 50 $0
Surgeon's Services
. . i . Deductible and Deductible, Deductible and
Outpatient Hospital Facility Services $100 copay $250 copay, then 10% $100 copay

Pre- & Postnatal Exams (after
pregnancy has been determined)

$25* / $40, waived after Ist visit

$45*% / $60, waived after Ist visit

$30* / $45, waived after 1st visit

Delivery - Inpatient Hospital Charee Deductible and Deductible, Deductible and
Y- np P & $100/admit $500/admit, then 10% $200/admit
t
zggeg S:iiflburse dif referred $75, waive $75, waive $75, waive
pay if admitted to hospital if admitted to hospital if admitted to hospital

directly to Emergency Room)

Emergency Room

$150, waived

$150, waived

$150, waived

if admitted if admitted if admitted
Ambulance $0 $0 $0
Durable Medical Equipment
No annual limit (copay applies to each item) JE e JE
External Prosthetics $0 $0 $0
Chiropractic Services, Pulmonary Rehab,
Physical, Speech, Occupational and $25/provider $45/provider $30/provider
Cognitive Therapy 120 visits maximum per day*** per day*** per day
combined/yr. except as noted
Cardiac Rehab; 36 visits/yr. $25 per visit $45 per visit $30 per visit
Alternative Medicine; 20 visits/yr. $15 per visit $25 per visit $20 per visit

$60 credit for supplies/products

Behavioral Health/Pharmacy

Magellan/WHI

For more detail, review the medical plan summaries on the EHI Home Page or go to www.mycignaplans.com to compare plans.

*CIGNA Care Network Specialist, for more information see the Glossary of Terms on page 3.

**Advanced radiology copays apply in addition to inpatient, outpatient and emergency room copays or co-insurance.
***Chiropractic visits have a separate 60 visit limit per plan year. Other therapies have a combined 60 visit limit per plan year.
'A limited number of primary care physicians are contracted with CIGNA as specialists. In this case the applicable CCN or non-CCN specialist copay applies.
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The information and benefits described herein are brief summaries of the County’s official plan documents and contracts that govern the plans.

If there is a discrepancy between the information in this booklet and the official documents, the official documents will govern.



http://www.mycignaplans.com

MEDICAL COPAY/CO-INSURANCE COMPARISON CHART

Open Access Plus High Open Access Plus Low .
. Choice Fund-HSA:
(OAP High) (OAP Low)

In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network
$100 $500 $300 $1,000 $1,200 (cross accumulated) | $1,200 (cross accumulated)
$200 $1,000 $600 $2,000 $2,400 (cross accumulated) | $2,400 (cross accumulated)
NA 70% of reasonable 90% 70% of reasonable 90% 70% of reasonable

& customary o & customary ’ & customary

$1,500 $3,000 $5,000 $10,000 $2,000 (cross accumulated) | $2,000 (cross accumulated)
$3,000 $6,000 $10,000 $20,000 $4,000 (cross accumulated) | $4,000 (cross accumulated)

12 months for treatment in prior 60 days. Waived with certificate of creditable coverage and for employees currently covered by a county

medical plan for at least 12 months. Certificate of creditable coverage must be sent to CIGNA and also provided to the EHI Department.
$0 (FREE) Covered in-network only | $0 (FREE) Covered in-network only | $0 (FREE) Covered in-network only
$25 30% after deductible $35 30% after deductible 10% after deductible 30% after deductible
$15 30% after deductible $25 30% after deductible 10% after deductible 10% after deductible
$35% / $50 30% after deductible $50* / $65 30% after deductible 10% after deductible 30% after deductible
$100 30% after deductible 10% 30% after deductible 10% after deductible 30% after deductible
$13* / $28 30% after deductible $18* / $33 30% after deductible 10% after deductible 30% after deductible

