CLACKAMAS COUNTY BOARD OF COUNTY COMMISSIONERS

Study Session Worksheet

Presentation Date: 10/23/2012 Approximate Start Time: 3:30 PM Approximate Length: 30
minutes

Presentation Title: Benefits Renewals for 2013
Department: Employee Services

Presenters: Carolyn Williams, Benefits Manager
Mark Stotik, Labor & Employee Relations Manager

Other Invitees: N/A

WHAT ACTION ARE YOU REQUESTING FROM THE BOARD?
DES is seeking formal Board approval to renew contracts with benefit providers for the 2013 plan
year.

EXECUTIVE SUMMARY:

The Department of Employee Services and its employee benefits consultant, Mercer, have
completed negotiations with the County’s insurance carriers and third party administrators for the
2013 employee benefit plan renewals. In addition, the Benefits Review Committee made plan
design changes to lower the rate of increase for the Providence medical plans. The County must
confirm the renewals prior to November 1, 2012 to ensure coverage for the 2013 plan year.

See attached Renewal Report for detailed information on the 2013 renewals.

Medical & Dental

Preliminary renewals for the General County Providence plans were 9.2% for the Personal Option
and 9.4% for the Open Option. The Benefits Review Committee approved plan changes to reduce
the increase to 6% by raising the deductible on each plan from $250 to $500.

For the Peace Officers’ Providence plans, the increases are 8.3% for the Personal Option and
8.4% for the Open Option. There were no plan changes made by the Peace Officers Benefits
Committee.

The increase to the Kaiser Medical plans for both General County and Peace Officers is 7.7%.
The Kaiser plans are less expensive than the Providence plans (about 12% less than General
County plans and 17% less than the Peace Officers plans) so remain well below the cap
established for the Providence plans.

Increases to the self-insured dental plans administered by ODS range from 7.8%-8.3%. The fully-
insured Kaiser dental plan will increase by 9.8%.

Other Benefits

There were 0% increases to group term life insurance provided through Met Life and the fully-
insured long-term disability coverage provided though Standard Insurance. For the self-insured
short-term disability program, there will be a 12.5% increase in funding. This follows a 15.8%

decrease in 2012.




There were no premium changes for dependent life insurance, group universal life, accidental
death and dismemberment, wellness and employee assistance program, flexible spending account
administration or long term care insurance.

The maximum contribution to the health care flexible spending account will be reduced from $5000
to $2500 as required under the Patient Protection & Affordable Care Act.

Nonrepresented Employee Cost Sharing

The current practice for nonrepresented employees is to provide benefit cost sharing in a simiiar
manner as represented employees so that there is no disincentive to promote into a management
of supervisory position and for the County to remain competitive in attracting and retaining
employees. Under the current cost sharing method, the County pays 95% and the employee pays
5% of the tiered medical premium and the County pays 100% of the dental, life and disability
premiums and the administrative costs for the flexible spending accounts.

FINANCIAL IMPLICATIONS (current vear and ongoing):
The estimated fiscal impact for the 2013 plan year is:

Medical; $1,749 904
Dentai: 249,917
57D 14.239
Total: $2.014,060

LEGAL/POLICY REQUIREMENTS:
Employee benefits must be provided as required under the provision of the collective bargaining
agreements.

PUBLIC/GOVERNMENTAL PARTICIPATION:
N/A

OPTIONS:
Itis highly unlikely that the County would be able to negotiate any lower increases or find any other
carrier willing to offer lower rates over a sustained period of time.

RECOMMENDATION:

1. Approve renewal contracts with Kaiser, Providence Health Plan, Oregon Dental Service,
Metropolitan Life, Standard Insurance and Flex-Plan.

2. Pay 95% of the premiums for the medical coverage, and 100% of the premiums for dental, life
and disability plans for nonrepresented employees.

ATTACHMENTS:
2013 Health and Welfare Benefit Plan Renewal Report

SUBMITTED BY:

Division Director/Head Approval Q/%;/kj _
Department Director/Head Approval ",«/(f}fi( 1A/
County Administrator Approval /

For information on this issue or copies of attachments, please contact Carolyn Williams @ 503-
742-5470.
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SUMMARY OF 2013 BENEFIT PLAN RECOMMENDATIONS REQUIRING APPROVAL BY THE

BOARD OF COUNTY COMMISSIONERS

2010 RENEWALS: Shall the County enter into contracts for 2013 with:

Kaiser for the General County and Peace Officers plans?

Providence Health Plans for the General County and Peace Officers plans?

ODS Health Plans to administer dental claims? 1.9% administrative fee increase
Kaiser Dental for General County and Peace Officers insured plans?

Metropolitan Life Insurance Company for the General County and Peace Officers Basic
Group Term Life Insurance Plan?

Standard Insurance Company for the General County and Peace Officers Long Term
Disability Plan?

Flex Plan for Flexible Spending Account claims administration”?

NONREPRESENTED EMPLOYEES:

Medical: Shall the County pay 95% of the tiered premium?

Dental: Shall the County continue to pay 100% of the rate for the dental plans administered
by ODS and Kaiser?

Life: Shall the County continue to pay 100% of the cost for the $150 000 coverage level?
Disability: Shall the County pay 100% of the premium for short and long term disability
coverage?

This document will serve as the official statement of Board preliminary approval to enter into
contracts and to establish nonrepresented employee cost sharing for the 2013 plan year. -
Contracts are in the process of being prepared by providers. When completed, they will be
reviewed and approved by County Counsel prior to submittal to the Board of County
Commissioners for final approval.

BOARD OF COUNTY COMMISSIONERS

Charlotte Lehan, Chair Date

Recording Secretary
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2012 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

1

Summary

The General County and Peace Officers Association (POA) 2013 health and welfare benefit
plans renewal decisions are outlined in this report. The Providence and Kaiser medical/
prescription drug plans had required contract changes. After reviewing several plan options, the
Benefit Review Committee (BRC) elected to increase the common deductible for the Providence
Open and Personal Option General County plans. The POA decided to keep their current
benefits.

The table on the following pages is a summary of renewal rates by plan for the General County
and POA plans.

MERCER 1
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

Rates PEPM
2012 2013 % Change
Medical/Prescription/Vision Alternative Care Plans
Providence Health Plan -- General County’
Personal Cption 20/20/1200 $500 Commen Deductibie
Employee Only $569.06 $599.87
Employee + Spouse 1,438.20 $1,199.82
Employee + Children 7 1,024 .30 $1,079.75
Employee + Family 1,707.19 $1,799.62
Composite 1,256.67 $1,324.71 5.4%
Qpen Option 15/10/30/2000 $500 Common Deductible
Employee Only $583.02 $615.56
Employee + Spouse 1,166.12 $1,231.20
Employee + Children 1,049.42 $1,107.99
Employee + Family 1,749.07 $1,846.69
Composite 1,251.01 $1,320.83 5.6%
Providence Health Plan — POA’
Personal Option 15/0/1000
Employee Only $608.91 $659.42
Employee + Spouse - 1,217.89 1,318.93
Employse + Children 1,096.02 1,186.95
Employee + Family 1,826.73 1,978.27
Composite 1,523.77 1,650.17 8.3%
Open Option 10/0/20/2000 $50 Commen Deductible
Employee Oniy $602.89 $653.76
Employes + Spouse 1,205.84 1,307.61
Employee + Children 1,085.18 1,176.76
Employee + Family 1,808.66 1,961.29
Composite 1,446.07 1,568.11 8.4%
Kaiser Permanente HMO — General County (with hearing aids)
Ermployee Only $543.55 $585.13
Employee + Spouse 1.087.10 1,170.26
Employee + Children 978.39 1,053.23
Employee + Family 1,630.64 1,755.39
- Composite $1,127.15 $1.213.37 7.7%
Kaiser Permanente HMO - POA
Employee Only $541.51 $582.94
Employee + Spouse 1,083.03 1,165.88
Employee + Children 974.72 1,049 29
Employee + Family 1,624 .54 1,748.82
Compasite : 1,203.71 1,295.79 7.7%
MERCER 2
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2013 HA&W BENEFIT PLAN RENEWAL REPORT

Providence Retirees - $1000 Deductible”

CLACKAMAS COUNTY

Retiree Only $493.68 3541 .45 9.7%
Refiree + Spouse 987.41 1,082.98
Retiree + Children 888.60 974.60
Retiree + Family 1,481.03 1,624.36
Kaiser Permanente Retirees — General County $1000 Deductible
Retiree Only $405.52 $439.64 8.4%
Retiree + Spouse 811.04 879.28
Retiree + Children 729.94 791.35
Retiree + Family 1,216.61 1,318.96
Kaiser Permanente Retirees — POA $1000 Deductible
Retiree Only $405.54 $439.70 8.4%
Retiree + Spouse 811.08 879.39
Retiree + Children 729.97 791.46
Retiree + Family 1,216.66 1,319.14
Kaiser Permanente Medicare Retirees
Retiree Only $334.62 $337.64 0.9%
Dental Plans
Qregon Dental Service
Administration $5.91 $6.02 1.9%
Incentive Plan
Employee Only $70.00 $76.00
Fmployee + Spouse 142.00 $153.00
Employee + Childran 100.00 $108.00
Employee + Family 171.00 $185.00
Composite 133.00 $144.00 8.3%
50% Plan — General County Only
Employee Only $33.00 $36.00
Employee + Spouse 66.00 $71.00
Employee + Children 46.00 $50.00
Employee + Family 78.00 $84.00
Composite 64.00 $69.00 7.8%
Preventive Plan — General County Only
Employae Only $67.00 $72.00
Employee + Spouse © 13400 $145.00
Employse + Children 96.00 $104.00
Employee + Family 163.00 $176.00
Composite 126.00 $136.00 7.9%
Kaiser Permanerite
Employee Only $76.13 $83.56
Employee + Spouse 150.74 165.45
Empioyee + Children 105.06 11531
Employee + Family 180.43 198.04
General County Composite ©138.89 153.54 9.8%
MERCER 3
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2013 HAW BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

Life and AD&D — Metl ife
Basic Life (Rate per $1,000 benefit}

Nonrepresented — General County Only $0.264 30264 0.0%

Represented — General County and POA 0.246 0.246 0.0%
Group Universal Life Age rated Age rated 0.0%
Dependent Life per Employee (Rate per Family)

$5,000 per Dependent — Generat County $2.66 $2.66 0.0%

$2.000 per Dependent — POA 042 042 0.0%
Voluntary AD&D - General County Only (Rate per $1,000 benefit)

Employee Only ' $0.050 $0.050 0.0%

Employee and Family ) 0.075 0.075 0.0%

LTD - The Standard Insurance
Self-Insured — General County

Funding Rate {Rate per $100 covered salary) $0.16 $0.18 12.5%
General Fee (Rate per Employee) 0.25 0.32 28.0%
New Claim Fee (Rate per Claim) 250.00 334.00 33.6%
Open Claim Fea (Rate per Claim) 12.00 16.00 33.3%
Fully Insured — General County
Base Plan (Rate per $100 Caovered Salary) $0.38 $0.38 0.0%
Buy-Up Pian (Rate per $100 Covered Salary) 0.38 0.38 0.0%
Fully Insured - Peace Officers
Base Plan (Raie per $100 Covered Salary) $0.35 $0.35 0.0%
Buy-Up Plan (Rate per $100 Covered Salary) 0.39 0.39 0.0%
Employee Assistance Plan (EAP} - The Standard Insurance — General County Only
General Fea per Employee $0.25 $0.10 -60.0%
Flexible Spending Account — Flex Plan — General County Only
Monthly Fee per Participant $5.00 $5.00 0.0%

LTC - UnumProvident — General County Only
Monthly Rate per Participant Age rated Age rated 0.0%

"Rates include the BRC-approved and ihe standard 2013 contract changes.
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

2

Medical/Prescription Drug/Vision/Alternative Care Plans

Providence Health Plan

General County

The preliminary proposed 2013 rate increase was 11.1 % and 10.9%, depending on the plan,
over the 2012 rates. After updating the renewal calculation with June claims experience,
Providence reduced the 2013 renewal increase to 9.4% and 9.2%.

The Benefit Review Committee (BRC) requested Providence provide renewal options that would
lower the renewal to a 5, 8, 7 or 8% increase over the 2012 rates. The BRC elected the plan
change to reduce the renewal to a 6% increase, that change is raising the common deductible
from $250 to $500 for both the Open and Personal Option plans.

The County renewed the medical, vision, and prescription drug plans with Providence effective
January 1, 2013.

Providence’s underwriting worksheet for their final renewal is included in Exhibit A for
reference.

Exhibit B contains the standard 2013 contract changes proposed by Providence. These
changes were accepted and will take affect January 1. 2013.

See Exhibit C for the Providence 2013 General County benefit summaries.

The 2013 premium rates, which include the required contract changes for the plans, are as
follows:

Personal Option 20/20/1200 $500 Common Deductible

Rates per Employee per Month

Rx Vision Alt Care
Medical $15/$30 $400 $20/%1,500 Total

Actives, Job Share, COBRA", & Early Retiree

Employee Only $507.87 $7563 $8.46 $7.91 $599.87
Employee + Spouse 1,015.81 151.27 16.92 15.82 1,199.82
Employee + Children 91415 136.13 15.23 14 .24 1,079.75
Employee + Family 1,62362 226 89 25.38 2373 1,799.62
Composite 1,324.71

' coBRA parlicipants are charged an additionat 2% agministrative fee as allowed by law, which is not included in these rates.

MERCER 5

g th&bbdepori201 212013 renewaliclackamas county 2013 renewal repart doc




2013 HAW BENEFIT PLAN RENEWAL REPORT \ CLACKAMAS COUNTY

Open Option 15/10/30/2000 $500 Common Deductible with Hearing Aids

Rates per Employee per Month

Hearing
Vision Alt Care Aids
Medical Rx $15/$30 $400 $151 $1,500 $1,500 Total

Actives, Job Share, COBRA, & Early Retiree

Employee Only $519.51 $75.63 $8.46 $8.83 $3.13 361556
Employee + Spouse 1,039.09 151.27 16.492 17.66 626 123120
Employee + Children 935.11 136.13 15.23 15.89 - 563 1,107.99
Employee + Family 1,558.54 226.89 25.38 26.49 939 1,346.69
Compaosite $1,320.83

Peace Officers

The preliminary proposed 2013 rate increase was 10.2% and 10.1% over the 2012 rates. After
the projection was updated with June claims experience, Providence reduced the 2013 renewal
to 8.4 and 8.3%.

The County renewed the medical, vision, and prescription drug plans with Providence effective
January 1, 2013.

Providence’s underwriting worksheet for their final renewal is included in Exhibit A for
reference.

The standard 2013 contract changes in Exhibit B also apply to the POA plans; see explanation
under General County.

See Exhibit C for the Providence 2013 POA benefit summaries,

The 2013 premiurn rates, which include the required contract changes for the plans, are as
follows:

Personal Option 15/0/1000

Rates per Employee per Month

Rx Vision Chiro
Medical $10/$15 $200 $10/$1,500 Total

Actives, .Job Share, COBRA, & Early Retiree

Employee Oniy $559.45 $88.56 $6.49 $4.92 $659.42
Employee + Spouse 1,118.88 177.13 12.98 984 1,318.93
Empleyee + Children 1007.00 159.41 11.68 8.86 1,186.95
Empioyee + Family 1,678.36 265.68 19.47 14.76 1,978.27
Composite 165017

! COBRA participants are charged an additionat 2% administrative fee as allowad by faw, which is not included in these rates.
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

Open Option 10/0/20/2000 $50 Common Deductible

Rates per Employee per Month

Rx Vision Chiro
Medical $10/$15 $200 $10/$1,500 Total

Actives, Job Share, COBRAI1, & Early Retiree

Employee Only 555379 $88.56 $6.49 $4.92 $653.76
Employee + Spouse 1107.66 177.13 12.98 9.84 1,307 61
Emptoyee + Children 996.81 159.41 11.68 8.86 1,176.76
Employee + Family 1,661.38 285.68 19.47 1476  1,961.29
Composite 1,568.11

Retirees — General County and Peace Officers

Early (pre-age 65) retirees are eligible for the Providence Personal and Open Option active
employee plans.

For those early retirees who live outside of the Providence service area, the County offers the
Traditional Option plan for medical coverage. These early retiree rates and prescription drug
benefits are the same as the Open Option plans for active employees.

Alternatively, the County also offers a $1,000 deductible plan for early retirees and COBRA
participants. The County accepted Providence's propased rate increase of 9.7%. Outlined in the
table below are the 2013 premium rates for the current $1,000 Deductible plan.

Exhibit B contains the standard 2013 contract changes proposed by Providence.

See Exhibit C for the Providence 2013 early retiree benefit summaries.

Open Option 15/30/50/2000 $1000 Common Deductible

Rates Per Retiree Per Month

Medical $101505’oxl$1,000 Total
COBRA1, & Early Retiree
Employee Only $474.95 $66.50 $541.45
Employee + Spouse 949.97 133.01 1,082.98
Employee + Children 854.90 119.70 974.60
Employee + Family 1,424 .86 199.50 1,624.36

! COBRA paricipants are charged an addilional 2% administrative fee as aliowed by law, which is not included in these rates.

MERCER 7
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

Medicare-Eligible retirees (age 65 and older) are eligible for the Medicare Group Extra plan and
Supplement Plan F.

Medicare Extra and Supplement Plans

Medicare Greup Extra With Prescription Drug $287.33

Medical Supplement Plan £ Total 553.24
Medical 351.61
Prescription Drug 201.73

Kaiser Permanente

General County and Peace Officers

Kaiser proposed an overall 7.7% increase to the 2012 medical premium rates. The BRC and
POA did not elect to make benefit changes to this plan. The County renewed the medical,
vision, and prescription drug plans with Kaiser Permanente effective January 1, 2013.

Kaiser's underwriting worksheets fdr their renewal calculations are included in Exhibit D for
reference.

Exhibit E contains the 2013 contract changes provided by Kaiser. None of the changes that
increased member cost-sharing were accepted. Al others will take effect January 1, 2013.

See Exhibit F for the Kaiser 2013 benefit summaries.

The 2013 premium rates, which include the required contract changes for the plans, are as
follows:

Medical/Prescription Drug/Vision Plans

Rates per Employee per Month

General County

Employee Only $585.13
Employee + Spouse 1,170.26
Employee + Children 1,053.23
Employee + Family 1,755.39
Composite 1,213.37
Peace Officers Association

Employee Only $582.94
Employee + Spouse 1,165.88
Employee + Children 1.049.29
Employee + Family 1,748.82
Composite 1,295.79
MERCER 8
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

Retirees — General County and Peace Officers

Early (pre-age 65) retirees are eligible for the active employee HMO plan. The County also
offers a $1,000 deductible plan for early retirees and COBRA participants. The proposed rate
increase of 8.4% was accepted by the County.

Medicare-Eligible retirees (age 65 and over) are eligible for the Medicare Supplement plan. The
2013 early retiree and Medicare-eligible rates are outlined below.

Exhibit £ contains the 2013 contract changes provided by Kaiser.

See Exhibit F for the Kaiser 2013 benefit summaries.

Rates Per Retiree Per Month
$1,000 Deductible Plan COBRA! and Early Retirees

General County

Employee Only $439.64
Employee + Spouse 879.28
Employee + Children 791.35
Employee + Family 1,318.96
Peace Officers Association

Employee Only $439.70
Employee + Spouse 879.39
Employee + Children 791.46
Employee + Family 1,319.14
Medicare (Parts A, B and D)

1 on Medicare $337.64
2 on Medicare 675.28

Dental Plans

Oregon Dental Service

The incentive Plan is available to alt employees — General County and Peace Officers. The 50
Percent Plan and Preventive Plan are only available to General County employees. All three
plans are self-funded and administered by Oregon Dental Service (ODS).

The County is entering the second year of a two-year rate guarantee. The administration fees
increased 1.9% for 2013; the fee is listed below:

Rates per Employee per Month
Administration fee  $6.02

The County renewed the dental administration services with ODS effective January 1, 2013.

' COBRA participants are charged an additional 2% administrative fee as allowed by law, which is not included in these rates.

MERCER 9
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

Exhibit | contains the ODS standard contract changes for 2013. The General County and the
BRC have accepted all ODS’s proposed administrative contract changes. The POA plan will
have the same changes as the General County. These changes will be effective January 1,
2013.

See Exhibit H for the 2013 ODS benefit summaries.

Underwriting

Mercer's estimated 2013 funding increase of 7.9% for the self-insured dental plans is projected
by the underwriting methodology outlined below. Exhibit | includes the underwriting calculation.

Projections for the County's self-funded dental plans were based on 12 months of claims
experience from July 1, 2011, through June 30, 2012. An annual trend factor of 6.0%, an IBNR
reserve factor of 10%, and 0% margin were used to project 2013 required funding.

Denta} Plans’

Projection Period July 2011 — June 2012
Funding

Paid Claims $2,140,209
Required Increase in Reserve 16,201
Incurred Claims $2,156,410
Trend (18 months) 196,233
Projected incurred Claims $2,352,643
ODS Administration 106,801
Required Income 32,459,444
Required Change 7.9%

Mercer recommended and the County accepted the 2013 funding rates listed below.

Self-Funded Dental Plans

Budgeting Rates per Employee per Month
Incentive Plan — General County and POA

Employee Only $76.00
Employee + Spouse 153.00
Employee + Children 108.00
Employee + Family 185.00
Composite 144.00
50% Plan - General County Only

Employee Only $36.00
Employee + Spouse 71.00
Employee + Children 50.00
Empleyee + Family 84.00
Composite 659 00

' The self-funded dental projections were based on a combination of General County and POA dlaims experience.

MERCER 10
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2013 HAW BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

Preventive Plan = General County Only

Employee Only $72.00
Employee + Speouse 145.00
Employee + Children 104.00
Employee + Famuly 176.00
Composite 136.00
Kaiser Permanente

The County has a fully insured dental plan through Kaiser that is available to all employees —
General County and POA. Kaiser proposed a 9.8% increase to the 2012 premium rates. The
BRC and FPOA did not make any benefit changes for 2013. The County renewed the dental plan
with Kaiser Permanente effective January 1, 2013.

Exhibit E contains the 2013 standard contract changes provided by Kaiser, which will be
effective January 1, 2013.

See Exhibit F for the Kaiser 2013 benefit summaries.
The 2013 premium rates are as follows:

Dental Plan

Rates per Employee per Month

Employee Only $83.56
Employee + Spouse 7 165.45
Employee + Children 115.31
Employee + Family 198.04
Composite 153.54

Life and Voluntary AD&D Insurance

MetLife

The County has basic life, AD&D, dependent life, and group universal life plans with MetLife.
The current rates will be extended through December 31, 2013, The County renewed the plans
with MetLife effective January 1, 2013, with no change in benefits.

A summary of the rates effective January 1, 2013, through December 31, 2013, are as follows:

General County

Basic Life

Nonrepresented Employees $0.264/$1,000
Represented Employees $0.246/31,000
Dependent Life

$5,000 per spouse/domestic partner or child $2.66 PEPM
Voluntary Accidental Death and Dismemberment

Emgployee $0.050/%$1,000

Employee and Family (spouse/domestic partner or child) $0.075/%1,000

MERCER 11
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

Peace Officers

Basic Life _ $0.246/%1,000
Dependent Life
32,000 per spouse/demestic partner or child $0.42 PEPM

General County
Group Universal Life (Rates Per $1,000)

Age Non-Smoker Rate Smoker Rate
< 30 $0.055 $0.082
30-34 0.061 0.093
35-39 0.078 0.128
40-44 0.120 0.188
45-49 0.205 0.279
50-54 0.337 0.413
55-59 0.530 0.648
60-64 0.801 0.996
65-69 1.483 1.586
70-74 2.482 2.482

The following levels and corresponding premium rates apply to covered children:

Coverage Amount $2,000 $4,000 $6,000 $8,000 $10,000
Monthly Rate $0.148 §0.296 $0.444 $0.592 $0.74

Long Term Disability Insurance

The Standard
The County offers three LTD plans through Standard as follows:

+ Base LTD Plans
— General County and POA. This coverage is provided by the County without
contributions from employees. The disability benefit is 60% of the first $3,333 of monthly
predisability income. The plan is self-funded for the first 180 days of a disability and is
fully insured starting on the 181st day of a disability.

* Buy-up LTD Plans _

-- General County. This plan offers General County employees the option of buying
additional disability coverage, equal to 60% of the next $5,000 of monthly predisability
earnings above $3,333 up to a maximum of $8,333.

— Peace Officers. This plan offers POA employees the option of buying additional
disability coverage, equal to 60% of the next $6,667 of monthly predisability earnings
above $3,333 up to a maximum of $10,000.

Both buy-up LTD benefit plans for the General County and Peace Officers are 100% paid by
“employees on a pretax basis. The Plans have two funding components — self-funded and fully
insured. Both components are administered by Standard.

MERCER . 12
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

The benefits will remain unchanged for the 2013 plan year.

Fees and Premium Rates

The County is entering the first year of a two-year rate guarantee with Standard. The next
renewal will be January 1, 2015,

The fees for self-funded administration will increase. The prior rates had remained in force for 18
years. This increase will help the County move closer to Standard’s actual administrative costs
for this plan. The fully insured LTD rates (Base and Buy-up) for the General County and Peace
Officers will remain the same,

The 2013 funding, premium, and fees are as follows:

Self-Insured Plan

Funding $0.18 per $100 covered payroll
Administration Fees
General $0.32 PEPM
New Claim $334 per claim
Open Claim $16 per open claim at month end
incidental As incurred
Insured Plan
Base — General County $0.38/3100
Buy-Up - General County ~ $0.38/3100
Base — Peace Officers $0.35/$100

Buy-Up — Peace Officers $0.39/$100

Employee Assistance Plan

The Standard
The County also purchases an Employee Assistance Program (EAP) from Standard for the
General County employees. The rate will decrease to $0.10 per member per month.

Flexible Spending Account Administrator

Flex-Plan Services

The County uses Flex-Plan Services to provide FSA plans, which are available only to General
County employees. Flex-Plan proposed a rate hold for the 2013 plan year. The County renewed
these services with Flex-Plan effective January 1, 2013.

The Health Care Flexible spending annual limit will be lowered from $5,000 to $2,500 as
mandated by PPACA, effective January 1, 2013.

MERCER 13
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

The 2013 fees remain the same as the 2012 fees, as follows:

Fees per Participant per Month
Health Care FSA © $5.00
Dependent Care FSA  5.00

Long Term Care Insurance

Unum

Unum insures the voluntary long term care (LTC) coverage for General County employees. The
2013 rates remain unchanged and are age rated. The LTC rates have not changed since the
inception of the pltan January 1, 2000.

MERCER 14
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

3

Employee Contributions

General County

The collective bargaining agreements have not been ratified. The description below is based on
the most recent offer by the County (October 2012). For represented employees, the County will
pay 95% of the renewal composite medical/prescription/vision rate up to a capped compaosite
amount. Nonrepresented employees pay 5% of the tiered premium rate, and the County pays
the remaining 95%.

Employee w/ Employee wf Employee wi
Employee Only  Spouse/Partner Child(ren) Family

NONREPRESENTED
Providence Personal Option

Employer 569.88 1,139.83 1,025.76 1,709.64

Employee 29.99 59.99 53.99 89.98
Providence Gpen Option

Employer 584.78 1,169.64 1,052.60 1,754.36

Employee 30.78 51.56 55.39 92.33
Kaiser

Employer 555.87 1,111.75 1,000.57 1,667.62

Employee 29.26 58.51 52.66 87.77
Medical Opt Qut

Cash Back 62.00 123.00 111.00 185.00
REPRESENTED
Providence Personal Option

Employer 533.63 1,133.58 1,013.51 1,733.38

Employee 66.24 66.24 66.24 66.24
Providence Open Option

Employer 549.52 1,165.16 1,041.95 1,780.65

Employee 66.04 66.04 66.04 66.04
Kaiser

Employer 524 .46 1,109.59 992.56 1,694.72

Employee 80.67 60.67 60.67 60.67
Medical Opt Out

Cash Back 138.00 138.00 138.00 138.00

There is no employee contribution for dental coverage. The cash back for General County
employees enrolled in the ODS 50 percent plan is as follows:

MERCER 15
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

Employee + Employee wf Employee wf
Dental — 50% Plan Employee Only  Spouse/Partner Child(ren} Family
NONREPRESENTED
Employee Cash Back 37.00 73.00 50.00 88.00
REPRESENTED
Employee Cash Back 6500 65.00 65.00 65.00

Peace Officers

The collective bargaining agreement has not been ratified. Based on the County’s most recent
offer (September 2012), the County pays 95% of the premium for the Providence medical plans,
and the employee pays 5% of the premium costs. The County pays 100% of the premium for
employees enrolled in the Kaiser medical plan.

Employee + Employee w/ Employee w/

Employee Only  Spouse/Partner Child{ren) Family
Providence Perscnal Option
Employer 576.91 1.236.42 1,104.44 1.895.76
Employese 82.51 82.51 82.51 82.51
Providence Open Option
Employer 575.35 1,229.20 1,098.35 1,882.88
Employee 78.41 78 41 78.41 78.41
Kaiser
Employer 582.94 1,165.88 1,049.28 1,748.82
Employee 0.00 0.00 0.00 0.00

MERCER 16
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4

Exhibits

»  Exhibit A —~ Providence Health Plans Medical Underwriting

»  Exhibit B — Providence Health Plans 2013 Contract Changes
+  Exhibit C — Providence Health Plans Benefit Summaries

«  Exhibit D — Kaiser Permanente Medical Underwriting

« Exhibit E — Kaiser Permanente 2013 Contract Changes

+ Exhibit F — Kaiser Permanente Benefit Summaries

«  Exhihit G - ODS 2013 Contract Changes

+  Exhibit H - ODS Benefit Summaries

«  Exhibit | - Self-funded Dental Plan Underwriting Calculation
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EXHIBIT A

Providence Health Plans Medical Underwriting
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY
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2013 H&W BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

EXHIBIT B

Providence Health Plans 2012 Contract Changes
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2013 HAW BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

Women’s Preventive Services

The sendces listed below will be covered in full, In-Plan, with no cest share to the member. For members
with Out-of-Plan benefits, the cost share apphicabie o the service will apply. In all instances, oral
contraceptives must be purchased from a paricipating pharmacy.

« Medical exams and consultation for family planning
» Intrauterine device (IUD)
= Insertion and removat
o Professional fees and the device
« bDiaphragms
o Whether obtained at a participating prov;der officé, or‘participaling pharmacy
= Cepvical Caps
« DepoProvera
» Remaoval of Norplant
» Tubal figation :
¢ Providence Health Plan is a Cathalie- sponsared health plan and as a matter of
conscience Providence Health & Servrces facilities da not offer- these services.
o -For members with Out-of-Plan benefits2if they utilize non—pamc:lpat!ng provaders for this
service ihe Qut-of-Plan surgical benefits: “.qll appiy =y
Orat Contraceptives: see the following list

[‘Formulary genericicontraceptives e
Amethyst 1 Aprie, Araneile
Aviane Ba!zma‘ék Brevicon
Cryselle ; i) Gianvi
Jolessa “1Junel
Karvia Leena
Levora Dl Lutera
Medroxyprogesterone inj.: Microgestin
Mononessa: 1 Noriny!
Norlrel. _ Ogestret
Portia’ .- Quasens Reclipsen
Tri-Legest rinessa Tri-Previfem N
Tri-Sprihtec Zovia
sFonmularyibrand: contraceptwesf'z«‘t . ;
Depo-Provera SQ (INJ) Loesmn 24 FE NuvaRing
Ortho Ewra ) Ortho TrkCchen Lo
:r'.Bver~the-c’o”ﬁnter'{0T P.foducl % o P . :
Encare (Vag. Supp) % Female Condorm (Multlp]e Manw.) | Gynol Il {Coniraceptive Jelly)
Today {Contraceptive Sponae) VCF {Contraceptive Film & Foam}

Additional notes:

e  PHP will cover farrmulary items in full, drugs that are non-formulary will have member cost share.
« | member chooses lo get 2 brand when there is a generic available member cost share will

apply.

« This listis subject to change, other drugs could be added to formulary or PHP could decide to
make a formulary change (add or remove a drug from formutary status). If something is removed
from our formuiary we do provide naotification to the members and provide options.

Clackamas County 2013 Renewal Proposal, July 2. 2012
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EXHIBIT C

Providence Health Plans Benefit Summaries
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Your Benefit Summary
Personal Option Plan

Clackamas County - General County Employees

PROVIDENCE
Health Plan

Calendar Year

Out-of-Pocket Calendar Year

Maximum Deductible

(after deductible)

) $1,200 per person $500 per person
20% , . .
$20 {after ;l;ldﬂjg;abli\;e $3,600 per famiy $1,500 per family
(3 or more) (3 or more)

Important information about your plan
This summary provides only highlights of your benefits. Ta view all your plan details, inciuding your Member Handbook, register for
myProvidence at www.ProvidenceHealthPlan.com/getstarted.
« Not sure what a word or phrase means? See the back for the definitions used in this summatry.
« This plan only provides benefits for medically necessary services when provided by a participating physician or provider.
» This plan offers deductible carryover. This means any portion of your deductible(s) that you pay during the fourth quarter of the
calendar year will be applied toward next year's deductible(s).
« Your deductibles, sorme services and penalties do not apply to out-of-pocket maximums.
« Limitations and exclusions apply to your benefits. See your Member Handbook for details.

TPlan BehefTHIGNNG it
w i e T

¥ No deductible needs to be mat prior 1o receiving this benefit.

Physician / Provider Services
« Office visits
« Periodic health exams; well-baby care (from a Personal Physician/Provider anly)
« Vision and hearing screenings for children under 18
» Routine immunizations; shots
» Maternity services; pre- and postnatal visits
» Allergy shots; serums; injectable medications
o Inpatient hospital visits
« Surgery; anesthesia
Women's Health Services
« Gynecological exams {calendar year); Pap tests
« Mammograms
Hospital Services
e Inpatient care
« Observation care
« Maternity care
« Routine newborn nursery care
« Rehabilitative care (30 days per calendar yzan
» Skilled nursing facility (50 days per calendar year)
Outpatient Diagnostic Services
» X-ray; lab services
« Imaging services (such as PCT, CT, MRI)
Medical and Diabetes Supplies, Durable Medical Equipment,
Appliances, Prosthetic and Orthotic Devices
(Removable custam shoe orthotics are limited ta $200 per calendar year; deductibile waived)
Emergency / Urgent Care / Emergency Medical Transportation
« Emergency services (for emergency medical conditions onty. If admitted to hospital,
copayment is not applied; all services subject to inpatient benefits.)
« Urgent care services (for non-life threatening illnessiminar injury)
« Emergency medical transpartation

Clackamas County 0113 PER-8601 PER-601
Cregon - L.arge Group PE 20/20/1200 500d




Personal Option Plan Beriefit H1gh|§§ﬁt§ {continued) . .. -

Other Covered Services
» Colonoscopy, sigmoidoscopy
« Outpatient rehabilitative services (30 visits per calendar year)

= Outpatient surgery, dialysis, infusion, chemotherapy, radiation therapy

+ Temporomandibular joint (TM1) service

{limfted to $1,000 per calendar year / $5,000 per fifetime)
« Home health care
» Hospice care

« Tobacco use cessation, counseling/classes and deterrent medications

» Self-administered chemotherapy
(Up to a 30-day supply fram a designated participating pharmacy}
-Generic drugs
-Formulary brand-name drugs
-Non-formulary brand-name drugs

Mental Health / Chemical Dependency

(To initiate services, you must call 1-800-711-4577. All inpatient, residential and day ar partial

hospitalization treatrment services must be prior autharized.)
« INpatient and day treatment services
« Residential services

« Outpatient provider visits

Comsurance
The percentage of the cost that you may need to pay far a covered
service,
Copay
The fixed doltar amount you pay to a health care provider for a covered
service at the time care is provided,
Deductible
The dollar amount that an individual ar family pays for covered senvces
befare your plan pays any benefits within a calendar year. The fallowing
expenses do not apply 1o an individual or family deductible:
 Services not covered by your plan
o Fees that exceed usual, customary and reasonable {LJCR} charges as
established by your plaﬂ
« Penalties incurred if you do not follow your plan's prior
authorization reguirements
» Copays or coinsurance for any supplemental benefits provided by
your employer, such as prescription drugs, or routine vision care
Deductibie canryover
A feature of your plan that allows for any portion of your deductible
that is paid during the fourth quarter of a calendar year to be applied
toward the next year's deductible.

Formulary .

Alist of preferred brand-name and generic drugs that have been
evaluated by us for effectiveness and safety.

Non-participating provider

Any health care professional who does not participate in Providence
Health Plan's network of participating physicians and providers of health
care services.

Out-of-pocket maximum

The limit on the dollar amount you will have to spend for specified
covered health services in a calendar year. Some services and expenses
do not apply to the aut-of-packat maximum. See your Member
Handbook far details.

Participating provider

A physician or provider of health care services who belongs to the
Pravidence Health Plan participating provider network. To find a
participating provider, refer to the directory available at

www . ProvidenceHealthPlan.com/providerdirectory.

Self-administered chemotherapy

Oral, topical ar self-injectable medications that are used to stop ar slow
the growth of cancerous cells.

Contact us

Headguartered in Portland, our
custamer service professionals
have been proudly serving our
members since 1986,

All other areas: 800-B78-4445

Portland Metro Area: 503-574-7500

TTY: 503-574-8702 or 888-244-6642

via e-mail? Go ta our Web site at:

(@ Have guestions about your benefits and want to contact us
www. ProvidenceHealthPlan. com/contacius

Clackamas County 0113 PER-601
Oregon - Large Group

PER-601
PE 20/20/1200 5004




Your Benefit Summat DPROVIDENCE

Alternative Care Plan Health Plan

Clackamas County - General County Employees on a Personal Option Plan

Maximum

Copay Calendar Year Benefit
$20 . _ $1,500 per member

Important information about your plan
This alternative care benefit is offered as an additional option to your medical plan. This summary provides only highlights of your
benefits. To view all your plan details, including your Member Handbook, register for myProvidence at
www.ProvidenceHealthPlan.com/getstarted. :

« Not sure what a word or phrase means? See the back for the definitions used in this summary.

« Your copays do not apply to your plan's medical out-of-packet maximums.

. Limitations and exclusions apply to your benefits, See your Member Handbook for details.

« With this benefit you have access to four of the most popular types of alternative health care providers: acupuncturists,

chiropractars, massage therapists and naturopaths. '

About your alternative care benefit

This plan covers alternative care services when they are:
« Determined by your plan to be medically necessary, and
« Not listed as an exclusion in your Member Handbook.
« Received from a participating licensed chiropractic physician, naturopathic physician, acupuncturist or massage therapist who is
practicing within the scope of his or her license;

What you need to know before you use this benefit
« While you don‘t need 2 physician’s referral to see an alternative care provider, you must see a Providence Health Plan
participating provider. To find a participating provider in your area, go to www . ProvidenceHealthPlan. com/providerdirectory or
call us.
« Only one capay is required per date of service, regardless of the number of covered services received during the visit. You do not
need to meet any applicable medical plan deductibles before receiving this benefit.
Using non-participating providers
o In rare circumstances, our national network may not have a participating provider in your area. If this occurs, please contact our
authorizing agent at 1-800-678-9133. If our authorizing agent is not able to locate a participating provider within a reasonable
distance, authorization for use of a non-participating pravider will be provided.
« Non-participating providers must be licensed in the state in which they are practicing and must practice within the scope of their
license.
« Payment to non-participating praviders is based upan Usual, Customary, and Reasonable (UCR) charges. Amounts in excess of
UCR are your responsibility.
o Claims should be submitied to American Specialty Health Network, 777 Front Street, San Diego, CA 92101,
o In some cases, you may need to pay the non-participating provider directly for the full cast of the services received and submit
your itemized billing to our authorizing agent for reimbursement.
« You are respansible for obtaining prior authorization from our authorizing agent when receiving services from non-participating
providers.

Acupuncture covered services

« Office visits.

« Adjunctive therapy which may include therapies such as acupressure, cupping, moxibustion, or breathing techniques. Adjunctive
therapy is only cavered when provided during the same course of treatment and in conjunction with acupuncture. All adjunctive
therapy must be medically necessary for the treatment of neuromusculoskeletal disorders, nausea or pain and provided together
with acupunciure services,

Chiropractic covered services
» Office visits.
« Manipulation of the spine, joints and/or musculoskeletal soft tissue, a re-evaluation, and/or other services, in various
combinations.
« Adjunctive physiotherapy which may include ultrasound, hot packs, cold packs, electrical muscle stimulation or other therapies
and procedures which are medically necessary for the treatment of neuromusculoskeletal disorders.
« Related diagnostic X-rays and laboratory service.

Clackamas County 01113 ALT-052C ALT-052C
Oregon ~ Large Group ALT 2011500




Naturopathy covered services

« Services must be provided within a course of treatment that includes hoth (a) natural treatment methods, modalities, nutritional
advice, recommendation of homeapathic pratocols, and {(b) excludes prescribing prescription or over-the-counter drugs, surgery,

or invasive therapeutic pracedures,

» Office visits/consultations, therapeutic procedures and other services provided in various combinations.
» Physical therapy which may include ultrasound, hot packs, cold packs, manual, mechanical, or electrical stimulation of the

muscles, rehabilitative exercise.
« Related diagnostic X-rays and laboratory services.

» All naturopathic services must be approved by Providence Health Plan or its authorizing agent as medically necessary.

Massage therapy covered services
» Shart-term rehabilitative therapy.

Copay
The fixed dollar amount you pay tc a health care provider for a covered
service at the time care is provided.

Maximumm calendar year benefit

The tatal dollar amgunt of henefits that you can receive, per calendar
year.

Non-participating provider

Any health care professional who does not participate in Providence
Health Plan's network of participating physicians and providers of
health care services.

Participating provider

A physician or provider of health care services who belongs to the
Pravidence Health Plan participating provider network, To find a
participating provider, refer to the directary available at
www.PravidenceHealthPlan.com/providerdirectory.

Usual, Customary & Reasonable (UCR)

Describes your plan's allowed charges for services that you raceive from
an out-of-plan provider. Whan the cost of out-of-plan services exceeds
UCR amounts, you are responsibie for paying the provider any
difference. These amounts do not apply to your out-of-pocket
maximums.

Contact us

Headguartered in Portfand, our
custamer service professionals
have been praudly serving our
members since 1986.

All other areas: BO-878-4445

Portland Metro Area: 503-574-7500

TTY: 503-574-8702 or 888-244-5642

ave questians about your benefits and want ta contact us
ia e-mail? Ga ta our Web site at:
wwa. PravidenceHealthPlan.com/contactus

Clackamas County 0113 ALT-052C
Oregon - Large Group
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Your Benefit Summary - PROVIDENCE
Open Option Plan Health Plan

Clackamas County - General County Employees

Calendar Year

What You Pay What You Pay Common Calen;iar Year
in-Plan Out-of-Plan Out-of-Pocket Common
' Maximum Deductible
{after deductible}
10% coi?gj?fnce $2,000 per persen $500 per person
£15 cainsurance . $6,000 per family $1,500 per family
(after deductible) (ath}eCré:I:g;;:igst;Ie, (3 or more) {3 or more)

Important information about your plan .
This summary provides only highlights of your benefits. To view all your plan details, including your Member Handbook, register for
myProvidence at www.ProvidenceHealthPlan.com/getstarted.

» Mot sure what a word or phrase means? See the back for the definitions used in this summary.

« This plan offers deductible carryover. This means any portion of your deductible(s) that you pay during the fourth quarter of the

calendar year will be applied toward next year's deductible(s).

» Your deductibles, some services and penalties do not apply to out-of-pocket maximums.

» Benefits for out-of-plan services are based on Usual, Customary & Reasonable charges (UCR).

« Limitations and exclusions apply to your benefits. See your Member Handbook for details.

Gpen Option Tohights . Aerous

Out-of-Plan Copay or
Coinsurance
{when you use a
non-participating provider)

¥ Na deductible nseds to be met prior to receiving this benefit.

Physician / Provider Services

« Office visits 30%"
e Periodic health exams; well-bahy care (from a Persanal Physician/Provider only) 30%"
« Vision and hearing screenings for children under 18 30%"
« Routine immunizations; shots 30%"
« Maternity services; pre- and postnatal visits 30%
o Allergy shots; serums; injectable medications 30%
o Inpatient hospital visits 30%
¢ Surgery; anesthesia 30%
Women's Health Services :
« Gynecological exams (calendar year); Pap tests 30%7
« Mammograms 30%
Hospital Services
« Inpatient care 30%
« Observation care 30%
» Maternity care 30%
« Routine newborn nursery care 30%
» Rehabilitative care (30 days per calendar yean 30%
o Skilled nursing facility (60 days per calendar year) 30%
Qutpatient Diagnostic Services
o X-ray; lab services 30%
e Imaging services (such as PET, CT, MRI) 30%
Medical and Diabetes Supplies, Durable Medical Equipment,
Appliances, Prosthetic and Orthotic Devices 30%
{Remavable custam shoe orthatics are fimited 1o §200 per calendar year; deductible waived)
Emergency / Urgent Care / Emergency Medical Transpartation
» Emergency services (for emergency medical conditions only. If admitted 1o hospital, $1007
copayment is not applied; all services subject to inpatient benefits.)
» Urgent care services ifor non-life threatening iliness/minor injury) 30%Y
« Emergency medical transportation 10%
Clackamas County 0113 OPN-604 OPN-804
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Open Option Plan Benefit Highlights (Cé%iii’ﬁﬁed).

b bl

“In-Plan Copay or Coinsiirarica’ Qut-of-Plan Copay or
ST s Coinsurance

Other Covered Services
« Colonascopy, sigmoidoscopy
» Outpatient rehabilitative services (30 visits per calendar year)

« Outpatient surgery, dialysis, infusion, chemotherapy, radiation therapy

« Temporomandibular joint (TMJ) service

{limited to $1,000 per calendar year / $5,000 per lifetime)
e Home health care
« Hospice care

» Tobacco use cessation; counseling/classes and deterrent medications

s Self-administered chemotherapy
{Up to a 30-day supply from a designated participating pharmacy)
-Generic drugs
-Formulary brand-name drugs
-Nan-farmulary brand-name drugs

yflY 30%
30%
30%
Net Cavered

30%
Covered in full’
MNot covered

Not covered
Not covered
Not covered

Mental Health / Chemical Dependency

(Ta initiate services, you must calt 1-800-711-4577. All inpatient, residential and day or partial

hospitalization treatment services must be prior authorized.)
e Inpatient and day treatment services
» Residential services

30%
30%
30%7

» Outpatient provider visits

Coinsurance
The percentage of the cost that you may nead to pay for a cavered
service.
Common deductible
The dollar amaunt that an individual or family pays for covered services
before your plan pays any benefits within a calendar year. The
deductible can be met by using in-plan ar out-of-plan providers, or the
combination of beth. The following expensas do not apply to an
individual or family deductible:
 Sarvices not covered by your plan
o Fees that exceed usual, customary and reasenable (UCR) charges as
established by your plan
» Penalties incurred if you da not follow your plan's priar
autharization requirements
«» Copays or cainsurance for any supplemental benefits provided by
your employer, such as prescription drugs, or routine vision care
Common out-of-pocket maximum
The limit on the dollar amount you will have to spend for specified
covered health services (a combination of hoth in- and out-of-plan
services) in a calendar year, Some services and expenses da not apply to
the commaon out-of-pocket maximum. See your Memher Handbook for
details.
Copay
The fixed dollar amount you pay to a health care provider for a covered
service at the time care is provided.
Deductible carryover
A feature of your plan that allows for any partion of your deductible
that is paid during the fourth quarter of a calendar year to be applied
toward the next year's deductible.
Formulary
A list of preferred brand-name and generic drugs that have been
evatuated by us far effectiveness and safety.

In-plan benefit
The in-plan benefit is an extensive network of highly qualified physicians
and health care providers, also known as participating providers,
available to you by your plan. Generally, your out-of-pocket costs will be
less when yau receive covered services fram participating providers. To
find a participating provider, go to
www.ProvidenceHealthPian.com/providerdirectory.

Non-participating provider

Any health care professional who does not participate in Providence
Health Plan's network of participating physicians and providers of health
care services.

Qut-of-plan

Refers to services yau receive from a non-participating provider. Your
out-of-pocket costs are generally higher wher you receive covered
services fram nan-participating providers. Ta find a participating
provider, go to www.ProvidenceHealthPlan com/providerdirectory.
Participating provider

A physician ar provider of health care services who belongs to the
Providence Health Plan participating provider network. To find a
participating provider, refer to the directory available at
www.ProvidenceHealthPlan.com/providerdirectory.

Prior authorization

Some services must be pre-approved. In-Plan, your provider will request
pricr authorization. Out-of-Plan, you are responsible for obtaining prior
authorization.

Self-administered chemotherapy

Oral, topical or self-injectable medications that are used to stop or slow
the growth of cancerous cells.

Usual, Customary & Reasonable (UCR)

Describes your plan's allowed charges for services that you receive from
an cut-of-plan provider. When the cost of cut-of-plan services exceeds
UCR amounts, you are responsible for paying the pravider any
difference. These amounts do not apply to your out-of-pocket
maximums.

Contactus

Headquartered in Portland, our
custamer service professionals

have been proudly serving aur

mermbers since 1986,

% Portland Metro Area: 503-574-7500
o All other areas: 800-878-4445
N2 TTY: 503-574-8702 or 888-244-6642

via e-mail? Go to our Weh site at:

Have questions abaut your benefits and want to contact us
www.ProvidenceHealthPlan.com/contactus

Clackamas County 0113 OPN-604
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Your Benefit Summary | PROVIDENCE

Alternative Care Plan | Health Plan

Clackamas County - General County Employees on an Open Option Plan

Coba Maximum
pay Calendar Year Benefit
$15 $1,500 per member

Important information about your plan
This alternative care benefit is offered as an additional aption to your medical plan, This summary provides only highlights of your
benefits. To view all your plan details, including your Member Handboaok, register for myProvidence at
www ProvidenceHealthPlan.com/getstarted.
« Not sure what a word or phrase means? See the back for the definitions used in this summary.
« Your copays do not apply to your plan's medical out-of-packet maximums.
« Limitations and exclusions apply to your benefits. See your Member Handbook for details.
« With this benefit you have access 1o four of the most popular types of alternative health care providers: acupuncturists,
chiropractors, massage therapists and naturopaths.

About your alternative care benefit

This plan covers alternative care services when they are:
« Determined by your plan to be medically necessary; and
« Not listed as an exclusion in your Member Handbook.
» Received from a participating licensed chiropractic physician, naturopathic physician, acupuncturist or massage therapist who is
practicing within the scope of his or her license;

What you need to know before you use this benefit
« While you don’t need a physician’s referral to see an alternative care provider, you must see a Providence Health Plan
participating provider. To find a participating provider in your area, go to www.PravidenceHealthPlan.com/providerdirectory or
call us.
« Only one copay is required per date of service, regardiess of the number of covered services received during the visit. You do not
need to meet any applicable medical plan deductibles befere receiving this benefit.
Using non-participating providers
o In rare circumstances, our national network may not have a participating provider in your area. If this occurs, please contact our
authorizing agent at 1-800-678-9133. If our authorizing agent is not able to locate a participating provider witnin a reasonable
distance, authorization for use of a non-participating provider will be provided.
« Non-participating providers must be licensed in the state in which they are practicing and must practice within the scope of their
license.
« Payment ta non-participating providers is based upan Usual, Customary, and Reasonable (UCR) charges. Amounts in excess of
LJCR are your responsibility.
» Claims should be submitted to American Specialty Health Network, 777 Front Street, San Diege, CA 92101.
» In some cases, you may need to pay the non-participating provider directly for the full cost of the services received and submit
your iternized hilling to our authorizing agent for reimbursement.
« You are respansible for obtaining prior autharization from our authorizing agent when receiving services from nan-participating
providers.

Acupuncture covered services

o Office visits. :

« Adjunctive therapy which may include therapies such as acupressure, cupping, moxibustion, or breathing techniques. Adjunctive
therapy is only covered when provided during the same course of treatment and in conjunction with acupuncture. All adjunctive
therapy must be medically necessary for the treatment of neuromusculoskeletal disorders, nausea or pain and provided together
with acupuncture services.

Chiropractic covered services

« Office wvisits.
» Manipulation of the spine, joints and/or musculoskeletal soft tissue, a re-evaluation, and/or other services, in various

combinations.

« Adjunctive physiotherapy which may include ultrasound, hat packs, cold packs, electrical muscle stimulation or other therapies
and procedures which are medically necessary for the treatment of neuromusculoskeleial disorders.

o Related diagnostic X-rays and laboratory service,

Clackamas County 0113 ALT-051C - ALT-051C
Oregon - Large Group ALT 15/1500




Naturopathy covered services
« Services must be provided within a course of treatment that indludes both (a) natural treatment methods, maodalities, nutritional
advice, recommendation of homeopathic protocols, and (b) excludes prescribing prescription or over-the-counter drugs, surgery,
or invasive therapeutic procedures.
» Office visits/consultations, therapeutic procedures and other services provided in various comhinations.
« Physical therapy which may include ultrasound, hot packs, cold packs, manual, mechanical, or electrical stimulation of the

muscles, rehabilitative exercise.
» Related diagnostic X~rays and laboratory services.

» All naturopathic services must be approved by Pravidence Health Plan or its authorizing agent as medically necessary.

Massage therapy covered services
« Shart-term rehabilitative therapy.

Copay

The fixed doliar amount you pay 1o a health care provider for a covered
service at the time care is provided.

Maximum calendar year benefit

The total dollar amount of benefits that you can recefve, per calendar
year.

Non-participating provider

Any health care professional who does not participate in Providence
Health Plan's netwark of participating physicians and providers of

Participating provider
A physician or provider of health care services who belongs to the
Providence Health Plan participating provider network. Tao find a
pariicipating provider, refer to the directory availabla at
www._ProvidenceHealthPlan.com/dproviderdirectory,

Usual, Customary & Reasonable (UCR)

Describes your plan's allowed charges for services that you receive from
an out-of-plan pravider. When the cost of out-of-plan sarvices exceeds
UCR amounts, you are responsible for paying the provider any

health care sarvices.

difference, These amounts do not apply to your cut-of-pocket
miaximums.

Contact us

Headquartered in Portland, our
custamer service professianals
have been praudly serving cur
members since 1986,

Partland Metro Area: 503-574-7500
Al other areas: 800-878-4445
TTY: 503-574-8702 or 888-244-6642

<%y Have questions about your benefits and want to contact us
%‘ via e-mail? Ga to our Wehb site at:
www. ProvidenceHealthPlan.com/cantactus

Clackamas County 0113 ALT-051C
Cragon - Large Group
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Your Benefit Summary PROVIDENCE
Hearing Aid Health Plan

Clackamas County - General County Employees on an Open Option Plan

Benefits

Your Providence Health Plan Supplemental Hearing Aid Benefit provides coverage for members age 18 and older who are not
covered by the Oregon mandated hearing aid benefit described in your Member Handbook:

Up to $1,500 per hearing aid, per ear, per three-calendar-year period.

You do not need to meet any medical health plan deductibles, regardless of your medical plan type, before accessing your
Supplemental Hearing Aid Benefit.

The $1,500 coverage can be applied to the following services:

« Hearing aid assessment, evaluation and audiogram testing

» Hearing aids

Please see your Member Handbook for information regarding Oregon mandated hearing aid benefits.

Using your hearing aid benefits
For the service to be a cavered benefit, you must receive all services to obtain a hearing aid from a licensed hearing professional.

« Please submit your itemized receipts suitable for insurance billing purposes to us for reimbursement.
Submit claims to:
Providence Health Plan
Attn: Claims Dept.
P.O. Box 3125
Portland, OR 97208-3125

Exclusions

« Replacement paris or batteries

« Replacement of lost or broken hearing aids

« Repair of hearing aids are not covered under this benefit. Repair needs should be discussed with your provider via your warranty
period.

« Hearing aids prescribed and ordered prior 1o coverage, or prescribed or ordered after termination of coverage, whichever occurs
first

« Bone anchored hearing aids

Contact us

Headnuartared in Poriland, our
custemer service professionais
have been proudly serving aur
members since 1986.
Clackamas County 0113 HRG-002B HRG-002B
Oregon - Large Group HA 1500

Have questions about your benefits and want to contact us
via e-mail? Go to our Web site at:
www, ProvidenceHealthFPlan.com/contactus

€3, Portland Metro Area: 503-574-7500
¥, All other areas: 800-878-4445
D 1Ty 503-574-8702 or 888-244-6642




Your Benefit Summary
Out-of-Area Dependent

Clackamas County - General County Employees

PROVIDENCE
Health Plan

Calendar Year

~ What You Pay Out-of-Pocket

Maximum
$1,000 per persan
o
coii?]rfnce 33,000 per family

(3 or more)

Important information about your plan
This summary provides only highlights of your benefits. To view all your plan details, including your Member Handbook, register for
myProvidence at www.ProvidenceHealthPlan.com/getstarted.

» Not sure what a word or phrase means? See the back for the definitions used in this summary.

» Some services must be prior authorized by us or a penalty will apply. See your Member Handbook for a list of these services.

» Benefits for services are based on Usual, Custornary & Reasonable charges (UCR).

* Some services and penalties do not apply to out-of-pocket maximums.

» Limitations and exclusions apply to your benefits. See your Member Handbook for details.

Physician / Provider Services
» Office visits
» Periadic health exams; well-baby care (from a Personal Physician/Provider only)
« Vision and hearing screenings for children under 18
 Rautine immunizations; shats
» Maternity services; pre- and postnatal visits
» Allergy shots; serums; injectable medications
« Inpatient hospital visits
 SUrgery; anesthesia
Women's Health Services
» Gynecological exams {calendar year); Pap tests
» Mammaograms
Hospital Services
« Inpatient care
« Observation care
« Maternity care
» