
Consumer-
Directed 
Health Plans 
(CDHP)



What is a 
CDHP?

 A Consumer-Directed Health Plan (CDHP) 
is a high-deductible health plan paired 
with a spending account for out-of-pocket 
expenses, most commonly a Health 
Savings Account (HSA). 
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What is an 
HSA?

 A Health Savings Account (HSA) is a 
savings account that lets you put aside 
money on a pre-tax basis to pay for 
qualified medical, dental or vision 
expenses (as defined by the IRS).

 By using untaxed dollars in an HSA to pay 
for deductibles, copays, coinsurance and 
other qualified expenses, you can lower 
your overall health care cost. 
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HSA Eligibility

 Being eligible means that a person 
is able to make contributions into 
a health savings account.
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To be eligible, the following 
requirements must be met:
1. Cannot be 
claimed as a 
dependent.
• You cannot be claimed as a 

dependent on somebody 
else’s tax return. 

2. Must be enrolled 
in an HSA-qualified 
health plan.
• These plans are known as 

high-deductible health plans 
(HDHP). 

3. Must not be 
enrolled in other 
coverage.
• Includes Medicare or Medicaid.

• Additional health coverage that 
is not an HSA-qualified 
deductible plan. 

• Including enrollment in a 
spouse’s non-HSA-qualified 
plan as secondary 
coverage.

• Includes full-purpose Flexible 
Spending Accounts (FSA).
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What is a 
high-

deductible 
health plan?

 A high-deductible health plan (HDHP) is a 
health plan that has a minimum 
deductible and a maximum out-of-
pocket, as determined annually by the IRS.
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HDHP 2022 IRS Plan Design 
Requirements

A deductible greater 
than or equal to: $1,400

A health plan design 
within this range is 
considered HSA-qualified

A maximum out-of-
pocket less than or 
equal to: $7,050

A deductible greater 
than or equal to: $2,800

A health plan design 
within this range is 
considered HSA-qualified

A maximum out-of-
pocket less than or equal 
to: $14,100

Individual 
Coverage

Family 
Coverage
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A CDHP has Two Parts: High-
Deductible Health Plan + Health 
Savings Account

 High-deductible health plan that is 
considered HSA-qualified through 
CSEBO:
 Anthem PPO CDHP 90, 80 & 60.

 Kaiser HMO CDHP $1,500.

 Tax-free savings account for qualified 
medical, dental and vision expenses.

 Works in conjunction with the HSA-
powered plan.
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Why choose a CDHP?

Save Now:
 CDHP premiums are typically lower than 

traditional health plans. 

 HSA deposits are tax-free from the federal 
level.

 You will pay state taxes in CA. 

 Contribution maximums set annually by 
the IRS.

 HSA withdrawals for qualified medical, 
dental or vision expenses are tax-free for 
the life of the account. 

Save for the Future:
 HSA funds roll over year to year. 

 You own the account and the money, 
even if you change jobs or insurance plans. 

 Interest is earned tax-free, with diverse 
investment options. 

 Once 65+, you can pay for Medicare Part B 
premiums tax-free.

 Additionally, non-qualified 
disbursements are taxed as income, 
without an additional penalty. 
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2022 HSA Contribution Maximums

Tier Under Age 55 Over Age 55
Individual: $3,650 $4,650

Family: $7,300 $8,300
Total maximum contribution allowed in a calendar year of employee 
& employer contributions, if applicable. 
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• Same network, 
doctors and 

prescription drug 
coverage (either 

HMO or PPO).
• Same pricing 

discounts for 
providers.

• Once deductible is 
met, coinsurance 

applies until out-of-
pocket maximum 

met.
• Preventive care 

covered at 100% 
(when using in-

network).

• Pay in full (less network 
discounts) for all services 
until plan deductible is 
met. 

• Combined medical and 
Rx deductible & out-of-
pocket maximum. 

• Copays, deductibles 
and coinsurance can be 
paid pre-tax (even out-
of-network providers). 

• Retirement vehicle: 
accounts grow over time 
as pre-tax contributions 
and unused funds roll 
over from year to year, 
earning tax-free interest.

• Office visit and Rx 
copays apply before 
deductible is met; all 
other services, 
deductible applies. 

• Separate medical and 
Rx out-of-pocket 
maximums.

• Copays, deductibles 
and coinsurance are 
paid after-tax.

CDHP Plans Traditional 
Plans 11



Anthem Advanced Imaging Example: 
Before Plan Deductible Met

PPO 80
• Member self-refers to specialist office visit, 

total billed to plan: $155.

• Member pays provider $30 specialist 
copay; plan pays rest.

• CT of lower limb with contrast, total billed to 
plan: $320.

• Member pays provider $320.

• Total Member Cost Share: $350

CDHP 90
• Member self-refers to specialist office visit, 

total billed to plan: $155.

• Member pays provider $155 with pre-
tax dollars in HSA.

• CT of lower limb with contrast, total billed to 
plan: $320.

• Member pays provider $320 with pre-
tax dollars in HSA.

• Total Member Cost Share: $485
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Anthem Advanced Imaging Example: 
After Plan Deductible Met

PPO 80
• Member self-refers to specialist office visit, 

total billed to plan: $155.

• Member pays provider $30 specialist 
copay; plan pays rest.

• CT of lower limb with contrast, total billed to 
plan: $320.

• Member pays provider 20% 
coinsurance for total billed: $64; plan 
pays rest.

• Total Member Cost Share: $94

CDHP 90
• Member self-refers to specialist office visit, 

total billed to plan: $155.

• Member pays provider 10% 
coinsurance for total billed: $15.50 with 
pre-tax dollars in HSA; plan pays rest.

• CT of lower limb with contrast, total billed to 
plan: $320.

• Member pays provider 10% 
coinsurance for total billed: $32 with 
pre-tax dollars in HSA; plan pays rest.

• Total Member Cost Share: $47.50
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Transitioning 
to a CDHP
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CSEB O  MED ICAL INSUR ANCE
CO NSUMER -D IR ECTED  H EALTH  P LANS (CD H P )  CO MP AR ISO N
EFFECTIVE 1 / 1 /2 0 2 2  - 12 /3 1/2 0 2 2

GENER AL P LAN INF OR MAT ION IN-NET WOR K
OU T -OF -

NET WOR K 1 IN-NET WOR K
OU T -OF -

NET WOR K 1 IN-NET WOR K
OU T -OF -

NET WOR K 1

Individual/Family $3,000/$6,000 Unlimited $5,000/$10,000 Unlimited $7,050/$14,100 Unlimited

Individual/Family $1,400/$2,800 $4,000/$8,000 $1,500/$3,0002 $4,500/$9,000 $2,800/$5,600 $5,000/$10,000

Type of Plan

Referrals Required?
Plan Coinsurance, After Deductible is Met 90% 50% 80% 50% 60% 50%

HSA-Compatible Plan:
2022 Individual Maximum Contribution:

2022 Family Maximum Contribution:
Over 55 HSA Contribution Catch-Up:

Preventive Care $0 50% $0 50% $0 50%
Primary Care Office Visit 10% 50% 20% 50% $45 50%

Specialist Office Visit 10% 50% 20% 50% $45 50%
Diagnostic X-Ray and Lab Tests 10% 50% 20% 50% 40% 50%

Advanced Imaging (MRI/PET/CAT Scans) 10%
50% up to $800 per 

procedure 
maximum

20%
50% up to $800 per 

procedure 
maximum

40%
50% up to $800 per 

procedure 
maximum

Inpatient Hospitalization 10%
50% up to $1,000 

maximum per day
20%

50% up to $1,000 
maximum per day

40%
50% up to $1,000 

maximum per day

Outpatient Surgery 10%
50% up to $350 

maximum
20%

50% up to $350 
maximum

40%
50% up to $350 

maximum

Outpatient Lab and Imaging 10%
50% up to $350 

maximum
20%

50% up to $350 
maximum

40%
50% up to $350 

maximum

 
 

       
  

  

Outpatient Services - After Plan Deductible is Met

10%

10%

       

10%

10%

Inpatient Hospital Services - After Plan Deductible is Met

10%

$0
10%
10%

$1,000 $1,000 $1,000 $1,000
Physician/Diagnostic Services - After Plan Deductible is Met

$3,650 $3,650 $3,650 $3,650
$7,300 $7,300 $7,300 $7,300

Health Savings Account (HSA) Compatibility
Yes Yes Yes Yes

No No No Yes
90%

$1,500/$3,0001

Plan Information

Preferred Provider Organiztion (PPO) Preferred Provider Organiztion (PPO) Preferred Provider Organiztion (PPO)
Health Maintenance Organization 

(HMO)

IN-NET WOR K  ONLY

Annual Medical and Prescription Drug Combined Out-of-Pocket Limit
$3,000/$6,000

Annual Combined Medical Deductible and Prescription Drug Deductible - Plan deductible applies unless otherwise stated 

P LAN NU MBER
ANT HEM BLU E CR OSS K AISER  P ER MANENT E

CD HP  90 CD HP  80 CD HP  60 D HMO CD HP  #8966

Maximum you will 
spend in a calendar 
year.

Must be met before the 
plan benefits (copay 
and coinsurance listed) 
apply.

Preventive care always 
covered at 100%, 
before deductible met.


PPO Comparison No Prem (3)

		CSEBO MEDICAL INSURANCE

		PPO COMPARISON

		EFFECTIVE 1/1/2022 - 12/31/2022

		PLAN NUMBER		PPO 90				PPO 80				WELLNESS PPO

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1

		Annual Medical Out-of-Pocket Limit2

		Individual/Family		$2,000/$6,000		Unlimited		$3,000/$9,000		Unlimited		$5,000/$12,700		Unlimited

		Annual Medical Deductible2 - Plan Deductible Applies Unless Otherwise Stated

		Individual/Family		$500/$1,500		$1,000/$3,000		$750/$2,250		$1,500/$4,500		$1,250/$3,7503		$2,500/$7,5003

		Coinsurance, After Deductible is Met

		Plan Pays:		90%		50%		80%		50%		70%		50%

		Physician/Diagnostic Services - Coinsurance After Deductible is Met

		Preventive Care		$0		Not Covered		$0		Not Covered		$0		Not Covered

		Primary Care Office Visit		$10		50%		$20		50%		$30		50%

		Specialist Office Visit		$10		50%		$30		50%		$40		50%

		Diagnostic X-Ray and Lab Tests		10%		50%		20%		50%		30%		50%

		Advanced Imaging (MRI/PET/CAT Scans)		10%		50% up to $800 per procedure maximum		20%		50% up to $800 per procedure maximum		30%		50% up to $800 per procedure maximum

		Inpatient Hospital Services

		Inpatient Hospitalization		10%4		50%4 up to $1,000 maximum per day		20%4		50%4 up to $1,000 maximum per day		30%4		50%4 up to $1,000 maximum per day

		Outpatient Services

		Outpatient Surgery		10%4		50%4 up to $350 per day maximum		20%4		50%4 up to $350 per day maximum		30%4		50%4 up to $350 per day maximum

		Outpatient Lab and Imaging		10%4		50%4 up to $350 per procedure maximum		20%4		50%4 up to $350 per procedure maximum		30%4		50%4 up to $350 per procedure maximum

		Emergency Services

		Ambulance Services		10%				20%				30%

		Emergency Room		10%				20%				30%

		Urgent Care

		Urgent Care Visits		$10		50%		$20		50%		$30		50%

		1When using out-of-network providers, you are responsible for the deductible, coinsurance, and additional amounts exceeding the usual and customary charges. 

		2The family deductible and out-of-pocket maximum are embedded meaning the cost shares of one family member will be applied to the individual deductible and individual out-of-pocket maximum; in addition, amounts for all family members apply to the family deductible and family out-of-pocket maximum. No one member will pay more than the individual deductible and individual out-of-pocket maximum. 

		3A total of $250 credits for each member in your family are available to lower your deductible. Please see supplementary plan documents for more information. 

		4$250 deductible applies if utilization review is not obtained (waived for emergency admissions).

		Mental Health and Substance Abuse

		Inpatient Mental Health		10%4		50%4 up to $1,000 maximum per day		20%4		50%4 up to $1,000 maximum per day		30%4		50%4 up to $1,000 maximum per day

		Outpatient Mental Health Office Visit		$10		50%		$20		50%		$30		50%

		Other Outpatient Mental Health Services		10%		50%		20%		50%		30%		50%

		Other Practitioner Visits

		Acupuncture		10%		Not Covered		20%		Not Covered		30%		Not Covered

		Chiropractor Services		10%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%		50%, maximum of 6 visits per calendar year, then plan pays 0%		30%		50%, maximum of 6 visits per calendar year, then plan pays 0%

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK

		Annual Prescription Drug Out-of-Pocket Limit

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

		Prescription Drug Deductible

		Per Individual		$0				$0				$0

		Prescription Drug Formulary

		Formulary (Covered Drugs)		National 3-Tier				National 3-Tier				Essential 4-Tier

		Retail		30-Day Supply				30-Day Supply				30-Day Supply

		Generic		$5 min copay/ or 20% up to a $25 max copay		Paper claim submission required		$10		Paper claim submission required		$10		Paper claim submission required

		Brand (Formulary/Preferred)						$20				$20

		Brand (Non-Formulary/Non-Preferred)						$35				$35

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		Same as Retail Brand				Same as Retail Brand				20% up to $150 max copay

		Mail Order		90-Day Supply				90-Day Supply				90-Day Supply

		Generic		$5		Paper claim submission required		$20		Paper claim submission required		$20		Paper claim submission required

		Brand (Formulary/Preferred)		$5				$40				$40

		Brand (Non-Formulary/Non-Preferred)		$5				$70				$70

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		$5				$70				20% up to $150 max copay

		4$250 deductible applies if utilization review is not obtained (waived for emergency admissions).

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the EOC, the EOC will prevail.
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Proposed CDHP Plans (3)

		CSEBO MEDICAL INSURANCE

		CONSUMER-DIRECTED HEALTH PLANS (CDHP) COMPARISON

		EFFECTIVE 1/1/2022 - 12/31/2022



		PLAN NUMBER						ANTHEM BLUE CROSS								KAISER PERMANENTE

				CDHP 90				CDHP 80				CDHP 60				DHMO CDHP #8966

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK ONLY

		Annual Medical and Prescription Drug Combined Out-of-Pocket Limit

		Individual/Family		$3,000/$6,000		Unlimited		$5,000/$10,000		Unlimited		$7,050/$14,100		Unlimited		$3,000/$6,000

		Annual Combined Medical Deductible and Prescription Drug Deductible - Plan deductible applies unless otherwise stated 

		Individual/Family		$1,400/$2,800		$4,000/$8,000		$1,500/$3,0002		$4,500/$9,000		$2,800/$5,600		$5,000/$10,000		$1,500/$3,0001

		Plan Information

		Type of Plan		Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Health Maintenance Organization (HMO)

		Referrals Required?		No				No				No				Yes

		Plan Coinsurance, After Deductible is Met		90%		50%		80%		50%		60%		50%		90%

		Health Savings Account (HSA) Compatibility

		HSA-Compatible Plan:		Yes				Yes				Yes				Yes

		2022 Individual Maximum Contribution:		$3,650				$3,650				$3,650				$3,650

		2022 Family Maximum Contribution:		$7,300				$7,300				$7,300				$7,300

		Over 55 HSA Contribution Catch-Up:		$1,000				$1,000				$1,000				$1,000

		Physician/Diagnostic Services - After Plan Deductible is Met

		Preventive Care		$0		50%		$0		50%		$0		50%		$0

		Primary Care Office Visit		10%		50%		20%		50%		$45		50%		10%

		Specialist Office Visit		10%		50%		20%		50%		$45		50%		10%

		Diagnostic X-Ray and Lab Tests		10%		50%		20%		50%		40%		50%		10%

		Advanced Imaging (MRI/PET/CAT Scans)		10%		50% up to $800 per procedure maximum		20%		50% up to $800 per procedure maximum		40%		50% up to $800 per procedure maximum		10%

		Inpatient Hospital Services - After Plan Deductible is Met

		Inpatient Hospitalization		10%		50% up to $1,000 maximum per day		20%		50% up to $1,000 maximum per day		40%		50% up to $1,000 maximum per day		10%

		Outpatient Services - After Plan Deductible is Met

		Outpatient Surgery		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Outpatient Lab and Imaging		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Emergency Services - After Plan Deductible is Met

		Ambulance Services		10%				20%				40%				10%

		Emergency Room		10%				20%				40% ($250 deductible)				10%

		Urgent Care - After Plan Deductible is Met

		Urgent Care Visits		10%		50%		20%		50%		$45		50%		10%

		1When using out-of-network providers, you are responsible for the deductible, coinsurance, and additional amounts exceeding the usual and customary charges. 

		2For Anthem CDHP 80 & Kaiser DHMO CDHP #8966: An individual member within a family has an embedded deductible of $2,800. This means that a single member enrolled in family coverage doesn't have to meet the full family deductible in order for after-deductible benefits to kick in. 

		Mental Health and Substance Abuse - After Plan Deductible is Met

		Inpatient Mental Health		10%		50% up to $1,000 maximum		20%		50% up to $1,000 maximum		40%		50% up to $1,000 maximum		10%

		Outpatient Mental Health Office Visit		10%		50%		20%		50%		$45		50%		10%

		Other Outpatient Mental Health Services		10%		50%		20%		50%		40%		50%		10%

		Other Practicioner Visits - After Plan Deductible is Met

		Acupunture		10%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		Chiropractor Services		10%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK ONLY

		Annual Prescription Drug Out-of-Pocket Limit

		Individual/Family		Combined with Medical				Combined with Medical				Combined with Medical				Combined with Medical

		Prescription Drug Deductible

		Individual/Family		Combined with Medical				Combined with Medical				Combined with Medical				Combined with Medical

		Prescription Drug Formulary

		Formulary (Covered Drugs)		National 4-Tier				National 4-Tier				National 4-Tier				CA Commercial 3-Tier

		Retail - After Plan Deductible is Met		30 days				30 days				30 days				30 days

		Generic		$10		50%		20% (not to exceed $250)		50%		$20		50%		$10

		Brand (Formulary/Preferred)		$30								$45				$30

		Brand (Non-Formulary/Non-Preferred)		$30								$60				$30

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Mail Order - After Plan Deductible is Met		90 days				90 days				90 days				100 days

		Generic		$20		Paper claim submission required		20% (not to exceed $250)		Paper claim submission required		$40		Paper claim submission required		$20

		Brand (Formulary/Preferred)		$60								$90				$60

		Brand (Non-Formulary/Preferred)		$60								$120				$60

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the EOC, the EOC will prevail.
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Proposed CDHP Plans

		CSEBO MEDICAL INSURANCE

		CONSUMER-DIRECTED HEALTH PLAN (CDHP) COMPARISON

		EFFECTIVE 10/1/2020 - 12/31/2021

		PLAN NUMBER						ANTHEM BLUE CROSS								KAISER PERMANENTE

				CDHP 90				CDHP 80				CDHP 60				DHMO CDHP #8966

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK ONLY

		Annual Medical and Prescription Drug Combined Out-of-Pocket Limit

		Individual/Family		$3,000/$6,000		Unlimited		$5,000/$10,000		Unlimited		$6,900/$13,800		Unlimited		$3,000/$6,000

		Annual Combined Medical Deductible and Prescription Drug Deductible - Plan deductible applies unless otherwise stated 

		Individual/Family		$1,400/$2,800		$4,000/$8,000		$1,500/$3,0002		$4,500/$9,000		$2,800/$5,600		$5,000/$10,000		$1,500/$3,0001

		Plan Information

		Type of Plan		Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Health Maintenance Organization (HMO)

		Referrals Required?		No				No				No				Yes

		Plan Coinsurance, After Deductible is Met		90%		50%		80%		50%		60%		50%		90%

		Health Savings Account (HSA) Compatibility

		HSA-Compatible Plan:		Yes				Yes				Yes				Yes

		2019 Individual Maximum Contribution:		$3,500				$3,500				$3,500				$3,500

		2019 Family Maximum Contribution:		$7,000				$7,000				$7,000				$7,000

		Physician/Diagnostic Services - After Plan Deductible is Met

		Preventive Care		$0		50%		$0		50%		$0		50%		$0

		Primary Care Office Visit		10%		50%		20%		50%		$45		50%		10%

		Specialist Office Visit		10%		50%		20%		50%		$45		50%		10%

		Diagnostic X-Ray and Lab Tests		10%		50%		20%		50%		40%		50%		10%

		Advanced Imaging (MRI/PET/CAT Scans)		10%		50% up to $800 per procedure maximum		20%		50% up to $800 per procedure maximum		40%		50% up to $800 per procedure maximum		10%

		Inpatient Hospital Services - After Plan Deductible is Met

		Inpatient Hospitalization		10%		50% up to $1,000 maximum per day		20%		50% up to $1,000 maximum per day		40%		50% up to $1,000 maximum per day		10%

		Outpatient Services - After Plan Deductible is Met

		Outpatient Surgery		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Outpatient Lab and Imaging		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Emergency Services - After Plan Deductible is Met

		Ambulance Services		10%				20%				40%				10%

		Emergency Room		10%				20%				40% ($250 deductible)				10%

		Urgent Care - After Plan Deductible is Met

		Urgent Care Visits		10%		50%		20%		50%		$45		50%		10%

		1When using out-of-network providers, you are responsible for the deductible, coinsurance, and additional amounts exceeding the usual and customary charges. 

		2For Anthem CDHP 80 & Kaiser DHMO CDHP #8966: An individual member within a family has an embedded deductible of $2,800. This means that a single member enrolled in family coverage doesn't have to meet the full family deductible in order for after-deductible benefits to kick in. 

		Mental Health and Substance Abuse - After Plan Deductible is Met		In-Network		Out-of-Network		In-Network		Out-of-Network		In-Network		Out-of-Network		In-Network Benefits Only

		Inpatient Mental Health		10%		50% up to $1,000 maximum		20%		50% up to $1,000 maximum		40%		50% up to $1,000 maximum		10%

		Inpatient Detoxification		10%		50% up to $1,000 maximum		20%		50% up to $1,000 maximum		40%		50% up to $1,000 maximum		10%

		Outpatient Mental Health		10%		50%		20%		50%		40%		50%		10%

		Mental Health Office Visit		10%		50%		20%		50%		$45		50%		10%

		Outpatient Substance Abuse Evaluation		10%		50%		20%		50%		40%		50%		10%

		Substance Abuse Evaluation Office Visit		10%		50%		20%		50%		$45		50%		10%

		Other Practicioner Visits

		Acupunture		10%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		Chiropractor Services		10%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK ONLY

		Retail - After Plan Deductible is Met		30 days				30 days				30 days				30 days

		Generic		$10		50%		20% (not to exceed $250)		50%		$20		50%		$10

		Brand (Formulary/Preferred)		$30								$45				$30

		Brand (Non-Formulary/Non-Preferred)		$30								$60				$30

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Mail Order - After Plan Deductible is Met		90 days				90 days				90 days				100 days

		Generic		$20		Paper claim submission required		20% (not to exceed $250)		Paper claim submission required		$40		Paper claim submission required		$20

		Brand (Formulary/Preferred)		$60								$90				$60

		Brand (Non-Formulary/Preferred)		$60								$120				$60

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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HMO Comparison Prem (2)

		CSEBO MEDICAL COMPARISON

		HMO COMPARISON

		EFFECTIVE 10/1/2020 - 12/31/2021



		PLAN NUMBER		ANTHEM BLUE CROSS								KAISER PERMANENTE

				HMO 10				HMO 30				HMO 10				HMO 30

		GENERAL PLAN INFORMATION		IN-NETWORK				IN-NETWORK				IN-NETWORK				IN-NETWORK

		Annual Medical and Prescription Drug Combined Out-of-Pocket Limit

		Individual/Family		$1,500/$4,500				$5,000/$10,000				$1,500/$3,000				$1,500/$3,000

		Annual Medical Deductible

		Individual/Family		$0				$0				$0				$0

		Prescription Drug Deductible

		Per Individual		$0				$0				$0				$0

		Physician/Diagnostic Services

		Preventive Care		$0				$0				$0				$0

		TeleMedicine (Audio/Video Visits)		$0				$0				$0				$0

		Primary Care Office Visit		$10				$30				$10				$30

		Specialist Office Visit		$10				$40				$10				$30

		Diagnostic X-Ray and Lab Tests		$0				$0				$0				$0

		Advanced Imaging		$0				$100 per test				$0				$0

		Inpatient Hospital Services

		Inpatient Hospitalization		$0				30%				$0				$0

		Outpatient Services

		Outpatient Surgery		$0				30%				$10 per procedure				$30 per procedure

		Outpatient Lab and Imaging		$0				30%				$0				$0

		Emergency Services

		Ambulance Services		$0				$100 per trip				$50 per trip				$50 per trip

		Emergency Room		$50 copay, waived if admitted				$200/visit, waived if admitted				$50 copay, waived if admitted				$100 copay, waived if admitted

		Urgent Care		In-Network				In-Network				In-Network				In-Network

		Urgent Care Visits		$10				$30				$10				$30

		Mental Health and Substance Abuse

		Inpatient Mental Health		$0				30%				$0				$0

		Outpatient Mental Health Office Visit		$10				$30				$10				$30

		Inpatient Detoxification		$0				30%				$0				$0

		Outpatient Substance Abuse Evaluation Office Visit		$10				$30				$10				$30

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK				IN-NETWORK				IN-NETWORK				IN-NETWORK

		Retail		30 days				30 days				30 days				30 days

		Generic		$10				$15				$10				$15

		Brand (Formulary/Preferred)		$20				$30				$20				$30

		Brand (Non-Formulary/Non-Preferred)		$20				$50				$20				$30

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		$20				30% (not to exceed $150)				$20				30% (not to exceed $150)

		Mail Order		90 days				90 days				100 days				100 days

		Generic		$20				$15				$10				$15

		Brand (Formulary/Preferred)		$40				$60				$20				$30

		Brand (Non-Formulary/Non-Preferred)		$40				$100				$20				$30

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Delta Dental

		CSEBO DENTAL INSURANCE

		DELTA DENTAL PPO

		EFFECTIVE 10/1/2020 - 12/31/2021

		PLAN NAME		DELTA DENTAL PPO1

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK

		Calendar Year Annual Maximum

		Plan Pays a Maximum of:		$1,700		$1,500

		Incentive Levels

		Percentage level increases 10% for each consecutive year the dentist is visited, to a maximum of 100%.		70/80/90/100%		70/80/90/100%

		Diagnostic and Preventive Benefits 		Incentive Level Coverage

		Prophylaxis (Cleaning) Treatments		70/80/90/100%; limited to 2 per calendar year2		70/80/90/100%; limited to 2 per calendar year2

		Oral Examinations		70/80/90/100%; limited to 2 per calendar year2		70/80/90/100%; limited to 2 per calendar year2

		Full-Mouth X-Rays		70/80/90/100%; limited to 1 per 36 months2		70/80/90/100%; limited to 1 per 36 months2

		Bitewing X-Rays		70/80/90/100%; upon provider request, maximum of 2 per calendar year2		70/80/90/100%; upon provider request, maximum of 2 per calendar year2

		Periodontal Scaling and Root Planing		70/80/90/100%; limited to 1 each quadrant every 24 months		70/80/90/100%; limited to 1 each quadrant every 24 months

		Fluoride Treatments		70/80/90/100% limited to 2 per calendar year2		70/80/90/100% limited to 2 per calendar year2

		Space Maintainers		70/80/90/100%2		70/80/90/100%2

		Basic Benefits		Incentive Level Coverage

		Oral Surgery - Extractions		70/80/90/100%; limited to once per tooth per lifetime		70/80/90/100%; limited to once per tooth per lifetime

		Oral Surgery - Other Surgical Procedures		50-100% depending on procedure		50-100% depending on procedure

		Basic Benefits (continued)		Incentive Level Coverage

		Restorative Procedures - Amalgam, Silicate or Composite (Resin) Restorations (Fillings)		70/80/90/100%; limited to once per surface, per tooth within a 2 year period		70/80/90/100%; limited to once per surface, per tooth within a 2 year period

		Endodontic Treatments		70/80/90/100%; limitations apply		70/80/90/100%; limitations apply

		Periodontic Treatment		70/80/90/100%; limitations apply		70/80/90/100%; limitations apply

		Sealants		70/80/90/100%; limited to once per tooth within 3 year period, up to age 14.		70/80/90/100%; limited to once per tooth within 3 year period, up to age 14.

		Crowns, Inlays, Onlays and Cast Restoration Benefits		Incentive Level Coverage

		Crowns, Inlays, Onlays and Cast Restoration		70/80/90/100%; service on the same tooth only once every 5 years		70/80/90/100%; service on the same tooth only once every 5 years

		Prosthodontic Benefits		Incentive Level Coverage

		Removable - Partial Dentures, Full Dentures		50%; limited to once every 5 years		50%; limited to once every 5 years

		Fixed - Inlays, Onlays, Bridges		50%; limited to once every 5 years		50%; limited to once every 5 years

		Orthodontia Benefits		Incentive Level Coverage

		Coverage Eligibility		Adults and Children		Adults and Children

		Coverage Percentage		50%		50%

		Lifetime Individual Maximum		$1,000		$1,000

		1Reimbursement to providers is based on the PPO contracted fee for PPO dentists.  Premier contracted fees for Premier dentists and the program allowance for non-Delta Dental dentists.

		2Cleanings, Exams and X-ray costs do not count towards the calendar year annual maximum. 

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Certifi (2)

		CSEBO VISION INSURANCE

		PPO COMPARISON - certificated staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				BUY-UP

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Coverage		Contacts OR Glasses				Contacts OR Glasses

		Frame Allowance		$150		Up to $70		$250		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$250		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lens Enhancements (Negotiated Member Share Savings of 20-25%)1

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Custom Progressive Lenses		$150 - $175		Provider rate		$150 - $175		Provider rate

		Edge Polish		$36		Provider rate		$36		Provider rate

		High Index Lenses		$50 - $125		Provider rate		$50 - $125		Provider rate

		Light-Reactive Lenses		$75		Provider rate		$75		Provider rate

		Polarized Lenses		$57 - $101		Provider rate		$57 - $101		Provider rate

		Impact-Resistant Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Premium Progressive Lenses		$95 - $105		Provider rate		$95 - $105		Provider rate

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		Standard Progressive Lenses		$55		Provider rate		$55		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		1Costco Optical pricing already includes member savings.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Class (2)

		CSEBO VISION INSURANCE

		PPO COMPARISON - classified staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				Increase Buy-Up

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Coverage		Contacts OR Glasses				Contacts OR Glasses

		Frame Allowance		$150		Up to $70		$350		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$350		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lens Enhancements (Negotiated Member Share Savings of 20-25%)1

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Custom Progressive Lenses		$150 - $175		Provider rate		$150 - $175		Provider rate

		Edge Polish		$36		Provider rate		$36		Provider rate

		High Index Lenses		$50 - $125		Provider rate		$50 - $125		Provider rate

		Light-Reactive Lenses		$75		Provider rate		$75		Provider rate

		Polarized Lenses		$57 - $101		Provider rate		$57 - $101		Provider rate

		Impact-Resistant Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Premium Progressive Lenses		$95 - $105		Provider rate		$95 - $105		Provider rate

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		Standard Progressive Lenses		$55		Provider rate		$55		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		1Costco Optical pricing already includes member savings.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 



&G	Page &P of &N	&G




Vision Comparison - Certificate

		CSEBO VISION INSURANCE

		PPO COMPARISON - certificated staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				BUY-UP

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Frame Allowance		$150		Up to $70		$250		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$250		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lense Enhancements (Negotiated Member Share or Copay)

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Photochromatic Adaptive Lenses		$70 - $82		Provider rate		$70 - $82		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		Polycarbonate Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Progressive Lenses		$55 - $175		Up to $50		$55 - $175		Up to $50

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Class

		CSEBO VISION INSURANCE

		PPO COMPARISON - classified staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				Increase Buy-Up

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Frame Allowance		$150		Up to $70		$350		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$350		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lense Enhancements (Negotiated Member Share or Copay)

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Photochromatic Adaptive Lenses		$70 - $82		Provider rate		$70 - $82		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		Polycarbonate Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Progressive Lenses		$55 - $175		Up to $50		$55 - $175		Up to $50

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Optum EAP

		EMPLOYEE ASSISTANCE PROGRAM

		OPTUM

		EFFECTIVE 10/1/2020 - 12/31/2021



		TYPE OF PLAN		EMPLOYEE ASSISTANCE PROGRAM1

		GENERAL PLAN INFORMATION		IN-NETWORK BENEFITS

		Contact Information - 24-Hours per Day/7-Days per Week

		Phone		(888) 444-8624

		Web		www.liveandworkwell.com

		Access Code		CSEBO

		EAP Benefits		Copays/Coinsurance

		5 Face-To-Face Visits per Problem per Year		$0

		Covered Visits 2		Copays/Coinsurance

		Child/Parenting Services		$0

		Adult/Elder Support		$0

		Financial Resources		$0

		Legal/Mediation Resources		$0

		Chronic Condition Support		$0

		Life Learning/Educational Support Services		$0

		Convenience Services		$0

		1The Employee Assistance Program is a benefit that is provided to each benefit-eligible employee of the OVSD at no charge. You do not need to "select" this plan, eligible employees will automatically have access to these benefits.

		2 You must obtain prior-authorization through Optum prior to face-to-face consulting services. Please contact (888) 444-8624 to obtain authorization for face-to-face visits and for access to the full WorkLife program.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.



&G	Page &P of &N	&G


http://www.liveandworkwell.com/http://www.liveandworkwell.com/

image1.png

Anthem %






image2.jpeg







image3.png







image4.png

o
KAISER PERMANENTE






image5.png

Anthem %=

uuuuuuuuu






image6.jpeg

CSEBO






image7.png

[ 4
KAISER PERMANENTEG:






image8.png

Anthem =&






image9.png

@
KAISER PERMANENTE -






image10.png

O DELTA DENTAL






image11.png

VSO






image12.png







image13.jpeg









16
CSEB O  MED ICAL INSUR ANCE
CO NSUMER -D IR ECTED  H EALTH  P LANS (CD H P )  CO MP AR ISO N
EFFECTIVE 1 / 1 /2 0 2 2  - 12 /3 1/2 0 2 2

GENER AL P LAN INF OR MAT ION IN-NET WOR K
OU T -OF -

NET WOR K 1 IN-NET WOR K
OU T -OF -

NET WOR K 1 IN-NET WOR K
OU T -OF -

NET WOR K 1

Individual/Family $3,000/$6,000 Unlimited $5,000/$10,000 Unlimited $7,050/$14,100 Unlimited

Individual/Family $1,400/$2,800 $4,000/$8,000 $1,500/$3,0002 $4,500/$9,000 $2,800/$5,600 $5,000/$10,000

Type of Plan

Referrals Required?
Plan Coinsurance, After Deductible is Met 90% 50% 80% 50% 60% 50%

HSA-Compatible Plan:
2022 Individual Maximum Contribution:

2022 Family Maximum Contribution:
Over 55 HSA Contribution Catch-Up:

Preventive Care $0 50% $0 50% $0 50%
Primary Care Office Visit 10% 50% 20% 50% $45 50%

Specialist Office Visit 10% 50% 20% 50% $45 50%
Diagnostic X-Ray and Lab Tests 10% 50% 20% 50% 40% 50%

Advanced Imaging (MRI/PET/CAT Scans) 10%
50% up to $800 per 

procedure 
maximum

20%
50% up to $800 per 

procedure 
maximum

40%
50% up to $800 per 

procedure 
maximum

Inpatient Hospitalization 10%
50% up to $1,000 

maximum per day
20%

50% up to $1,000 
maximum per day

40%
50% up to $1,000 

maximum per day

Outpatient Surgery 10%
50% up to $350 

maximum
20%

50% up to $350 
maximum

40%
50% up to $350 

maximum

Outpatient Lab and Imaging 10%
50% up to $350 

maximum
20%

50% up to $350 
maximum

40%
50% up to $350 

maximum

 
 

       
  

  

Outpatient Services - After Plan Deductible is Met

10%

10%

       

10%

10%

Inpatient Hospital Services - After Plan Deductible is Met

10%

$0
10%
10%

$1,000 $1,000 $1,000 $1,000
Physician/Diagnostic Services - After Plan Deductible is Met

$3,650 $3,650 $3,650 $3,650
$7,300 $7,300 $7,300 $7,300

Health Savings Account (HSA) Compatibility
Yes Yes Yes Yes

No No No Yes
90%

$1,500/$3,0001

Plan Information

Preferred Provider Organiztion (PPO) Preferred Provider Organiztion (PPO) Preferred Provider Organiztion (PPO)
Health Maintenance Organization 

(HMO)

IN-NET WOR K  ONLY

Annual Medical and Prescription Drug Combined Out-of-Pocket Limit
$3,000/$6,000

Annual Combined Medical Deductible and Prescription Drug Deductible - Plan deductible applies unless otherwise stated 

P LAN NU MBER
ANT HEM BLU E CR OSS K AISER  P ER MANENT E

CD HP  90 CD HP  80 CD HP  60 D HMO CD HP  #8966

Family deductible 
applies for any 2+ party 
(with some exceptions).


PPO Comparison No Prem (3)

		CSEBO MEDICAL INSURANCE

		PPO COMPARISON

		EFFECTIVE 1/1/2022 - 12/31/2022

		PLAN NUMBER		PPO 90				PPO 80				WELLNESS PPO

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1

		Annual Medical Out-of-Pocket Limit2

		Individual/Family		$2,000/$6,000		Unlimited		$3,000/$9,000		Unlimited		$5,000/$12,700		Unlimited

		Annual Medical Deductible2 - Plan Deductible Applies Unless Otherwise Stated

		Individual/Family		$500/$1,500		$1,000/$3,000		$750/$2,250		$1,500/$4,500		$1,250/$3,7503		$2,500/$7,5003

		Coinsurance, After Deductible is Met

		Plan Pays:		90%		50%		80%		50%		70%		50%

		Physician/Diagnostic Services - Coinsurance After Deductible is Met

		Preventive Care		$0		Not Covered		$0		Not Covered		$0		Not Covered

		Primary Care Office Visit		$10		50%		$20		50%		$30		50%

		Specialist Office Visit		$10		50%		$30		50%		$40		50%

		Diagnostic X-Ray and Lab Tests		10%		50%		20%		50%		30%		50%

		Advanced Imaging (MRI/PET/CAT Scans)		10%		50% up to $800 per procedure maximum		20%		50% up to $800 per procedure maximum		30%		50% up to $800 per procedure maximum

		Inpatient Hospital Services

		Inpatient Hospitalization		10%4		50%4 up to $1,000 maximum per day		20%4		50%4 up to $1,000 maximum per day		30%4		50%4 up to $1,000 maximum per day

		Outpatient Services

		Outpatient Surgery		10%4		50%4 up to $350 per day maximum		20%4		50%4 up to $350 per day maximum		30%4		50%4 up to $350 per day maximum

		Outpatient Lab and Imaging		10%4		50%4 up to $350 per procedure maximum		20%4		50%4 up to $350 per procedure maximum		30%4		50%4 up to $350 per procedure maximum

		Emergency Services

		Ambulance Services		10%				20%				30%

		Emergency Room		10%				20%				30%

		Urgent Care

		Urgent Care Visits		$10		50%		$20		50%		$30		50%

		1When using out-of-network providers, you are responsible for the deductible, coinsurance, and additional amounts exceeding the usual and customary charges. 

		2The family deductible and out-of-pocket maximum are embedded meaning the cost shares of one family member will be applied to the individual deductible and individual out-of-pocket maximum; in addition, amounts for all family members apply to the family deductible and family out-of-pocket maximum. No one member will pay more than the individual deductible and individual out-of-pocket maximum. 

		3A total of $250 credits for each member in your family are available to lower your deductible. Please see supplementary plan documents for more information. 

		4$250 deductible applies if utilization review is not obtained (waived for emergency admissions).

		Mental Health and Substance Abuse

		Inpatient Mental Health		10%4		50%4 up to $1,000 maximum per day		20%4		50%4 up to $1,000 maximum per day		30%4		50%4 up to $1,000 maximum per day

		Outpatient Mental Health Office Visit		$10		50%		$20		50%		$30		50%

		Other Outpatient Mental Health Services		10%		50%		20%		50%		30%		50%

		Other Practitioner Visits

		Acupuncture		10%		Not Covered		20%		Not Covered		30%		Not Covered

		Chiropractor Services		10%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%		50%, maximum of 6 visits per calendar year, then plan pays 0%		30%		50%, maximum of 6 visits per calendar year, then plan pays 0%

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK

		Annual Prescription Drug Out-of-Pocket Limit

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

		Prescription Drug Deductible

		Per Individual		$0				$0				$0

		Prescription Drug Formulary

		Formulary (Covered Drugs)		National 3-Tier				National 3-Tier				Essential 4-Tier

		Retail		30-Day Supply				30-Day Supply				30-Day Supply

		Generic		$5 min copay/ or 20% up to a $25 max copay		Paper claim submission required		$10		Paper claim submission required		$10		Paper claim submission required

		Brand (Formulary/Preferred)						$20				$20

		Brand (Non-Formulary/Non-Preferred)						$35				$35

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		Same as Retail Brand				Same as Retail Brand				20% up to $150 max copay

		Mail Order		90-Day Supply				90-Day Supply				90-Day Supply

		Generic		$5		Paper claim submission required		$20		Paper claim submission required		$20		Paper claim submission required

		Brand (Formulary/Preferred)		$5				$40				$40

		Brand (Non-Formulary/Non-Preferred)		$5				$70				$70

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		$5				$70				20% up to $150 max copay

		4$250 deductible applies if utilization review is not obtained (waived for emergency admissions).

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the EOC, the EOC will prevail.
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https://client.formularynavigator.com/Search.aspx?siteCode=2055289521https://client.formularynavigator.com/Search.aspx?siteCode=2055289521https://client.formularynavigator.com/Search.aspx?siteCode=4493745352

Proposed CDHP Plans (3)

		CSEBO MEDICAL INSURANCE

		CONSUMER-DIRECTED HEALTH PLANS (CDHP) COMPARISON

		EFFECTIVE 1/1/2022 - 12/31/2022



		PLAN NUMBER						ANTHEM BLUE CROSS								KAISER PERMANENTE

				CDHP 90				CDHP 80				CDHP 60				DHMO CDHP #8966

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK ONLY

		Annual Medical and Prescription Drug Combined Out-of-Pocket Limit

		Individual/Family		$3,000/$6,000		Unlimited		$5,000/$10,000		Unlimited		$7,050/$14,100		Unlimited		$3,000/$6,000

		Annual Combined Medical Deductible and Prescription Drug Deductible - Plan deductible applies unless otherwise stated 

		Individual/Family		$1,400/$2,800		$4,000/$8,000		$1,500/$3,0002		$4,500/$9,000		$2,800/$5,600		$5,000/$10,000		$1,500/$3,0001

		Plan Information

		Type of Plan		Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Health Maintenance Organization (HMO)

		Referrals Required?		No				No				No				Yes

		Plan Coinsurance, After Deductible is Met		90%		50%		80%		50%		60%		50%		90%

		Health Savings Account (HSA) Compatibility

		HSA-Compatible Plan:		Yes				Yes				Yes				Yes

		2022 Individual Maximum Contribution:		$3,650				$3,650				$3,650				$3,650

		2022 Family Maximum Contribution:		$7,300				$7,300				$7,300				$7,300

		Over 55 HSA Contribution Catch-Up:		$1,000				$1,000				$1,000				$1,000

		Physician/Diagnostic Services - After Plan Deductible is Met

		Preventive Care		$0		50%		$0		50%		$0		50%		$0

		Primary Care Office Visit		10%		50%		20%		50%		$45		50%		10%

		Specialist Office Visit		10%		50%		20%		50%		$45		50%		10%

		Diagnostic X-Ray and Lab Tests		10%		50%		20%		50%		40%		50%		10%

		Advanced Imaging (MRI/PET/CAT Scans)		10%		50% up to $800 per procedure maximum		20%		50% up to $800 per procedure maximum		40%		50% up to $800 per procedure maximum		10%

		Inpatient Hospital Services - After Plan Deductible is Met

		Inpatient Hospitalization		10%		50% up to $1,000 maximum per day		20%		50% up to $1,000 maximum per day		40%		50% up to $1,000 maximum per day		10%

		Outpatient Services - After Plan Deductible is Met

		Outpatient Surgery		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Outpatient Lab and Imaging		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Emergency Services - After Plan Deductible is Met

		Ambulance Services		10%				20%				40%				10%

		Emergency Room		10%				20%				40% ($250 deductible)				10%

		Urgent Care - After Plan Deductible is Met

		Urgent Care Visits		10%		50%		20%		50%		$45		50%		10%

		1When using out-of-network providers, you are responsible for the deductible, coinsurance, and additional amounts exceeding the usual and customary charges. 

		2For Anthem CDHP 80 & Kaiser DHMO CDHP #8966: An individual member within a family has an embedded deductible of $2,800. This means that a single member enrolled in family coverage doesn't have to meet the full family deductible in order for after-deductible benefits to kick in. 

		Mental Health and Substance Abuse - After Plan Deductible is Met

		Inpatient Mental Health		10%		50% up to $1,000 maximum		20%		50% up to $1,000 maximum		40%		50% up to $1,000 maximum		10%

		Outpatient Mental Health Office Visit		10%		50%		20%		50%		$45		50%		10%

		Other Outpatient Mental Health Services		10%		50%		20%		50%		40%		50%		10%

		Other Practicioner Visits - After Plan Deductible is Met

		Acupunture		10%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		Chiropractor Services		10%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK ONLY

		Annual Prescription Drug Out-of-Pocket Limit

		Individual/Family		Combined with Medical				Combined with Medical				Combined with Medical				Combined with Medical

		Prescription Drug Deductible

		Individual/Family		Combined with Medical				Combined with Medical				Combined with Medical				Combined with Medical

		Prescription Drug Formulary

		Formulary (Covered Drugs)		National 4-Tier				National 4-Tier				National 4-Tier				CA Commercial 3-Tier

		Retail - After Plan Deductible is Met		30 days				30 days				30 days				30 days

		Generic		$10		50%		20% (not to exceed $250)		50%		$20		50%		$10

		Brand (Formulary/Preferred)		$30								$45				$30

		Brand (Non-Formulary/Non-Preferred)		$30								$60				$30

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Mail Order - After Plan Deductible is Met		90 days				90 days				90 days				100 days

		Generic		$20		Paper claim submission required		20% (not to exceed $250)		Paper claim submission required		$40		Paper claim submission required		$20

		Brand (Formulary/Preferred)		$60								$90				$60

		Brand (Non-Formulary/Preferred)		$60								$120				$60

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the EOC, the EOC will prevail.
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Proposed CDHP Plans

		CSEBO MEDICAL INSURANCE

		CONSUMER-DIRECTED HEALTH PLAN (CDHP) COMPARISON

		EFFECTIVE 10/1/2020 - 12/31/2021

		PLAN NUMBER						ANTHEM BLUE CROSS								KAISER PERMANENTE

				CDHP 90				CDHP 80				CDHP 60				DHMO CDHP #8966

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK ONLY

		Annual Medical and Prescription Drug Combined Out-of-Pocket Limit

		Individual/Family		$3,000/$6,000		Unlimited		$5,000/$10,000		Unlimited		$6,900/$13,800		Unlimited		$3,000/$6,000

		Annual Combined Medical Deductible and Prescription Drug Deductible - Plan deductible applies unless otherwise stated 

		Individual/Family		$1,400/$2,800		$4,000/$8,000		$1,500/$3,0002		$4,500/$9,000		$2,800/$5,600		$5,000/$10,000		$1,500/$3,0001

		Plan Information

		Type of Plan		Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Health Maintenance Organization (HMO)

		Referrals Required?		No				No				No				Yes

		Plan Coinsurance, After Deductible is Met		90%		50%		80%		50%		60%		50%		90%

		Health Savings Account (HSA) Compatibility

		HSA-Compatible Plan:		Yes				Yes				Yes				Yes

		2019 Individual Maximum Contribution:		$3,500				$3,500				$3,500				$3,500

		2019 Family Maximum Contribution:		$7,000				$7,000				$7,000				$7,000

		Physician/Diagnostic Services - After Plan Deductible is Met

		Preventive Care		$0		50%		$0		50%		$0		50%		$0

		Primary Care Office Visit		10%		50%		20%		50%		$45		50%		10%

		Specialist Office Visit		10%		50%		20%		50%		$45		50%		10%

		Diagnostic X-Ray and Lab Tests		10%		50%		20%		50%		40%		50%		10%

		Advanced Imaging (MRI/PET/CAT Scans)		10%		50% up to $800 per procedure maximum		20%		50% up to $800 per procedure maximum		40%		50% up to $800 per procedure maximum		10%

		Inpatient Hospital Services - After Plan Deductible is Met

		Inpatient Hospitalization		10%		50% up to $1,000 maximum per day		20%		50% up to $1,000 maximum per day		40%		50% up to $1,000 maximum per day		10%

		Outpatient Services - After Plan Deductible is Met

		Outpatient Surgery		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Outpatient Lab and Imaging		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Emergency Services - After Plan Deductible is Met

		Ambulance Services		10%				20%				40%				10%

		Emergency Room		10%				20%				40% ($250 deductible)				10%

		Urgent Care - After Plan Deductible is Met

		Urgent Care Visits		10%		50%		20%		50%		$45		50%		10%

		1When using out-of-network providers, you are responsible for the deductible, coinsurance, and additional amounts exceeding the usual and customary charges. 

		2For Anthem CDHP 80 & Kaiser DHMO CDHP #8966: An individual member within a family has an embedded deductible of $2,800. This means that a single member enrolled in family coverage doesn't have to meet the full family deductible in order for after-deductible benefits to kick in. 

		Mental Health and Substance Abuse - After Plan Deductible is Met		In-Network		Out-of-Network		In-Network		Out-of-Network		In-Network		Out-of-Network		In-Network Benefits Only

		Inpatient Mental Health		10%		50% up to $1,000 maximum		20%		50% up to $1,000 maximum		40%		50% up to $1,000 maximum		10%

		Inpatient Detoxification		10%		50% up to $1,000 maximum		20%		50% up to $1,000 maximum		40%		50% up to $1,000 maximum		10%

		Outpatient Mental Health		10%		50%		20%		50%		40%		50%		10%

		Mental Health Office Visit		10%		50%		20%		50%		$45		50%		10%

		Outpatient Substance Abuse Evaluation		10%		50%		20%		50%		40%		50%		10%

		Substance Abuse Evaluation Office Visit		10%		50%		20%		50%		$45		50%		10%

		Other Practicioner Visits

		Acupunture		10%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		Chiropractor Services		10%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK ONLY

		Retail - After Plan Deductible is Met		30 days				30 days				30 days				30 days

		Generic		$10		50%		20% (not to exceed $250)		50%		$20		50%		$10

		Brand (Formulary/Preferred)		$30								$45				$30

		Brand (Non-Formulary/Non-Preferred)		$30								$60				$30

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Mail Order - After Plan Deductible is Met		90 days				90 days				90 days				100 days

		Generic		$20		Paper claim submission required		20% (not to exceed $250)		Paper claim submission required		$40		Paper claim submission required		$20

		Brand (Formulary/Preferred)		$60								$90				$60

		Brand (Non-Formulary/Preferred)		$60								$120				$60

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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HMO Comparison Prem (2)

		CSEBO MEDICAL COMPARISON

		HMO COMPARISON

		EFFECTIVE 10/1/2020 - 12/31/2021



		PLAN NUMBER		ANTHEM BLUE CROSS								KAISER PERMANENTE

				HMO 10				HMO 30				HMO 10				HMO 30

		GENERAL PLAN INFORMATION		IN-NETWORK				IN-NETWORK				IN-NETWORK				IN-NETWORK

		Annual Medical and Prescription Drug Combined Out-of-Pocket Limit

		Individual/Family		$1,500/$4,500				$5,000/$10,000				$1,500/$3,000				$1,500/$3,000

		Annual Medical Deductible

		Individual/Family		$0				$0				$0				$0

		Prescription Drug Deductible

		Per Individual		$0				$0				$0				$0

		Physician/Diagnostic Services

		Preventive Care		$0				$0				$0				$0

		TeleMedicine (Audio/Video Visits)		$0				$0				$0				$0

		Primary Care Office Visit		$10				$30				$10				$30

		Specialist Office Visit		$10				$40				$10				$30

		Diagnostic X-Ray and Lab Tests		$0				$0				$0				$0

		Advanced Imaging		$0				$100 per test				$0				$0

		Inpatient Hospital Services

		Inpatient Hospitalization		$0				30%				$0				$0

		Outpatient Services

		Outpatient Surgery		$0				30%				$10 per procedure				$30 per procedure

		Outpatient Lab and Imaging		$0				30%				$0				$0

		Emergency Services

		Ambulance Services		$0				$100 per trip				$50 per trip				$50 per trip

		Emergency Room		$50 copay, waived if admitted				$200/visit, waived if admitted				$50 copay, waived if admitted				$100 copay, waived if admitted

		Urgent Care		In-Network				In-Network				In-Network				In-Network

		Urgent Care Visits		$10				$30				$10				$30

		Mental Health and Substance Abuse

		Inpatient Mental Health		$0				30%				$0				$0

		Outpatient Mental Health Office Visit		$10				$30				$10				$30

		Inpatient Detoxification		$0				30%				$0				$0

		Outpatient Substance Abuse Evaluation Office Visit		$10				$30				$10				$30

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK				IN-NETWORK				IN-NETWORK				IN-NETWORK

		Retail		30 days				30 days				30 days				30 days

		Generic		$10				$15				$10				$15

		Brand (Formulary/Preferred)		$20				$30				$20				$30

		Brand (Non-Formulary/Non-Preferred)		$20				$50				$20				$30

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		$20				30% (not to exceed $150)				$20				30% (not to exceed $150)

		Mail Order		90 days				90 days				100 days				100 days

		Generic		$20				$15				$10				$15

		Brand (Formulary/Preferred)		$40				$60				$20				$30

		Brand (Non-Formulary/Non-Preferred)		$40				$100				$20				$30

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Delta Dental

		CSEBO DENTAL INSURANCE

		DELTA DENTAL PPO

		EFFECTIVE 10/1/2020 - 12/31/2021

		PLAN NAME		DELTA DENTAL PPO1

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK

		Calendar Year Annual Maximum

		Plan Pays a Maximum of:		$1,700		$1,500

		Incentive Levels

		Percentage level increases 10% for each consecutive year the dentist is visited, to a maximum of 100%.		70/80/90/100%		70/80/90/100%

		Diagnostic and Preventive Benefits 		Incentive Level Coverage

		Prophylaxis (Cleaning) Treatments		70/80/90/100%; limited to 2 per calendar year2		70/80/90/100%; limited to 2 per calendar year2

		Oral Examinations		70/80/90/100%; limited to 2 per calendar year2		70/80/90/100%; limited to 2 per calendar year2

		Full-Mouth X-Rays		70/80/90/100%; limited to 1 per 36 months2		70/80/90/100%; limited to 1 per 36 months2

		Bitewing X-Rays		70/80/90/100%; upon provider request, maximum of 2 per calendar year2		70/80/90/100%; upon provider request, maximum of 2 per calendar year2

		Periodontal Scaling and Root Planing		70/80/90/100%; limited to 1 each quadrant every 24 months		70/80/90/100%; limited to 1 each quadrant every 24 months

		Fluoride Treatments		70/80/90/100% limited to 2 per calendar year2		70/80/90/100% limited to 2 per calendar year2

		Space Maintainers		70/80/90/100%2		70/80/90/100%2

		Basic Benefits		Incentive Level Coverage

		Oral Surgery - Extractions		70/80/90/100%; limited to once per tooth per lifetime		70/80/90/100%; limited to once per tooth per lifetime

		Oral Surgery - Other Surgical Procedures		50-100% depending on procedure		50-100% depending on procedure

		Basic Benefits (continued)		Incentive Level Coverage

		Restorative Procedures - Amalgam, Silicate or Composite (Resin) Restorations (Fillings)		70/80/90/100%; limited to once per surface, per tooth within a 2 year period		70/80/90/100%; limited to once per surface, per tooth within a 2 year period

		Endodontic Treatments		70/80/90/100%; limitations apply		70/80/90/100%; limitations apply

		Periodontic Treatment		70/80/90/100%; limitations apply		70/80/90/100%; limitations apply

		Sealants		70/80/90/100%; limited to once per tooth within 3 year period, up to age 14.		70/80/90/100%; limited to once per tooth within 3 year period, up to age 14.

		Crowns, Inlays, Onlays and Cast Restoration Benefits		Incentive Level Coverage

		Crowns, Inlays, Onlays and Cast Restoration		70/80/90/100%; service on the same tooth only once every 5 years		70/80/90/100%; service on the same tooth only once every 5 years

		Prosthodontic Benefits		Incentive Level Coverage

		Removable - Partial Dentures, Full Dentures		50%; limited to once every 5 years		50%; limited to once every 5 years

		Fixed - Inlays, Onlays, Bridges		50%; limited to once every 5 years		50%; limited to once every 5 years

		Orthodontia Benefits		Incentive Level Coverage

		Coverage Eligibility		Adults and Children		Adults and Children

		Coverage Percentage		50%		50%

		Lifetime Individual Maximum		$1,000		$1,000

		1Reimbursement to providers is based on the PPO contracted fee for PPO dentists.  Premier contracted fees for Premier dentists and the program allowance for non-Delta Dental dentists.

		2Cleanings, Exams and X-ray costs do not count towards the calendar year annual maximum. 

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Certifi (2)

		CSEBO VISION INSURANCE

		PPO COMPARISON - certificated staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				BUY-UP

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Coverage		Contacts OR Glasses				Contacts OR Glasses

		Frame Allowance		$150		Up to $70		$250		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$250		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lens Enhancements (Negotiated Member Share Savings of 20-25%)1

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Custom Progressive Lenses		$150 - $175		Provider rate		$150 - $175		Provider rate

		Edge Polish		$36		Provider rate		$36		Provider rate

		High Index Lenses		$50 - $125		Provider rate		$50 - $125		Provider rate

		Light-Reactive Lenses		$75		Provider rate		$75		Provider rate

		Polarized Lenses		$57 - $101		Provider rate		$57 - $101		Provider rate

		Impact-Resistant Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Premium Progressive Lenses		$95 - $105		Provider rate		$95 - $105		Provider rate

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		Standard Progressive Lenses		$55		Provider rate		$55		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		1Costco Optical pricing already includes member savings.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Class (2)

		CSEBO VISION INSURANCE

		PPO COMPARISON - classified staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				Increase Buy-Up

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Coverage		Contacts OR Glasses				Contacts OR Glasses

		Frame Allowance		$150		Up to $70		$350		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$350		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lens Enhancements (Negotiated Member Share Savings of 20-25%)1

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Custom Progressive Lenses		$150 - $175		Provider rate		$150 - $175		Provider rate

		Edge Polish		$36		Provider rate		$36		Provider rate

		High Index Lenses		$50 - $125		Provider rate		$50 - $125		Provider rate

		Light-Reactive Lenses		$75		Provider rate		$75		Provider rate

		Polarized Lenses		$57 - $101		Provider rate		$57 - $101		Provider rate

		Impact-Resistant Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Premium Progressive Lenses		$95 - $105		Provider rate		$95 - $105		Provider rate

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		Standard Progressive Lenses		$55		Provider rate		$55		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		1Costco Optical pricing already includes member savings.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Certificate

		CSEBO VISION INSURANCE

		PPO COMPARISON - certificated staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				BUY-UP

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Frame Allowance		$150		Up to $70		$250		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$250		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lense Enhancements (Negotiated Member Share or Copay)

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Photochromatic Adaptive Lenses		$70 - $82		Provider rate		$70 - $82		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		Polycarbonate Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Progressive Lenses		$55 - $175		Up to $50		$55 - $175		Up to $50

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Class

		CSEBO VISION INSURANCE

		PPO COMPARISON - classified staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				Increase Buy-Up

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Frame Allowance		$150		Up to $70		$350		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$350		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lense Enhancements (Negotiated Member Share or Copay)

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Photochromatic Adaptive Lenses		$70 - $82		Provider rate		$70 - $82		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		Polycarbonate Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Progressive Lenses		$55 - $175		Up to $50		$55 - $175		Up to $50

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Optum EAP

		EMPLOYEE ASSISTANCE PROGRAM

		OPTUM

		EFFECTIVE 10/1/2020 - 12/31/2021



		TYPE OF PLAN		EMPLOYEE ASSISTANCE PROGRAM1

		GENERAL PLAN INFORMATION		IN-NETWORK BENEFITS

		Contact Information - 24-Hours per Day/7-Days per Week

		Phone		(888) 444-8624

		Web		www.liveandworkwell.com

		Access Code		CSEBO

		EAP Benefits		Copays/Coinsurance

		5 Face-To-Face Visits per Problem per Year		$0

		Covered Visits 2		Copays/Coinsurance

		Child/Parenting Services		$0

		Adult/Elder Support		$0

		Financial Resources		$0

		Legal/Mediation Resources		$0

		Chronic Condition Support		$0

		Life Learning/Educational Support Services		$0

		Convenience Services		$0

		1The Employee Assistance Program is a benefit that is provided to each benefit-eligible employee of the OVSD at no charge. You do not need to "select" this plan, eligible employees will automatically have access to these benefits.

		2 You must obtain prior-authorization through Optum prior to face-to-face consulting services. Please contact (888) 444-8624 to obtain authorization for face-to-face visits and for access to the full WorkLife program.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.
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CSEB O  MED ICAL INSUR ANCE
CO NSUMER -D IR ECTED  H EALTH  P LANS (CD H P )  CO MP AR ISO N
EFFECTIVE 1 / 1 /2 0 2 2  - 12 /3 1/2 0 2 2

GENER AL P LAN INF OR MAT ION IN-NET WOR K
OU T -OF -

NET WOR K 1 IN-NET WOR K
OU T -OF -

NET WOR K 1 IN-NET WOR K
OU T -OF -

NET WOR K 1

Individual/Family $3,000/$6,000 Unlimited $5,000/$10,000 Unlimited $7,050/$14,100 Unlimited

Individual/Family $1,400/$2,800 $4,000/$8,000 $1,500/$3,0002 $4,500/$9,000 $2,800/$5,600 $5,000/$10,000

Type of Plan

Referrals Required?
Plan Coinsurance, After Deductible is Met 90% 50% 80% 50% 60% 50%

HSA-Compatible Plan:
2022 Individual Maximum Contribution:

2022 Family Maximum Contribution:
Over 55 HSA Contribution Catch-Up:

Preventive Care $0 50% $0 50% $0 50%
Primary Care Office Visit 10% 50% 20% 50% $45 50%

Specialist Office Visit 10% 50% 20% 50% $45 50%
Diagnostic X-Ray and Lab Tests 10% 50% 20% 50% 40% 50%

Advanced Imaging (MRI/PET/CAT Scans) 10%
50% up to $800 per 

procedure 
maximum

20%
50% up to $800 per 

procedure 
maximum

40%
50% up to $800 per 

procedure 
maximum

Inpatient Hospitalization 10%
50% up to $1,000 

maximum per day
20%

50% up to $1,000 
maximum per day

40%
50% up to $1,000 

maximum per day

Outpatient Surgery 10%
50% up to $350 

maximum
20%

50% up to $350 
maximum

40%
50% up to $350 

maximum

Outpatient Lab and Imaging 10%
50% up to $350 

maximum
20%

50% up to $350 
maximum

40%
50% up to $350 

maximum

 
 

       
  

  

Outpatient Services - After Plan Deductible is Met

10%

10%

       

10%

10%

Inpatient Hospital Services - After Plan Deductible is Met

10%

$0
10%
10%

$1,000 $1,000 $1,000 $1,000
Physician/Diagnostic Services - After Plan Deductible is Met

$3,650 $3,650 $3,650 $3,650
$7,300 $7,300 $7,300 $7,300

Health Savings Account (HSA) Compatibility
Yes Yes Yes Yes

No No No Yes
90%

$1,500/$3,0001

Plan Information

Preferred Provider Organiztion (PPO) Preferred Provider Organiztion (PPO) Preferred Provider Organiztion (PPO)
Health Maintenance Organization 

(HMO)

IN-NET WOR K  ONLY

Annual Medical and Prescription Drug Combined Out-of-Pocket Limit
$3,000/$6,000

Annual Combined Medical Deductible and Prescription Drug Deductible - Plan deductible applies unless otherwise stated 

P LAN NU MBER
ANT HEM BLU E CR OSS K AISER  P ER MANENT E

CD HP  90 CD HP  80 CD HP  60 D HMO CD HP  #8966

CDHP 80 & Kaiser CDHP 
cap individuals to a 
$2,800 deductible.


PPO Comparison No Prem (3)

		CSEBO MEDICAL INSURANCE

		PPO COMPARISON

		EFFECTIVE 1/1/2022 - 12/31/2022

		PLAN NUMBER		PPO 90				PPO 80				WELLNESS PPO

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1

		Annual Medical Out-of-Pocket Limit2

		Individual/Family		$2,000/$6,000		Unlimited		$3,000/$9,000		Unlimited		$5,000/$12,700		Unlimited

		Annual Medical Deductible2 - Plan Deductible Applies Unless Otherwise Stated

		Individual/Family		$500/$1,500		$1,000/$3,000		$750/$2,250		$1,500/$4,500		$1,250/$3,7503		$2,500/$7,5003

		Coinsurance, After Deductible is Met

		Plan Pays:		90%		50%		80%		50%		70%		50%

		Physician/Diagnostic Services - Coinsurance After Deductible is Met

		Preventive Care		$0		Not Covered		$0		Not Covered		$0		Not Covered

		Primary Care Office Visit		$10		50%		$20		50%		$30		50%

		Specialist Office Visit		$10		50%		$30		50%		$40		50%

		Diagnostic X-Ray and Lab Tests		10%		50%		20%		50%		30%		50%

		Advanced Imaging (MRI/PET/CAT Scans)		10%		50% up to $800 per procedure maximum		20%		50% up to $800 per procedure maximum		30%		50% up to $800 per procedure maximum

		Inpatient Hospital Services

		Inpatient Hospitalization		10%4		50%4 up to $1,000 maximum per day		20%4		50%4 up to $1,000 maximum per day		30%4		50%4 up to $1,000 maximum per day

		Outpatient Services

		Outpatient Surgery		10%4		50%4 up to $350 per day maximum		20%4		50%4 up to $350 per day maximum		30%4		50%4 up to $350 per day maximum

		Outpatient Lab and Imaging		10%4		50%4 up to $350 per procedure maximum		20%4		50%4 up to $350 per procedure maximum		30%4		50%4 up to $350 per procedure maximum

		Emergency Services

		Ambulance Services		10%				20%				30%

		Emergency Room		10%				20%				30%

		Urgent Care

		Urgent Care Visits		$10		50%		$20		50%		$30		50%

		1When using out-of-network providers, you are responsible for the deductible, coinsurance, and additional amounts exceeding the usual and customary charges. 

		2The family deductible and out-of-pocket maximum are embedded meaning the cost shares of one family member will be applied to the individual deductible and individual out-of-pocket maximum; in addition, amounts for all family members apply to the family deductible and family out-of-pocket maximum. No one member will pay more than the individual deductible and individual out-of-pocket maximum. 

		3A total of $250 credits for each member in your family are available to lower your deductible. Please see supplementary plan documents for more information. 

		4$250 deductible applies if utilization review is not obtained (waived for emergency admissions).

		Mental Health and Substance Abuse

		Inpatient Mental Health		10%4		50%4 up to $1,000 maximum per day		20%4		50%4 up to $1,000 maximum per day		30%4		50%4 up to $1,000 maximum per day

		Outpatient Mental Health Office Visit		$10		50%		$20		50%		$30		50%

		Other Outpatient Mental Health Services		10%		50%		20%		50%		30%		50%

		Other Practitioner Visits

		Acupuncture		10%		Not Covered		20%		Not Covered		30%		Not Covered

		Chiropractor Services		10%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%		50%, maximum of 6 visits per calendar year, then plan pays 0%		30%		50%, maximum of 6 visits per calendar year, then plan pays 0%

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK

		Annual Prescription Drug Out-of-Pocket Limit

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

		Prescription Drug Deductible

		Per Individual		$0				$0				$0

		Prescription Drug Formulary

		Formulary (Covered Drugs)		National 3-Tier				National 3-Tier				Essential 4-Tier

		Retail		30-Day Supply				30-Day Supply				30-Day Supply

		Generic		$5 min copay/ or 20% up to a $25 max copay		Paper claim submission required		$10		Paper claim submission required		$10		Paper claim submission required

		Brand (Formulary/Preferred)						$20				$20

		Brand (Non-Formulary/Non-Preferred)						$35				$35

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		Same as Retail Brand				Same as Retail Brand				20% up to $150 max copay

		Mail Order		90-Day Supply				90-Day Supply				90-Day Supply

		Generic		$5		Paper claim submission required		$20		Paper claim submission required		$20		Paper claim submission required

		Brand (Formulary/Preferred)		$5				$40				$40

		Brand (Non-Formulary/Non-Preferred)		$5				$70				$70

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		$5				$70				20% up to $150 max copay

		4$250 deductible applies if utilization review is not obtained (waived for emergency admissions).

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the EOC, the EOC will prevail.
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Proposed CDHP Plans (3)

		CSEBO MEDICAL INSURANCE

		CONSUMER-DIRECTED HEALTH PLANS (CDHP) COMPARISON

		EFFECTIVE 1/1/2022 - 12/31/2022



		PLAN NUMBER						ANTHEM BLUE CROSS								KAISER PERMANENTE

				CDHP 90				CDHP 80				CDHP 60				DHMO CDHP #8966

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK ONLY

		Annual Medical and Prescription Drug Combined Out-of-Pocket Limit

		Individual/Family		$3,000/$6,000		Unlimited		$5,000/$10,000		Unlimited		$7,050/$14,100		Unlimited		$3,000/$6,000

		Annual Combined Medical Deductible and Prescription Drug Deductible - Plan deductible applies unless otherwise stated 

		Individual/Family		$1,400/$2,800		$4,000/$8,000		$1,500/$3,0002		$4,500/$9,000		$2,800/$5,600		$5,000/$10,000		$1,500/$3,0001

		Plan Information

		Type of Plan		Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Health Maintenance Organization (HMO)

		Referrals Required?		No				No				No				Yes

		Plan Coinsurance, After Deductible is Met		90%		50%		80%		50%		60%		50%		90%

		Health Savings Account (HSA) Compatibility

		HSA-Compatible Plan:		Yes				Yes				Yes				Yes

		2022 Individual Maximum Contribution:		$3,650				$3,650				$3,650				$3,650

		2022 Family Maximum Contribution:		$7,300				$7,300				$7,300				$7,300

		Over 55 HSA Contribution Catch-Up:		$1,000				$1,000				$1,000				$1,000

		Physician/Diagnostic Services - After Plan Deductible is Met

		Preventive Care		$0		50%		$0		50%		$0		50%		$0

		Primary Care Office Visit		10%		50%		20%		50%		$45		50%		10%

		Specialist Office Visit		10%		50%		20%		50%		$45		50%		10%

		Diagnostic X-Ray and Lab Tests		10%		50%		20%		50%		40%		50%		10%

		Advanced Imaging (MRI/PET/CAT Scans)		10%		50% up to $800 per procedure maximum		20%		50% up to $800 per procedure maximum		40%		50% up to $800 per procedure maximum		10%

		Inpatient Hospital Services - After Plan Deductible is Met

		Inpatient Hospitalization		10%		50% up to $1,000 maximum per day		20%		50% up to $1,000 maximum per day		40%		50% up to $1,000 maximum per day		10%

		Outpatient Services - After Plan Deductible is Met

		Outpatient Surgery		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Outpatient Lab and Imaging		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Emergency Services - After Plan Deductible is Met

		Ambulance Services		10%				20%				40%				10%

		Emergency Room		10%				20%				40% ($250 deductible)				10%

		Urgent Care - After Plan Deductible is Met

		Urgent Care Visits		10%		50%		20%		50%		$45		50%		10%

		1When using out-of-network providers, you are responsible for the deductible, coinsurance, and additional amounts exceeding the usual and customary charges. 

		2For Anthem CDHP 80 & Kaiser DHMO CDHP #8966: An individual member within a family has an embedded deductible of $2,800. This means that a single member enrolled in family coverage doesn't have to meet the full family deductible in order for after-deductible benefits to kick in. 

		Mental Health and Substance Abuse - After Plan Deductible is Met

		Inpatient Mental Health		10%		50% up to $1,000 maximum		20%		50% up to $1,000 maximum		40%		50% up to $1,000 maximum		10%

		Outpatient Mental Health Office Visit		10%		50%		20%		50%		$45		50%		10%

		Other Outpatient Mental Health Services		10%		50%		20%		50%		40%		50%		10%

		Other Practicioner Visits - After Plan Deductible is Met

		Acupunture		10%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		Chiropractor Services		10%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK ONLY

		Annual Prescription Drug Out-of-Pocket Limit

		Individual/Family		Combined with Medical				Combined with Medical				Combined with Medical				Combined with Medical

		Prescription Drug Deductible

		Individual/Family		Combined with Medical				Combined with Medical				Combined with Medical				Combined with Medical

		Prescription Drug Formulary

		Formulary (Covered Drugs)		National 4-Tier				National 4-Tier				National 4-Tier				CA Commercial 3-Tier

		Retail - After Plan Deductible is Met		30 days				30 days				30 days				30 days

		Generic		$10		50%		20% (not to exceed $250)		50%		$20		50%		$10

		Brand (Formulary/Preferred)		$30								$45				$30

		Brand (Non-Formulary/Non-Preferred)		$30								$60				$30

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Mail Order - After Plan Deductible is Met		90 days				90 days				90 days				100 days

		Generic		$20		Paper claim submission required		20% (not to exceed $250)		Paper claim submission required		$40		Paper claim submission required		$20

		Brand (Formulary/Preferred)		$60								$90				$60

		Brand (Non-Formulary/Preferred)		$60								$120				$60

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the EOC, the EOC will prevail.
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Proposed CDHP Plans

		CSEBO MEDICAL INSURANCE

		CONSUMER-DIRECTED HEALTH PLAN (CDHP) COMPARISON

		EFFECTIVE 10/1/2020 - 12/31/2021

		PLAN NUMBER						ANTHEM BLUE CROSS								KAISER PERMANENTE

				CDHP 90				CDHP 80				CDHP 60				DHMO CDHP #8966

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK ONLY

		Annual Medical and Prescription Drug Combined Out-of-Pocket Limit

		Individual/Family		$3,000/$6,000		Unlimited		$5,000/$10,000		Unlimited		$6,900/$13,800		Unlimited		$3,000/$6,000

		Annual Combined Medical Deductible and Prescription Drug Deductible - Plan deductible applies unless otherwise stated 

		Individual/Family		$1,400/$2,800		$4,000/$8,000		$1,500/$3,0002		$4,500/$9,000		$2,800/$5,600		$5,000/$10,000		$1,500/$3,0001

		Plan Information

		Type of Plan		Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Health Maintenance Organization (HMO)

		Referrals Required?		No				No				No				Yes

		Plan Coinsurance, After Deductible is Met		90%		50%		80%		50%		60%		50%		90%

		Health Savings Account (HSA) Compatibility

		HSA-Compatible Plan:		Yes				Yes				Yes				Yes

		2019 Individual Maximum Contribution:		$3,500				$3,500				$3,500				$3,500

		2019 Family Maximum Contribution:		$7,000				$7,000				$7,000				$7,000

		Physician/Diagnostic Services - After Plan Deductible is Met

		Preventive Care		$0		50%		$0		50%		$0		50%		$0

		Primary Care Office Visit		10%		50%		20%		50%		$45		50%		10%

		Specialist Office Visit		10%		50%		20%		50%		$45		50%		10%

		Diagnostic X-Ray and Lab Tests		10%		50%		20%		50%		40%		50%		10%

		Advanced Imaging (MRI/PET/CAT Scans)		10%		50% up to $800 per procedure maximum		20%		50% up to $800 per procedure maximum		40%		50% up to $800 per procedure maximum		10%

		Inpatient Hospital Services - After Plan Deductible is Met

		Inpatient Hospitalization		10%		50% up to $1,000 maximum per day		20%		50% up to $1,000 maximum per day		40%		50% up to $1,000 maximum per day		10%

		Outpatient Services - After Plan Deductible is Met

		Outpatient Surgery		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Outpatient Lab and Imaging		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Emergency Services - After Plan Deductible is Met

		Ambulance Services		10%				20%				40%				10%

		Emergency Room		10%				20%				40% ($250 deductible)				10%

		Urgent Care - After Plan Deductible is Met

		Urgent Care Visits		10%		50%		20%		50%		$45		50%		10%

		1When using out-of-network providers, you are responsible for the deductible, coinsurance, and additional amounts exceeding the usual and customary charges. 

		2For Anthem CDHP 80 & Kaiser DHMO CDHP #8966: An individual member within a family has an embedded deductible of $2,800. This means that a single member enrolled in family coverage doesn't have to meet the full family deductible in order for after-deductible benefits to kick in. 

		Mental Health and Substance Abuse - After Plan Deductible is Met		In-Network		Out-of-Network		In-Network		Out-of-Network		In-Network		Out-of-Network		In-Network Benefits Only

		Inpatient Mental Health		10%		50% up to $1,000 maximum		20%		50% up to $1,000 maximum		40%		50% up to $1,000 maximum		10%

		Inpatient Detoxification		10%		50% up to $1,000 maximum		20%		50% up to $1,000 maximum		40%		50% up to $1,000 maximum		10%

		Outpatient Mental Health		10%		50%		20%		50%		40%		50%		10%

		Mental Health Office Visit		10%		50%		20%		50%		$45		50%		10%

		Outpatient Substance Abuse Evaluation		10%		50%		20%		50%		40%		50%		10%

		Substance Abuse Evaluation Office Visit		10%		50%		20%		50%		$45		50%		10%

		Other Practicioner Visits

		Acupunture		10%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		Chiropractor Services		10%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK ONLY

		Retail - After Plan Deductible is Met		30 days				30 days				30 days				30 days

		Generic		$10		50%		20% (not to exceed $250)		50%		$20		50%		$10

		Brand (Formulary/Preferred)		$30								$45				$30

		Brand (Non-Formulary/Non-Preferred)		$30								$60				$30

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Mail Order - After Plan Deductible is Met		90 days				90 days				90 days				100 days

		Generic		$20		Paper claim submission required		20% (not to exceed $250)		Paper claim submission required		$40		Paper claim submission required		$20

		Brand (Formulary/Preferred)		$60								$90				$60

		Brand (Non-Formulary/Preferred)		$60								$120				$60

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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HMO Comparison Prem (2)

		CSEBO MEDICAL COMPARISON

		HMO COMPARISON

		EFFECTIVE 10/1/2020 - 12/31/2021



		PLAN NUMBER		ANTHEM BLUE CROSS								KAISER PERMANENTE

				HMO 10				HMO 30				HMO 10				HMO 30

		GENERAL PLAN INFORMATION		IN-NETWORK				IN-NETWORK				IN-NETWORK				IN-NETWORK

		Annual Medical and Prescription Drug Combined Out-of-Pocket Limit

		Individual/Family		$1,500/$4,500				$5,000/$10,000				$1,500/$3,000				$1,500/$3,000

		Annual Medical Deductible

		Individual/Family		$0				$0				$0				$0

		Prescription Drug Deductible

		Per Individual		$0				$0				$0				$0

		Physician/Diagnostic Services

		Preventive Care		$0				$0				$0				$0

		TeleMedicine (Audio/Video Visits)		$0				$0				$0				$0

		Primary Care Office Visit		$10				$30				$10				$30

		Specialist Office Visit		$10				$40				$10				$30

		Diagnostic X-Ray and Lab Tests		$0				$0				$0				$0

		Advanced Imaging		$0				$100 per test				$0				$0

		Inpatient Hospital Services

		Inpatient Hospitalization		$0				30%				$0				$0

		Outpatient Services

		Outpatient Surgery		$0				30%				$10 per procedure				$30 per procedure

		Outpatient Lab and Imaging		$0				30%				$0				$0

		Emergency Services

		Ambulance Services		$0				$100 per trip				$50 per trip				$50 per trip

		Emergency Room		$50 copay, waived if admitted				$200/visit, waived if admitted				$50 copay, waived if admitted				$100 copay, waived if admitted

		Urgent Care		In-Network				In-Network				In-Network				In-Network

		Urgent Care Visits		$10				$30				$10				$30

		Mental Health and Substance Abuse

		Inpatient Mental Health		$0				30%				$0				$0

		Outpatient Mental Health Office Visit		$10				$30				$10				$30

		Inpatient Detoxification		$0				30%				$0				$0

		Outpatient Substance Abuse Evaluation Office Visit		$10				$30				$10				$30

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK				IN-NETWORK				IN-NETWORK				IN-NETWORK

		Retail		30 days				30 days				30 days				30 days

		Generic		$10				$15				$10				$15

		Brand (Formulary/Preferred)		$20				$30				$20				$30

		Brand (Non-Formulary/Non-Preferred)		$20				$50				$20				$30

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		$20				30% (not to exceed $150)				$20				30% (not to exceed $150)

		Mail Order		90 days				90 days				100 days				100 days

		Generic		$20				$15				$10				$15

		Brand (Formulary/Preferred)		$40				$60				$20				$30

		Brand (Non-Formulary/Non-Preferred)		$40				$100				$20				$30

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Delta Dental

		CSEBO DENTAL INSURANCE

		DELTA DENTAL PPO

		EFFECTIVE 10/1/2020 - 12/31/2021

		PLAN NAME		DELTA DENTAL PPO1

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK

		Calendar Year Annual Maximum

		Plan Pays a Maximum of:		$1,700		$1,500

		Incentive Levels

		Percentage level increases 10% for each consecutive year the dentist is visited, to a maximum of 100%.		70/80/90/100%		70/80/90/100%

		Diagnostic and Preventive Benefits 		Incentive Level Coverage

		Prophylaxis (Cleaning) Treatments		70/80/90/100%; limited to 2 per calendar year2		70/80/90/100%; limited to 2 per calendar year2

		Oral Examinations		70/80/90/100%; limited to 2 per calendar year2		70/80/90/100%; limited to 2 per calendar year2

		Full-Mouth X-Rays		70/80/90/100%; limited to 1 per 36 months2		70/80/90/100%; limited to 1 per 36 months2

		Bitewing X-Rays		70/80/90/100%; upon provider request, maximum of 2 per calendar year2		70/80/90/100%; upon provider request, maximum of 2 per calendar year2

		Periodontal Scaling and Root Planing		70/80/90/100%; limited to 1 each quadrant every 24 months		70/80/90/100%; limited to 1 each quadrant every 24 months

		Fluoride Treatments		70/80/90/100% limited to 2 per calendar year2		70/80/90/100% limited to 2 per calendar year2

		Space Maintainers		70/80/90/100%2		70/80/90/100%2

		Basic Benefits		Incentive Level Coverage

		Oral Surgery - Extractions		70/80/90/100%; limited to once per tooth per lifetime		70/80/90/100%; limited to once per tooth per lifetime

		Oral Surgery - Other Surgical Procedures		50-100% depending on procedure		50-100% depending on procedure

		Basic Benefits (continued)		Incentive Level Coverage

		Restorative Procedures - Amalgam, Silicate or Composite (Resin) Restorations (Fillings)		70/80/90/100%; limited to once per surface, per tooth within a 2 year period		70/80/90/100%; limited to once per surface, per tooth within a 2 year period

		Endodontic Treatments		70/80/90/100%; limitations apply		70/80/90/100%; limitations apply

		Periodontic Treatment		70/80/90/100%; limitations apply		70/80/90/100%; limitations apply

		Sealants		70/80/90/100%; limited to once per tooth within 3 year period, up to age 14.		70/80/90/100%; limited to once per tooth within 3 year period, up to age 14.

		Crowns, Inlays, Onlays and Cast Restoration Benefits		Incentive Level Coverage

		Crowns, Inlays, Onlays and Cast Restoration		70/80/90/100%; service on the same tooth only once every 5 years		70/80/90/100%; service on the same tooth only once every 5 years

		Prosthodontic Benefits		Incentive Level Coverage

		Removable - Partial Dentures, Full Dentures		50%; limited to once every 5 years		50%; limited to once every 5 years

		Fixed - Inlays, Onlays, Bridges		50%; limited to once every 5 years		50%; limited to once every 5 years

		Orthodontia Benefits		Incentive Level Coverage

		Coverage Eligibility		Adults and Children		Adults and Children

		Coverage Percentage		50%		50%

		Lifetime Individual Maximum		$1,000		$1,000

		1Reimbursement to providers is based on the PPO contracted fee for PPO dentists.  Premier contracted fees for Premier dentists and the program allowance for non-Delta Dental dentists.

		2Cleanings, Exams and X-ray costs do not count towards the calendar year annual maximum. 

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Certifi (2)

		CSEBO VISION INSURANCE

		PPO COMPARISON - certificated staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				BUY-UP

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Coverage		Contacts OR Glasses				Contacts OR Glasses

		Frame Allowance		$150		Up to $70		$250		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$250		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lens Enhancements (Negotiated Member Share Savings of 20-25%)1

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Custom Progressive Lenses		$150 - $175		Provider rate		$150 - $175		Provider rate

		Edge Polish		$36		Provider rate		$36		Provider rate

		High Index Lenses		$50 - $125		Provider rate		$50 - $125		Provider rate

		Light-Reactive Lenses		$75		Provider rate		$75		Provider rate

		Polarized Lenses		$57 - $101		Provider rate		$57 - $101		Provider rate

		Impact-Resistant Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Premium Progressive Lenses		$95 - $105		Provider rate		$95 - $105		Provider rate

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		Standard Progressive Lenses		$55		Provider rate		$55		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		1Costco Optical pricing already includes member savings.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Class (2)

		CSEBO VISION INSURANCE

		PPO COMPARISON - classified staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				Increase Buy-Up

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Coverage		Contacts OR Glasses				Contacts OR Glasses

		Frame Allowance		$150		Up to $70		$350		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$350		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lens Enhancements (Negotiated Member Share Savings of 20-25%)1

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Custom Progressive Lenses		$150 - $175		Provider rate		$150 - $175		Provider rate

		Edge Polish		$36		Provider rate		$36		Provider rate

		High Index Lenses		$50 - $125		Provider rate		$50 - $125		Provider rate

		Light-Reactive Lenses		$75		Provider rate		$75		Provider rate

		Polarized Lenses		$57 - $101		Provider rate		$57 - $101		Provider rate

		Impact-Resistant Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Premium Progressive Lenses		$95 - $105		Provider rate		$95 - $105		Provider rate

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		Standard Progressive Lenses		$55		Provider rate		$55		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		1Costco Optical pricing already includes member savings.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 



&G	Page &P of &N	&G




Vision Comparison - Certificate

		CSEBO VISION INSURANCE

		PPO COMPARISON - certificated staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				BUY-UP

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Frame Allowance		$150		Up to $70		$250		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$250		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lense Enhancements (Negotiated Member Share or Copay)

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Photochromatic Adaptive Lenses		$70 - $82		Provider rate		$70 - $82		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		Polycarbonate Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Progressive Lenses		$55 - $175		Up to $50		$55 - $175		Up to $50

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Class

		CSEBO VISION INSURANCE

		PPO COMPARISON - classified staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				Increase Buy-Up

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Frame Allowance		$150		Up to $70		$350		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$350		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lense Enhancements (Negotiated Member Share or Copay)

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Photochromatic Adaptive Lenses		$70 - $82		Provider rate		$70 - $82		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		Polycarbonate Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Progressive Lenses		$55 - $175		Up to $50		$55 - $175		Up to $50

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Optum EAP

		EMPLOYEE ASSISTANCE PROGRAM

		OPTUM

		EFFECTIVE 10/1/2020 - 12/31/2021



		TYPE OF PLAN		EMPLOYEE ASSISTANCE PROGRAM1

		GENERAL PLAN INFORMATION		IN-NETWORK BENEFITS

		Contact Information - 24-Hours per Day/7-Days per Week

		Phone		(888) 444-8624

		Web		www.liveandworkwell.com

		Access Code		CSEBO

		EAP Benefits		Copays/Coinsurance

		5 Face-To-Face Visits per Problem per Year		$0

		Covered Visits 2		Copays/Coinsurance

		Child/Parenting Services		$0

		Adult/Elder Support		$0

		Financial Resources		$0

		Legal/Mediation Resources		$0

		Chronic Condition Support		$0

		Life Learning/Educational Support Services		$0

		Convenience Services		$0

		1The Employee Assistance Program is a benefit that is provided to each benefit-eligible employee of the OVSD at no charge. You do not need to "select" this plan, eligible employees will automatically have access to these benefits.

		2 You must obtain prior-authorization through Optum prior to face-to-face consulting services. Please contact (888) 444-8624 to obtain authorization for face-to-face visits and for access to the full WorkLife program.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.
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CSEB O  MED ICAL INSUR ANCE
CO NSUMER -D IR ECTED  H EALTH  P LANS (CD H P )  CO MP AR ISO N
EFFECTIVE 1 / 1 /2 0 2 2  - 12 /3 1/2 0 2 2

GENER AL P LAN INF OR MAT ION IN-NET WOR K
OU T -OF -

NET WOR K 1 IN-NET WOR K
OU T -OF -

NET WOR K 1 IN-NET WOR K
OU T -OF -

NET WOR K 1

Individual/Family $3,000/$6,000 Unlimited $5,000/$10,000 Unlimited $7,050/$14,100 Unlimited

Individual/Family $1,400/$2,800 $4,000/$8,000 $1,500/$3,0002 $4,500/$9,000 $2,800/$5,600 $5,000/$10,000

Type of Plan

Referrals Required?
Plan Coinsurance, After Deductible is Met 90% 50% 80% 50% 60% 50%

HSA-Compatible Plan:
2022 Individual Maximum Contribution:

2022 Family Maximum Contribution:
Over 55 HSA Contribution Catch-Up:

Preventive Care $0 50% $0 50% $0 50%
Primary Care Office Visit 10% 50% 20% 50% $45 50%

Specialist Office Visit 10% 50% 20% 50% $45 50%
Diagnostic X-Ray and Lab Tests 10% 50% 20% 50% 40% 50%

Advanced Imaging (MRI/PET/CAT Scans) 10%
50% up to $800 per 

procedure 
maximum

20%
50% up to $800 per 

procedure 
maximum

40%
50% up to $800 per 

procedure 
maximum

Inpatient Hospitalization 10%
50% up to $1,000 

maximum per day
20%

50% up to $1,000 
maximum per day

40%
50% up to $1,000 

maximum per day

Outpatient Surgery 10%
50% up to $350 

maximum
20%

50% up to $350 
maximum

40%
50% up to $350 

maximum

Outpatient Lab and Imaging 10%
50% up to $350 

maximum
20%

50% up to $350 
maximum

40%
50% up to $350 

maximum

 
 

       
  

  

Outpatient Services - After Plan Deductible is Met

10%

10%

       

10%

10%

Inpatient Hospital Services - After Plan Deductible is Met

10%

$0
10%
10%

$1,000 $1,000 $1,000 $1,000
Physician/Diagnostic Services - After Plan Deductible is Met

$3,650 $3,650 $3,650 $3,650
$7,300 $7,300 $7,300 $7,300

Health Savings Account (HSA) Compatibility
Yes Yes Yes Yes

No No No Yes
90%

$1,500/$3,0001

Plan Information

Preferred Provider Organiztion (PPO) Preferred Provider Organiztion (PPO) Preferred Provider Organiztion (PPO)
Health Maintenance Organization 

(HMO)

IN-NET WOR K  ONLY

Annual Medical and Prescription Drug Combined Out-of-Pocket Limit
$3,000/$6,000

Annual Combined Medical Deductible and Prescription Drug Deductible - Plan deductible applies unless otherwise stated 

P LAN NU MBER
ANT HEM BLU E CR OSS K AISER  P ER MANENT E

CD HP  90 CD HP  80 CD HP  60 D HMO CD HP  #8966

CDHP 80 & Kaiser CDHP 
cap individuals to 
individual OOPM.


PPO Comparison No Prem (3)

		CSEBO MEDICAL INSURANCE

		PPO COMPARISON

		EFFECTIVE 1/1/2022 - 12/31/2022

		PLAN NUMBER		PPO 90				PPO 80				WELLNESS PPO

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1

		Annual Medical Out-of-Pocket Limit2

		Individual/Family		$2,000/$6,000		Unlimited		$3,000/$9,000		Unlimited		$5,000/$12,700		Unlimited

		Annual Medical Deductible2 - Plan Deductible Applies Unless Otherwise Stated

		Individual/Family		$500/$1,500		$1,000/$3,000		$750/$2,250		$1,500/$4,500		$1,250/$3,7503		$2,500/$7,5003

		Coinsurance, After Deductible is Met

		Plan Pays:		90%		50%		80%		50%		70%		50%

		Physician/Diagnostic Services - Coinsurance After Deductible is Met

		Preventive Care		$0		Not Covered		$0		Not Covered		$0		Not Covered

		Primary Care Office Visit		$10		50%		$20		50%		$30		50%

		Specialist Office Visit		$10		50%		$30		50%		$40		50%

		Diagnostic X-Ray and Lab Tests		10%		50%		20%		50%		30%		50%

		Advanced Imaging (MRI/PET/CAT Scans)		10%		50% up to $800 per procedure maximum		20%		50% up to $800 per procedure maximum		30%		50% up to $800 per procedure maximum

		Inpatient Hospital Services

		Inpatient Hospitalization		10%4		50%4 up to $1,000 maximum per day		20%4		50%4 up to $1,000 maximum per day		30%4		50%4 up to $1,000 maximum per day

		Outpatient Services

		Outpatient Surgery		10%4		50%4 up to $350 per day maximum		20%4		50%4 up to $350 per day maximum		30%4		50%4 up to $350 per day maximum

		Outpatient Lab and Imaging		10%4		50%4 up to $350 per procedure maximum		20%4		50%4 up to $350 per procedure maximum		30%4		50%4 up to $350 per procedure maximum

		Emergency Services

		Ambulance Services		10%				20%				30%

		Emergency Room		10%				20%				30%

		Urgent Care

		Urgent Care Visits		$10		50%		$20		50%		$30		50%

		1When using out-of-network providers, you are responsible for the deductible, coinsurance, and additional amounts exceeding the usual and customary charges. 

		2The family deductible and out-of-pocket maximum are embedded meaning the cost shares of one family member will be applied to the individual deductible and individual out-of-pocket maximum; in addition, amounts for all family members apply to the family deductible and family out-of-pocket maximum. No one member will pay more than the individual deductible and individual out-of-pocket maximum. 

		3A total of $250 credits for each member in your family are available to lower your deductible. Please see supplementary plan documents for more information. 

		4$250 deductible applies if utilization review is not obtained (waived for emergency admissions).

		Mental Health and Substance Abuse

		Inpatient Mental Health		10%4		50%4 up to $1,000 maximum per day		20%4		50%4 up to $1,000 maximum per day		30%4		50%4 up to $1,000 maximum per day

		Outpatient Mental Health Office Visit		$10		50%		$20		50%		$30		50%

		Other Outpatient Mental Health Services		10%		50%		20%		50%		30%		50%

		Other Practitioner Visits

		Acupuncture		10%		Not Covered		20%		Not Covered		30%		Not Covered

		Chiropractor Services		10%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%		50%, maximum of 6 visits per calendar year, then plan pays 0%		30%		50%, maximum of 6 visits per calendar year, then plan pays 0%

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK

		Annual Prescription Drug Out-of-Pocket Limit

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

		Prescription Drug Deductible

		Per Individual		$0				$0				$0

		Prescription Drug Formulary

		Formulary (Covered Drugs)		National 3-Tier				National 3-Tier				Essential 4-Tier

		Retail		30-Day Supply				30-Day Supply				30-Day Supply

		Generic		$5 min copay/ or 20% up to a $25 max copay		Paper claim submission required		$10		Paper claim submission required		$10		Paper claim submission required

		Brand (Formulary/Preferred)						$20				$20

		Brand (Non-Formulary/Non-Preferred)						$35				$35

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		Same as Retail Brand				Same as Retail Brand				20% up to $150 max copay

		Mail Order		90-Day Supply				90-Day Supply				90-Day Supply

		Generic		$5		Paper claim submission required		$20		Paper claim submission required		$20		Paper claim submission required

		Brand (Formulary/Preferred)		$5				$40				$40

		Brand (Non-Formulary/Non-Preferred)		$5				$70				$70

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		$5				$70				20% up to $150 max copay

		4$250 deductible applies if utilization review is not obtained (waived for emergency admissions).

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the EOC, the EOC will prevail.
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Proposed CDHP Plans (3)

		CSEBO MEDICAL INSURANCE

		CONSUMER-DIRECTED HEALTH PLANS (CDHP) COMPARISON

		EFFECTIVE 1/1/2022 - 12/31/2022



		PLAN NUMBER						ANTHEM BLUE CROSS								KAISER PERMANENTE

				CDHP 90				CDHP 80				CDHP 60				DHMO CDHP #8966

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK ONLY

		Annual Medical and Prescription Drug Combined Out-of-Pocket Limit

		Individual/Family		$3,000/$6,000		Unlimited		$5,000/$10,000		Unlimited		$7,050/$14,100		Unlimited		$3,000/$6,000

		Annual Combined Medical Deductible and Prescription Drug Deductible - Plan deductible applies unless otherwise stated 

		Individual/Family		$1,400/$2,800		$4,000/$8,000		$1,500/$3,0002		$4,500/$9,000		$2,800/$5,600		$5,000/$10,000		$1,500/$3,0001

		Plan Information

		Type of Plan		Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Health Maintenance Organization (HMO)

		Referrals Required?		No				No				No				Yes

		Plan Coinsurance, After Deductible is Met		90%		50%		80%		50%		60%		50%		90%

		Health Savings Account (HSA) Compatibility

		HSA-Compatible Plan:		Yes				Yes				Yes				Yes

		2022 Individual Maximum Contribution:		$3,650				$3,650				$3,650				$3,650

		2022 Family Maximum Contribution:		$7,300				$7,300				$7,300				$7,300

		Over 55 HSA Contribution Catch-Up:		$1,000				$1,000				$1,000				$1,000

		Physician/Diagnostic Services - After Plan Deductible is Met

		Preventive Care		$0		50%		$0		50%		$0		50%		$0

		Primary Care Office Visit		10%		50%		20%		50%		$45		50%		10%

		Specialist Office Visit		10%		50%		20%		50%		$45		50%		10%

		Diagnostic X-Ray and Lab Tests		10%		50%		20%		50%		40%		50%		10%

		Advanced Imaging (MRI/PET/CAT Scans)		10%		50% up to $800 per procedure maximum		20%		50% up to $800 per procedure maximum		40%		50% up to $800 per procedure maximum		10%

		Inpatient Hospital Services - After Plan Deductible is Met

		Inpatient Hospitalization		10%		50% up to $1,000 maximum per day		20%		50% up to $1,000 maximum per day		40%		50% up to $1,000 maximum per day		10%

		Outpatient Services - After Plan Deductible is Met

		Outpatient Surgery		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Outpatient Lab and Imaging		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Emergency Services - After Plan Deductible is Met

		Ambulance Services		10%				20%				40%				10%

		Emergency Room		10%				20%				40% ($250 deductible)				10%

		Urgent Care - After Plan Deductible is Met

		Urgent Care Visits		10%		50%		20%		50%		$45		50%		10%

		1When using out-of-network providers, you are responsible for the deductible, coinsurance, and additional amounts exceeding the usual and customary charges. 

		2For Anthem CDHP 80 & Kaiser DHMO CDHP #8966: An individual member within a family has an embedded deductible of $2,800. This means that a single member enrolled in family coverage doesn't have to meet the full family deductible in order for after-deductible benefits to kick in. 

		Mental Health and Substance Abuse - After Plan Deductible is Met

		Inpatient Mental Health		10%		50% up to $1,000 maximum		20%		50% up to $1,000 maximum		40%		50% up to $1,000 maximum		10%

		Outpatient Mental Health Office Visit		10%		50%		20%		50%		$45		50%		10%

		Other Outpatient Mental Health Services		10%		50%		20%		50%		40%		50%		10%

		Other Practicioner Visits - After Plan Deductible is Met

		Acupunture		10%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		Chiropractor Services		10%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK ONLY

		Annual Prescription Drug Out-of-Pocket Limit

		Individual/Family		Combined with Medical				Combined with Medical				Combined with Medical				Combined with Medical

		Prescription Drug Deductible

		Individual/Family		Combined with Medical				Combined with Medical				Combined with Medical				Combined with Medical

		Prescription Drug Formulary

		Formulary (Covered Drugs)		National 4-Tier				National 4-Tier				National 4-Tier				CA Commercial 3-Tier

		Retail - After Plan Deductible is Met		30 days				30 days				30 days				30 days

		Generic		$10		50%		20% (not to exceed $250)		50%		$20		50%		$10

		Brand (Formulary/Preferred)		$30								$45				$30

		Brand (Non-Formulary/Non-Preferred)		$30								$60				$30

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Mail Order - After Plan Deductible is Met		90 days				90 days				90 days				100 days

		Generic		$20		Paper claim submission required		20% (not to exceed $250)		Paper claim submission required		$40		Paper claim submission required		$20

		Brand (Formulary/Preferred)		$60								$90				$60

		Brand (Non-Formulary/Preferred)		$60								$120				$60

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the EOC, the EOC will prevail.



&G	Page &P of &N	&G


6	&G
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Proposed CDHP Plans

		CSEBO MEDICAL INSURANCE

		CONSUMER-DIRECTED HEALTH PLAN (CDHP) COMPARISON

		EFFECTIVE 10/1/2020 - 12/31/2021

		PLAN NUMBER						ANTHEM BLUE CROSS								KAISER PERMANENTE

				CDHP 90				CDHP 80				CDHP 60				DHMO CDHP #8966

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK		OUT-OF-NETWORK1		IN-NETWORK ONLY

		Annual Medical and Prescription Drug Combined Out-of-Pocket Limit

		Individual/Family		$3,000/$6,000		Unlimited		$5,000/$10,000		Unlimited		$6,900/$13,800		Unlimited		$3,000/$6,000

		Annual Combined Medical Deductible and Prescription Drug Deductible - Plan deductible applies unless otherwise stated 

		Individual/Family		$1,400/$2,800		$4,000/$8,000		$1,500/$3,0002		$4,500/$9,000		$2,800/$5,600		$5,000/$10,000		$1,500/$3,0001

		Plan Information

		Type of Plan		Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Preferred Provider Organiztion (PPO)				Health Maintenance Organization (HMO)

		Referrals Required?		No				No				No				Yes

		Plan Coinsurance, After Deductible is Met		90%		50%		80%		50%		60%		50%		90%

		Health Savings Account (HSA) Compatibility

		HSA-Compatible Plan:		Yes				Yes				Yes				Yes

		2019 Individual Maximum Contribution:		$3,500				$3,500				$3,500				$3,500

		2019 Family Maximum Contribution:		$7,000				$7,000				$7,000				$7,000

		Physician/Diagnostic Services - After Plan Deductible is Met

		Preventive Care		$0		50%		$0		50%		$0		50%		$0

		Primary Care Office Visit		10%		50%		20%		50%		$45		50%		10%

		Specialist Office Visit		10%		50%		20%		50%		$45		50%		10%

		Diagnostic X-Ray and Lab Tests		10%		50%		20%		50%		40%		50%		10%

		Advanced Imaging (MRI/PET/CAT Scans)		10%		50% up to $800 per procedure maximum		20%		50% up to $800 per procedure maximum		40%		50% up to $800 per procedure maximum		10%

		Inpatient Hospital Services - After Plan Deductible is Met

		Inpatient Hospitalization		10%		50% up to $1,000 maximum per day		20%		50% up to $1,000 maximum per day		40%		50% up to $1,000 maximum per day		10%

		Outpatient Services - After Plan Deductible is Met

		Outpatient Surgery		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Outpatient Lab and Imaging		10%		50% up to $350 maximum		20%		50% up to $350 maximum		40%		50% up to $350 maximum		10%

		Emergency Services - After Plan Deductible is Met

		Ambulance Services		10%				20%				40%				10%

		Emergency Room		10%				20%				40% ($250 deductible)				10%

		Urgent Care - After Plan Deductible is Met

		Urgent Care Visits		10%		50%		20%		50%		$45		50%		10%

		1When using out-of-network providers, you are responsible for the deductible, coinsurance, and additional amounts exceeding the usual and customary charges. 

		2For Anthem CDHP 80 & Kaiser DHMO CDHP #8966: An individual member within a family has an embedded deductible of $2,800. This means that a single member enrolled in family coverage doesn't have to meet the full family deductible in order for after-deductible benefits to kick in. 

		Mental Health and Substance Abuse - After Plan Deductible is Met		In-Network		Out-of-Network		In-Network		Out-of-Network		In-Network		Out-of-Network		In-Network Benefits Only

		Inpatient Mental Health		10%		50% up to $1,000 maximum		20%		50% up to $1,000 maximum		40%		50% up to $1,000 maximum		10%

		Inpatient Detoxification		10%		50% up to $1,000 maximum		20%		50% up to $1,000 maximum		40%		50% up to $1,000 maximum		10%

		Outpatient Mental Health		10%		50%		20%		50%		40%		50%		10%

		Mental Health Office Visit		10%		50%		20%		50%		$45		50%		10%

		Outpatient Substance Abuse Evaluation		10%		50%		20%		50%		40%		50%		10%

		Substance Abuse Evaluation Office Visit		10%		50%		20%		50%		$45		50%		10%

		Other Practicioner Visits

		Acupunture		10%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 20 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		Chiropractor Services		10%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		20%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		40%, maximum of 30 visits per calendar year, then plan pays 0%		50%, maximum of 6 visits per calendar year, then plan pays 0%		N/A

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK		OUT-OF-NETWORK		IN-NETWORK ONLY

		Retail - After Plan Deductible is Met		30 days				30 days				30 days				30 days

		Generic		$10		50%		20% (not to exceed $250)		50%		$20		50%		$10

		Brand (Formulary/Preferred)		$30								$45				$30

		Brand (Non-Formulary/Non-Preferred)		$30								$60				$30

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Mail Order - After Plan Deductible is Met		90 days				90 days				90 days				100 days

		Generic		$20		Paper claim submission required		20% (not to exceed $250)		Paper claim submission required		$40		Paper claim submission required		$20

		Brand (Formulary/Preferred)		$60								$90				$60

		Brand (Non-Formulary/Preferred)		$60								$120				$60

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		20% (not to exceed $150)								20% (not to exceed $150)				20% (not to exceed $150)

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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HMO Comparison Prem (2)

		CSEBO MEDICAL COMPARISON

		HMO COMPARISON

		EFFECTIVE 10/1/2020 - 12/31/2021



		PLAN NUMBER		ANTHEM BLUE CROSS								KAISER PERMANENTE

				HMO 10				HMO 30				HMO 10				HMO 30

		GENERAL PLAN INFORMATION		IN-NETWORK				IN-NETWORK				IN-NETWORK				IN-NETWORK

		Annual Medical and Prescription Drug Combined Out-of-Pocket Limit

		Individual/Family		$1,500/$4,500				$5,000/$10,000				$1,500/$3,000				$1,500/$3,000

		Annual Medical Deductible

		Individual/Family		$0				$0				$0				$0

		Prescription Drug Deductible

		Per Individual		$0				$0				$0				$0

		Physician/Diagnostic Services

		Preventive Care		$0				$0				$0				$0

		TeleMedicine (Audio/Video Visits)		$0				$0				$0				$0

		Primary Care Office Visit		$10				$30				$10				$30

		Specialist Office Visit		$10				$40				$10				$30

		Diagnostic X-Ray and Lab Tests		$0				$0				$0				$0

		Advanced Imaging		$0				$100 per test				$0				$0

		Inpatient Hospital Services

		Inpatient Hospitalization		$0				30%				$0				$0

		Outpatient Services

		Outpatient Surgery		$0				30%				$10 per procedure				$30 per procedure

		Outpatient Lab and Imaging		$0				30%				$0				$0

		Emergency Services

		Ambulance Services		$0				$100 per trip				$50 per trip				$50 per trip

		Emergency Room		$50 copay, waived if admitted				$200/visit, waived if admitted				$50 copay, waived if admitted				$100 copay, waived if admitted

		Urgent Care		In-Network				In-Network				In-Network				In-Network

		Urgent Care Visits		$10				$30				$10				$30

		Mental Health and Substance Abuse

		Inpatient Mental Health		$0				30%				$0				$0

		Outpatient Mental Health Office Visit		$10				$30				$10				$30

		Inpatient Detoxification		$0				30%				$0				$0

		Outpatient Substance Abuse Evaluation Office Visit		$10				$30				$10				$30

		PRESCRIPTION DRUG BENEFITS		IN-NETWORK				IN-NETWORK				IN-NETWORK				IN-NETWORK

		Retail		30 days				30 days				30 days				30 days

		Generic		$10				$15				$10				$15

		Brand (Formulary/Preferred)		$20				$30				$20				$30

		Brand (Non-Formulary/Non-Preferred)		$20				$50				$20				$30

		Specialty Rx (Specialty Pharmacy Only; 30-day supply)		$20				30% (not to exceed $150)				$20				30% (not to exceed $150)

		Mail Order		90 days				90 days				100 days				100 days

		Generic		$20				$15				$10				$15

		Brand (Formulary/Preferred)		$40				$60				$20				$30

		Brand (Non-Formulary/Non-Preferred)		$40				$100				$20				$30

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Delta Dental

		CSEBO DENTAL INSURANCE

		DELTA DENTAL PPO

		EFFECTIVE 10/1/2020 - 12/31/2021

		PLAN NAME		DELTA DENTAL PPO1

		GENERAL PLAN INFORMATION		IN-NETWORK		OUT-OF-NETWORK

		Calendar Year Annual Maximum

		Plan Pays a Maximum of:		$1,700		$1,500

		Incentive Levels

		Percentage level increases 10% for each consecutive year the dentist is visited, to a maximum of 100%.		70/80/90/100%		70/80/90/100%

		Diagnostic and Preventive Benefits 		Incentive Level Coverage

		Prophylaxis (Cleaning) Treatments		70/80/90/100%; limited to 2 per calendar year2		70/80/90/100%; limited to 2 per calendar year2

		Oral Examinations		70/80/90/100%; limited to 2 per calendar year2		70/80/90/100%; limited to 2 per calendar year2

		Full-Mouth X-Rays		70/80/90/100%; limited to 1 per 36 months2		70/80/90/100%; limited to 1 per 36 months2

		Bitewing X-Rays		70/80/90/100%; upon provider request, maximum of 2 per calendar year2		70/80/90/100%; upon provider request, maximum of 2 per calendar year2

		Periodontal Scaling and Root Planing		70/80/90/100%; limited to 1 each quadrant every 24 months		70/80/90/100%; limited to 1 each quadrant every 24 months

		Fluoride Treatments		70/80/90/100% limited to 2 per calendar year2		70/80/90/100% limited to 2 per calendar year2

		Space Maintainers		70/80/90/100%2		70/80/90/100%2

		Basic Benefits		Incentive Level Coverage

		Oral Surgery - Extractions		70/80/90/100%; limited to once per tooth per lifetime		70/80/90/100%; limited to once per tooth per lifetime

		Oral Surgery - Other Surgical Procedures		50-100% depending on procedure		50-100% depending on procedure

		Basic Benefits (continued)		Incentive Level Coverage

		Restorative Procedures - Amalgam, Silicate or Composite (Resin) Restorations (Fillings)		70/80/90/100%; limited to once per surface, per tooth within a 2 year period		70/80/90/100%; limited to once per surface, per tooth within a 2 year period

		Endodontic Treatments		70/80/90/100%; limitations apply		70/80/90/100%; limitations apply

		Periodontic Treatment		70/80/90/100%; limitations apply		70/80/90/100%; limitations apply

		Sealants		70/80/90/100%; limited to once per tooth within 3 year period, up to age 14.		70/80/90/100%; limited to once per tooth within 3 year period, up to age 14.

		Crowns, Inlays, Onlays and Cast Restoration Benefits		Incentive Level Coverage

		Crowns, Inlays, Onlays and Cast Restoration		70/80/90/100%; service on the same tooth only once every 5 years		70/80/90/100%; service on the same tooth only once every 5 years

		Prosthodontic Benefits		Incentive Level Coverage

		Removable - Partial Dentures, Full Dentures		50%; limited to once every 5 years		50%; limited to once every 5 years

		Fixed - Inlays, Onlays, Bridges		50%; limited to once every 5 years		50%; limited to once every 5 years

		Orthodontia Benefits		Incentive Level Coverage

		Coverage Eligibility		Adults and Children		Adults and Children

		Coverage Percentage		50%		50%

		Lifetime Individual Maximum		$1,000		$1,000

		1Reimbursement to providers is based on the PPO contracted fee for PPO dentists.  Premier contracted fees for Premier dentists and the program allowance for non-Delta Dental dentists.

		2Cleanings, Exams and X-ray costs do not count towards the calendar year annual maximum. 

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Certifi (2)

		CSEBO VISION INSURANCE

		PPO COMPARISON - certificated staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				BUY-UP

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Coverage		Contacts OR Glasses				Contacts OR Glasses

		Frame Allowance		$150		Up to $70		$250		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$250		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lens Enhancements (Negotiated Member Share Savings of 20-25%)1

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Custom Progressive Lenses		$150 - $175		Provider rate		$150 - $175		Provider rate

		Edge Polish		$36		Provider rate		$36		Provider rate

		High Index Lenses		$50 - $125		Provider rate		$50 - $125		Provider rate

		Light-Reactive Lenses		$75		Provider rate		$75		Provider rate

		Polarized Lenses		$57 - $101		Provider rate		$57 - $101		Provider rate

		Impact-Resistant Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Premium Progressive Lenses		$95 - $105		Provider rate		$95 - $105		Provider rate

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		Standard Progressive Lenses		$55		Provider rate		$55		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		1Costco Optical pricing already includes member savings.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Class (2)

		CSEBO VISION INSURANCE

		PPO COMPARISON - classified staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				Increase Buy-Up

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Coverage		Contacts OR Glasses				Contacts OR Glasses

		Frame Allowance		$150		Up to $70		$350		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$350		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lens Enhancements (Negotiated Member Share Savings of 20-25%)1

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Custom Progressive Lenses		$150 - $175		Provider rate		$150 - $175		Provider rate

		Edge Polish		$36		Provider rate		$36		Provider rate

		High Index Lenses		$50 - $125		Provider rate		$50 - $125		Provider rate

		Light-Reactive Lenses		$75		Provider rate		$75		Provider rate

		Polarized Lenses		$57 - $101		Provider rate		$57 - $101		Provider rate

		Impact-Resistant Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Premium Progressive Lenses		$95 - $105		Provider rate		$95 - $105		Provider rate

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		Standard Progressive Lenses		$55		Provider rate		$55		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		1Costco Optical pricing already includes member savings.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Certificate

		CSEBO VISION INSURANCE

		PPO COMPARISON - certificated staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				BUY-UP

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Frame Allowance		$150		Up to $70		$250		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$250		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lense Enhancements (Negotiated Member Share or Copay)

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Photochromatic Adaptive Lenses		$70 - $82		Provider rate		$70 - $82		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		Polycarbonate Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Progressive Lenses		$55 - $175		Up to $50		$55 - $175		Up to $50

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Vision Comparison - Class

		CSEBO VISION INSURANCE

		PPO COMPARISON - classified staff

		EFFECTIVE 10/1/2020 - 12/31/2021



		GENERAL PLAN INFORMATION		BASE				Increase Buy-Up

		Service Frequencies		In-Network		Out-of-Network		In-Network		Out-of-Network

		Exam Every		12 months		12 months		12 months		12 months

		Lenses Every		12 months		12 months		12 months		12 months

		Frame Every		24 months		24 months		12 months		12 months

		Benefits

		Copays		$10		$10		$10		$10

		Examination		Covered after copay		Up to $45		Covered after copay		Up to $45

		Prescription Glasses

		Frame Allowance		$150		Up to $70		$350		Up to $70

		Contacts (instead of glasses)		$150		Up to $105		$350		Up to $105

		Lenses 

		Single Vision		Covered after copay		Up to $30		Covered after copay		Up to $30

		Lined Bifocal		Covered after copay		Up to $50		Covered after copay		Up to $50

		Lined Trifocal		Covered after copay		Up to $65		Covered after copay		Up to $65

		Lense Enhancements (Negotiated Member Share or Copay)

		Anti-Reflective Coatings		$41 - $85		Provider rate		$41 - $85		Provider rate

		Photochromatic Adaptive Lenses		$70 - $82		Provider rate		$70 - $82		Provider rate

		Tinted (Colored) Lenses		$15 - $17		Provider rate		$15 - $17		Provider rate

		Polycarbonate Lenses		$31 - $35		Provider rate		$31 - $35		Provider rate

		Progressive Lenses		$55 - $175		Up to $50		$55 - $175		Up to $50

		Scratch-Resistant Coating		$17 - $33		Provider rate		$17 - $33		Provider rate

		UV Protection		$16		Provider rate		$16		Provider rate

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

		To access the Uniform Glossary of Health Coverage and Medical Terms, please visit: http://www.csebo.net/Resources/Uniform-Glossary. 
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Optum EAP

		EMPLOYEE ASSISTANCE PROGRAM

		OPTUM

		EFFECTIVE 10/1/2020 - 12/31/2021



		TYPE OF PLAN		EMPLOYEE ASSISTANCE PROGRAM1

		GENERAL PLAN INFORMATION		IN-NETWORK BENEFITS

		Contact Information - 24-Hours per Day/7-Days per Week

		Phone		(888) 444-8624

		Web		www.liveandworkwell.com

		Access Code		CSEBO

		EAP Benefits		Copays/Coinsurance

		5 Face-To-Face Visits per Problem per Year		$0

		Covered Visits 2		Copays/Coinsurance

		Child/Parenting Services		$0

		Adult/Elder Support		$0

		Financial Resources		$0

		Legal/Mediation Resources		$0

		Chronic Condition Support		$0

		Life Learning/Educational Support Services		$0

		Convenience Services		$0

		1The Employee Assistance Program is a benefit that is provided to each benefit-eligible employee of the OVSD at no charge. You do not need to "select" this plan, eligible employees will automatically have access to these benefits.

		2 You must obtain prior-authorization through Optum prior to face-to-face consulting services. Please contact (888) 444-8624 to obtain authorization for face-to-face visits and for access to the full WorkLife program.

		Note: This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.
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Deductibles & out-of-pocket maximums
19

 Deductibles and out-of-pocket 
maximums (OOPM) run on a calendar 
year.
 January 1 – December 31st each year.



Resources 

20
IRS Publication 969: HSA and 
Other Tax-Favored Health 
Plans

https://www.irs.gov/publications/
p969

IRS Publication 502: Medical 
and Dental Expenses

https://www.irs.gov/publications/
p502

HealthEquity https://www.healthequity.com/

Kaiser Permanente HSA 
https://info.kaiserpermanente.org
/html/deductibleplans/managey
ourhsa.html?#top

CSEBO Uniform Glossary www.csebo.net/Resources/Unifor
m-Glossary

https://www.irs.gov/publications/p969
https://www.irs.gov/publications/p502
https://www.healthequity.com/
https://info.kaiserpermanente.org/html/deductibleplans/manageyourhsa.html?
http://www.csebo.net/Resources/Uniform-Glossary
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