10% after deductible;
$0 30% after deductible 10% 30% after deductible $0, no deductible 30% after deductible
if preventive
Deductible and o . Deductible, Deductible, o . o .
$250/admit 30% after deductible $1.000/admit, then 10% $2.000/admit, then 30% 10% after deductible 30% after deductible
$0 30% after deductible 10% 30% after deductible 10% after deductible 30% after deductible
Deductible and o . Deductible, Deductible, o . o .
$100 copay 30% after deductible $500 copay, then 10% $1,000 copay, then 30% 10% after deductible 30% after deductible
" -
2;56 ) /lisfi’sftva”ed 30% after deductible | $50% / $65, then 10% | 30% after deductible 10% after deductible 30% after deductible
Deductible and o . Deductible, Deductible, o . o .
$250/admit 30% after deductible $1,000/admit, then 10% $2.000/admit, then 30% 10% after deductible 30% after deductible
$75, waive $75, waive $75, waive $75, waive o . o .
if admitted to hospital | if admitted to hospital if admitted to hospital if admitted to hospital Rl e ucle LGRS
$150, waived $150, waived $150, waived $150, waived o . o .
ifadmitted ifadmitted if admitted if admitted OB e
$0 $0 10% 10% 10% after deductible 10% after deductible
$75 30% after deductible $75 and 10% 30% after deductible 10% after deductible 30% after deductible
$0 30% after deductible 10% 30% after deductible 10% after deductible 30% after deductible
$35/provider 30% after $50/provider 30% after 10% after 30% after
or (Ii)a deductible/provider or c?a deductible/provider deductible/provider deductible/provider

p Y per day p Y per day per day per day
$35 per visit 30% after deductible $35 per visit 30% after deductible 10% after deductible 30% after deductible
$25 per visit Covered $35 per visit Covered $15 per visit Covered

in-network only

in-network only

in-network only

Magellan/WHI

CIGNA Behavioral Health/CIGNA Pharmacy

For more detail, review the medical plan summaries on the EHI Home Page or go to www.mycignaplans.com to compare plans.
*CIGNA Care Network Specialist, for more information see the Glossary of Terms on page 3.
**Advanced radiology copays apply in addition to inpatient, outpatient and emergency room copays or co-insurance.

The information and benefits described herein are brief summaries of the County’s official plan documents and contracts that govern the plans. 21
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ealth Initiatives

PHARMACY PLLANS

Administered by Walgreens Health Initiatives (WHI) - Rx Bin# 603286 / Rx PCN# 01410000

If you enroll in a medical plan, except for the Choice Fund HSA plan, you must enroll in one of the pharmacy plans below. However,
you may not enroll your dependents in a pharmacy plan if they are not enrolled in your medical plan.

Co-insurance Benefit Plan

The Co-insurance benefit is a five-level plan in which a co-insurance amount (percentage of the cost' of the medication) is charged
(unless the applicable minimum or maximum copay applies) based on the classification of the medication per the Preferred
Medication List. The list is available on the EHI Home page. This plan covers generic, preferred brand-name, non-preferred brand-
name and specialty medication. Some medications require prior authorization or must be used in a certain order (step therapy).
Quantity limits apply for certain medications. Some drugs, such as infertility, oral non-sedating antihistamines, erectile dysfunction,
non-steroidal anti-inflammatory and cosmetic medications, are excluded. You are responsible for paying 100% of the contracted
cost' for excluded medications.

You will be charged the minimum or maximum copay or the co-insurance amount for the medication, based on the medication’s
level and cost'. If you choose a non-preferred brand-name medication when a generic equivalent is available, you will also pay the
difference in the cost' between the medications.

The co-insurance or the minimum or maximum copay you pay toward any covered medication apply to your out-of-pocket maximum
except when a non-preferred brand name medication with a generic equivalent is purchased, the difference between the brand and the
generic equivalent will not count. The out-of-pocket limit is $1,500 for an individual and $3,000 for a family?. Once the out-of-pocket
limit is met, covered medications are paid 100% by the plan for the remainder of the plan year, except for the difference between the
non-preferred brand and its generic equivalent, which will continue to be your responsibility.

Annual Out-of-Pocket Maximum

$1,500 Single / $3,000 Family?

Classification Up to 30-Day Supply
Level 1 Generic $2 Minimum 25% Co-insurance’ $12 Maximum?
Level 2 Preferred Brand $5 Minimum 30% Co-insurance! $40 Maximum?
Level 3 Non-Preferred Brand with Generic equivalent $40 Minimum 50% Co-insurance' + Difference be‘fween brand
& generic cost

Level 4 | Non-Preferred Brand with No Generic equivalent $40 Minimum 50% Co-insurance'
Level 5 Non-Preferred Brand Specialty Drugs $50 Copay

gﬁgf;ﬁg‘;::ﬁ:g :') Full-Time Part-Time

Employee $5.35 $14.36

Employee+Spouse $10.59 $20.40

Employee+Child(ren) $7.96 $17.61

Employee+Family $15.89 $25.96

! Cost of medication is calculated by average wholesale price - discount or maximum allowable cost + dispensing fee. Discount amount varies by place of
service and number of days supplied. To find the lowest cost for medication between retail, Advantage90™ and mail service, go to www.mywhi.com

2 Family refers to employee and one or more covered dependents.

3 Maximums are reduced when mail service is used for a 90-day supply. See information on mail service on page 24.

The information and benefits described herein are brief summaries of the County’s official plan documents and contracts that govern the

plans. If there is a discrepancy between the information in this booklet and the official documents, the official documents will govern.

Contact Walgreens Health Initiatives for additional information, or view the detailed
Pharmacy Summary Plan document available on the Intranet EHI site at ebc.maricopa.gov/ehi.
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Consumer Choice Benefit Plan
The Consumer Choice Plan has four levels of coverage:
¢ Level 1 is a County-funded pharmacy account. The County will place $300 in an Individual account or $500 in a Family
account (family in this case is defined as more than 1 person covered). In terms of Family coverage, the $500 is available to
whichever family members use the pharmacy benefit on a first come, first served basis.

e Level 2 consists of the Employee deductible portion and begins when the $300 Individual or $500 Family amount in Level 1
is exhausted. Employees must then meet their deductible of $300 for an Individual or $500 for a Family before moving to the
next level.

¢ Level 3 is traditional insurance coverage where the County pays 80% of the costl of the medication and you pay 20% of the
costl for the remainder of the plan year.

¢ Level 4 is limited to specialty medications only and consists of a $50 copayment. Specialty medication copayments are not
charged or credited against any of the first 3 levels.

The Consumer Choice benefit is geared towards smart spending through the use of the most cost-effective medication. A preferred
medication list (PML) is not used to manage this benefit because much of the management is up to you. Some medications require
prior authorization or must be used in a certain order (step therapy). Quantity limits apply for certain medications. Some drug
classes, such as infertility, cosmetics, non-sedating oral antihistamines, erectile dysfunction, and non-steroidal anti-inflammatory
medications are excluded.

The amounts you pay toward any covered medication will apply to your plan year out-of-pocket maximum. The out-of-pocket
maximum is $1,500 for individual coverage or $3,000 for family® coverage. Once the out-of-pocket maximum is met, covered
prescriptions are paid 100% by the plan for the remainder of the plan year.

Annual Out-of-Pocket Maximum

$1,500 Single / $3,000 Family?

Certain generic preventive medications are provided at no cost and are not charged or credited against any levels.
List available on the EHI Home Page.
. - Any unused amount is
Individual $300 Individual
Level 1 il;iror:llzfy o - 100% Employer paid' | carried over to next
Family $500 Family plan year
Individual $300 Individual
Level 2 Employe.e o - - 100% Employee paid'
Responsibility Family? $500 Family
Traditional 20%' covered by 80%!' covered by
Level 3 | Insurance Emplovee Emplover
Coverage ploy ploy
. $50 copay; does not apply to pharmacy account, employee responsibility or insurance levels;
Level 4 | Specialty Drug Copay applies to out-of-pocket maximum.

gﬁ;f;ﬁg*;‘::ng:g sr') Full-Time Part-Time
Employee $0.00 $9.17
Employee+Spouse $0.00 $10.10
Employee+Child(ren) $0.00 $9.88
Employee+Family $0.00 $10.50

! Cost of medication is calculated by average wholesale price - discount or maximum allowable cost + dispensing fee. Discount amount varies by place of
service and number of days supplied. To find the lowest cost for medication between retail, Advantage90™ and mail service, go to www.mywhi.com
2 Family refers to employee and one or more covered dependents.

The information and benefits described herein are brief summaries of the County’s official plan documents and contracts that govern the

plans. If there is a discrepancy between the information in this booklet and the official documents, the official documents will govern.

Contact Walgreens Health Initiatives for additional information, or view the detailed
Pharmacy Summary Plan document available on the Intranet EHI site at ebc.maricopa.gov/ehi.
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Co-insurance Benefit Plan & Consumer Choice Benefit Plan

THREE-MONTH SUPPLY AT CERTAIN RETAIL PHARMACIES — ADVANTAGE90™ When yo‘ﬁ need maﬁltenance
medications for chronic or long-term health conditions, you must purchase a three-month supply at any pharmacy located in a
retail pharmacy participating in Advantage90™ or through mail service, after two fills of 30 or less days supply of a maintenance
medication at a retail pharmacy. The physician must write your prescription for an 84-91 day supply. Refer to www.mywhi.com for
a list of pharmacies participating in Advantage90™. Your co-insurance cost for a three-month supply at an Advantage90™ retail
pharmacy may be slightly less than three times the one-month supply copay or co-insurance.

Wx%m

THREE-MONTH SUPPLY THROUGH THE MAIL SERVICE PHARMACY Prescriptions for maintenance medications or
long-term health conditions can be ordered through the Walgreens Mail Service pharmacy. Besides being convenient, you could
save more money! Maximum copayments and co-insurance percentages for the Co-insurance plan are reduced when mail service
is used. Level One (generic) has 15% co-insurance with a maximum of $28, and Level Two (preferred brand) has 25% co-
insurance with a maximum of $70. For the Consumer Choice Plan, you may save money as many of the medications, especially
generics, have a higher discounted contracted cost than medications filled at a retail or Advantage90™ pharmacy. You must use
a specific order form when placing your first order so as to provide Walgreens Mail Service with important health, allergy and
plan information. This form is called the Tempe Registration and Order Form and is available online at the EHI Home Page or at
www.mywhi.com.

If purchasing medication in a three-month supply is financially problematic, please consider enrolling in either the Choice Fund
HSA medical plan that uses the CIGNA pharmacy plan and does not require you to purchase maintenance medication in three-month
quantities, or enrolling in the Health Care FSA (Flexible Spending Account) which provides a debit card. The debit card allows you
to pay for your medication in advance up to your annual pre-tax Flexible Spending Account contribution before collecting your full
annual contribution. Contact ADP at (800) 654-6695 between 8 AM - 8 PM EST for specific details.

Note: Diabetic supplies and medications may be obtained at a CIGNA Medical Group pharmacy for $10 per item for a 30-day
supply. Please show your CIGNA ID card since these costs will be charged to your medical plan instead of your pharmacy plan.

You and/or your covered dependents may voluntarily enroll in the Maricopa County Diabetic Management Program to qualify for
free diabetic medications and supplies if you have elected either the Co-insurance or Consumer Choice Plan. Once you or your
dependents have meet the 9 required measures, you are able to receive all of your diabetic medications and supplies free of charge.
You and/or your covered dependents may also voluntarily enroll in the Healthful Living Diabetes Care Management Program. Upon
completion of this educational program, you will be reimbursed for up to 9 diabetic-related office visits copays per plan year. For
information regarding these programs or to request enrollment, please call (602) 506-3758.

Administered by CIGNA - Rx Bin# 600428 / Rx PCN# 02150000

CIGNA Pharmacy Plan for Choice Fund HSA Plan

If you enrolled in the Choice Fund HSA Medical plan, your pharmacy benefit is provided through CIGNA instead of WHI. The
CIGNA plan consists of three-levels where co-insurance is charged after the deductible is met except for preventive medications.

The cost of medication will vary per pharmacy. Refer to www.mycigna.com for a cost comparison tool located under “My Plans-
Pharmacy” tab. The tool is called “Prescription Drug Price Quotes”. By clicking on this link, you will be able to get the cost of your
prescriptions drugs, check for generic drug equivalents, and find out if a specific drug is covered.

e N

CIGNA Pharmacy Plan for Choice Fund HSA Plan The pharmacy benefit for Choice
T — Fund HSA is administered by:
Level 1 Generic 30% after deductible
Level 2 Preferred Brand 40% after deductible
Level 3 Non-Preferred Brand 50% after deductible
Certain generic and preferred brand preventive medications are provided at no cost
(Deductible does not apply to these preventive medications).
CIGNA
- /

The information and benefits described herein are brief summaries of the County’s official plan documents and contracts that govern the

plans. If there is a discrepancy between the information in this booklet and the official documents, the official documents will govern.
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BEHAVIORAL HEALTH & SUBSTANCE ABUSE BENEFIT

Behavioral Health & Substance Abuse Benefit Administered by Magellan Health Services

If you enroll in a medical plan, except for the Choice Fund HSA plan, you will automatically be enrolled in the behavioral health and
substance abuse benefit plan administered by Magellan Health Services. This benefit provides services that support your well-being,
and to help you deal with a wide range of issues, including but not limited to:

¢ Depression .

Severe stress and anxiety

Alcohol or drug dependency

Eating disorders

Through these services you can receive confidential counseling whenever you and/or your eligible dependents are faced with a
personal challenge. Protecting your confidentiality is Magellan’s top priority. All records, including personal information, referrals
and evaluations, are kept confidential in accordance with federal and state laws.

For more information regarding the Magellan behavioral health and substance abuse benefit, claims payment, to obtain prior
authorization or to find a participating provider, contact Magellan, 24 hours a day, seven days a week at 1-888-213-5125.

Behavioral Health Summary

Grief and loss

Level of Care In-Network Benefit In-Network Rules Out-of-Network Benefit Out-of-Network Rules
Inpatient 30 days per year are shared between | Preauthorization required | 30 days per year are shared between in and | Preauthorization required
Hospitalization | in and out-of-network benefits out-of-netwqu benefits It is the member’s responsibility to
$25 co-pay per day $500 deductible obtain preauthorization for initial
Plan pays $250 per day after deductible is and concurrent reviews
met. All other COS}S after plgn‘Payment of Failure to obtain pre-authorization
$250 are member’s responsibility results in no reimbursement
Partial Benefit is derived from trading Preauthorization required | Benefit derived from trading unused Preauthorization required
Hospitalization | unused inpatient hospitalization inpatient hospitalization days for up to 30 It is the member’s responsibility to
days for up to 30 partial partial hospitalization days per year obtain preauthorization for initial
hospitalization days per year 30 partial days per year are shared between and concurrent reviews
30 partial day per year are shared in and out-of-network benefits Failure to obtain preauthorization
bethen in and out-of-network Trade at 2 partial days for 1 inpatient day results in no reimbursement
t: .
ben(ei s 5 vartial davs for 1 $250 deductible
;iraatei;:t dzartla ays fot Plan pays $125 per day after deductible.
P Y All costs after plan payment of $125 are
$20 co-pay per day member’s responsibility
Residential 60 days per year Preauthorization required | No benefit N/A
$12.50 co-pay per day
Intensive 45 1OP visits per year are shared Preauthorization required | 45 IOP visits per year are shared between in | Preauthorization required
Outpatient between in and out-of-network $10Q/program co-pay and out-of-network benefits It is the member’s responsibility to
(IOP) benefits apphes to a continuous Plan pays $40 per visit. All other costs after | obtain preauthorization for initial
$100 co-pay per program e;usogie of care m 10P. plan payment of $40 per visit are member’s | and concurrent reviews
If patient discontinues & | responsibility Failure to obtain preauthorization
restarts program, a new . .
. . results in no reimbursement
$100 co-pay is applied

Outpatient 60 visits per year are shared Preauthorization required | 60 visits per year are shared between in and | No preauthorization
Group between in and out-of-network out-of-network benefits
Psychotherapy | benefits Plan pays $15 per visit. All other costs after
$5 co-pay per visit plan payment of $15 per visit are member’s
responsibility
Ongoing $10 co-pay per visit Preauthorization required | Plan pays $25 per visit. All other costs after | No preauthorization
Medication Not subject to Outpatient visit limits plan payment of $25 per visit are member’s
Management responsibility
Not subject to Outpatient visit limits
Lifetime No lifetime maximum $5 million lifetime maximum
Maximums

For details about the Magellan behavioral health and substance abuse benefit, you may refer to the Behavioral Health Benefits

Summary on the Intranet EHI site at ebc.maricopa.gov/ehi.
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Behavioral Health & Substance Abuse Benefit for the Choice Fund HSA Plan Administered by CIGNA

If you enrolled in the Choice Fund HSA Medical plan, you are automatically enrolled in the behavioral health and substance abuse
benefit administered through CIGNA instead of Magellan Behavioral Health.

Behavioral Health Benefits for CIGNA Choice Fund HSA Plan

Mental Health and Substance Abuse

In-network

Out-of-network

combined maximum per plan year

Inpatient 90% after plan deductible; 60 days 70% after plan deductible; 60 days combined
combined maximum per plan year maximum per plan year
Outpatient 90% after plan deductible; 20 visits 70% after plan deductible; 60 days combined

maximum per plan year

Outpatient Group Therapy Mental Health (MH)

(One group therapy session equals one individual therapy session)

90% after plan deductible

Subject to the same co-insurance and medical
plan deductible as Outpatient MH visits

Intensive Outpatient Mental Health

with outpatient MH visits

Maximum: Up to 3 programs per plan year based on ratio of 1:1

50% after plan deductible

50% after plan deductible

Behavioral Health & Substance Abuse Premium

Magellan Health Services ‘ CIGNA Choice Fund HSA

gf‘iiﬁnﬁﬁiﬁ?’[ﬁlﬁ?ﬁ%’lans Full-Time Part-Time Full-Time Part-Time
Employee $0.00 $0.00 $0.00 $0.00
Employee+Spouse $0.00 $0.00 $0.00 $0.00
Employee+Child(ren) $0.00 $0.00 $0.00 $0.00
Employee+Family $0.00 $0.00 $0.00 $0.00
2 =
>\ A
s - i




VISION PLAN

Administered by EyeMed Vision Care

If you enroll in any County medical plan, you must enroll (cannot waive) in the vision benefit. The County also offers this plan as
a separate (stand-alone) vision plan for employees who choose to waive their medical benefits and wish to enroll in the vision plan.
However, you may not enroll your dependents in a vision plan if they are not enrolled in your medical plan.

Vision Care Services In-Network Member Cost Out-of-Network Reimbursement
Exam with Dilation as Necessary $10 Copay $35
Exam Options:
Standard Contact Lens Fit and Follow-Up* Up to $40 N/A
Premium Contact Lens Fit and Follow-Up** 10% off retail price N/A
Frames:
Any available frame at provider location $130 allowance, 20% off balance over $130 $50
Standard Plastic Lenses:
Single Vision $10 Copay $25
Bifocal $10 Copay $40
Trifocal $10 Copay $55
Lenticular $10 Copay $55
Lens Options:
UV Coating $15 N/A
Tint (Solid and Gradient) $15 N/A
Standard Scratch-Resistance $15 N/A
Standard Polycarbonate $0 $25
Standard Anti-Reflective Coating $45 N/A
Standard Progressive (Add-on to Bifocal) $65 N/A
Other Add-ons and Services 20% off retail price N/A

Contact Lenses:
(Contact lens allowance covers materials only)

Conventional $0 Copay, $130 allowance, 15% off balance over $130 $130

Disposable $0 Copay, $130 allowance, plus balance over $130 $130

Medically Necessary $0 Copay, Paid-in-Full $250
Laser Vision Correction $150 allowance; once per lifetime per eye N/A
Frequency:

Examination Once every 12 months

Frame Once every 12 months

Lenses or Contact Lenses Once every 12 months

*Standard Contact Lens Fitting - spherical clear contact lenses in conventional wear and planned replacement (Examples include but not
limited to disposable, frequent replacement, etc.)

**Premium Contact Lens Fitting - all lens designs, materials and specialty fittings other than Standard Contact Lenses (Examples include
toric, multifocal, etc.)

Additional Discounts:

Member will receive a 20% discount on items not covered by the plan at network providers, which may not be combined with any other
discounts or promotional offers, and the discount does not apply to EyeMed Provider’s professional services, or contact lenses. Retail prices may
vary by location. Discounts do not apply for benefits provided by other group benefit plans. Allowances are one-time use benefits; no remaining
balance. Lost or broken materials are not covered. Members also receive a 40% discount off complete pair eyeglass purchases and a 15% discount
off conventional contact lenses once the annual benefit has been used.

Members also receive 15% off retail price or 5% off promotional price for Lasik or PRK from the US Laser Network, owned and operated by
LCA vision. Since Lasik or PRK vision correction is an elective procedure, performed by specially trained providers, this discount may not always be
available from a provider in your immediate location. For a location near you and the discount authorization please call 1-877-5SLASERG.

After initial purchase, replacement contact lenses may be obtained via the Internet at substantial savings and mailed directly to the member. Details
are available at www.eyemedvisioncare.com. The contact lens benefit allowance is not applicable to this service.

Per Pay Period (24/yr.) Per Pay Period (24/yr.)

Vision Premiums Full-time Part-time Vision Premiums Full & Part-time
w/Medical Plan w/o Medical Plan

Employee $0.00 $0.00 Employee $5.08
Employee + Spouse $0.00 $0.00 Employee + Spouse $9.58
Employee + Child $0.00 $0.00 Employee + Child $10.04
Employee - Family $0.00 $0.00 Employee - Family $14.74
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Reduce $5 if the employee voluntarily participates in the health assessment initiative

COMBINED RATE SHEET

Per Pay Period Total Medical Rates 24 times/plan year
(Includes Medical, pharmacy, behavioral health, vision)
Reduce $20 per tobacco free household (employees and covered dependents)
Reduce $5 if the employee voluntarily participates in the biometric screening initiative

ngiﬁsl::_gﬁczp;;n - Full-time Part-time
Employee $42.03 $139.85
Employee + Spouse $65.62 $157.05
Employee + Child(ren) $51.70 $151.00
Employee + Family $89.13 $167.27
g:-[iﬁsﬁ:;:lggt;&n * Full-time Part-time
Employee $39.69 $104.04
Employee + Spouse $57.71 $121.11
Employee + Child(ren) $47.32 $115.85
Employee + Family $75.05 $128.59
2::}:;?1;1:;2:(;:: - Full-time Part-time
Employee $51.14 $157.73
Employee + Spouse $113.52 $176.79
Employee + Child(ren) $89.99 $170.50
Employee + Family $154.05 $187.93
8?_;&:5:&?;: - Full-time Part-time
Employee $52.08 $163.12
Employee + Spouse $114.46 $183.52
Employee + Child(ren) $90.86 $176.73
Employee + Family $155.55 $195.91
8::215‘?:;33:11:‘; * Full-time Part-time
Employee $39.97 $109.49
Employee + Spouse $58.35 $122.52
Employee + Child(ren) $47.64 $117.85
Employee + Family $76.35 $130.46
gi‘ éllerAFl:: CRERES Full-time Part-time
Employee $30.00 $131.47
Employee + Spouse $30.00 $147.23
Employee + Child(ren) $30.00 $141.39
Employee + Family $30.00 $156.95

CMG
High

CMG
Low

OAPIN

OAP
High

OAP
Low

Choice
Fund
HSA

gxglﬁlihgl?g::;x Full-time Part-time
Employee $36.68 $134.66
Employee + Spouse $55.03 $146.75
Employee + Child(ren) $43.74 $143.27
Employee + Family $73.24 $151.81
gl(:;[ni;?rv gﬁg;’:; -l;x Full-time Part-time
Employee $34.34 $98.85
Employee + Spouse $47.12 $110.80
Employee + Child(ren) $39.36 $108.12
Employee + Family $59.16 $113.13

- +
g(ﬁgnl;egﬁfe Rx Full-time Part-time
Employee $45.79 $152.54
Employee + Spouse $102.93 $166.49
Employee + Child(ren) $82.03 $162.77
Employee + Family $138.16 $172.47

R P
g(ﬁl?nge: OClilt(l)(i):e Rx Full-time Part-time
Employee $46.73 $157.93
Employee + Spouse $103.87 $173.22
Employee + Child(ren) $82.90 $169.00
Employee + Family $139.65 $180.45

ion +
gﬁr&g‘gg&te Rx Full-time Part-time
Employee $34.62 $104.30
Employee + Spouse $47.76 $112.22
Employee + Child(ren) $39.68 $110.12
Employee + Family $60.46 $115.00
R
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DENTAL PLAN SUMMARY CHART

services over $250

Benefit Provision EDS CIGNA Dental* Delta Dental**
PPO
Type of Plan D Te D%O . PPO (but does not use PPO network;
(Dental Care Organization) see network below,)
Service Area Where Care ) . .
Must be Received Maricopa County Nationally Nationally
Residency Requirement No No No
Yes, all family
Primary Care Dentist Required members must choose No No
the same dentist
Referral Required No No No
Out-of-Network Coverage No Yes Yes
Network EDS Provider CIGNA Dental Delta Premier
Network Network Network
No, predetermination | No, predetermination
Prior Authorization No recommended for recommended for

services over $250

Location of Provider Directory

www.mydentalplan.net

WWww. cigna. com

www.deltadentalaz.com

Per Pay Period (24/yr.)

Dental Premiums Full-time | Part-time | Full-time | Part-time | Full-time |Part-time
Employee $2.16 $2.16 $7.23 $12.02 $11.92 $16.74
Employee + 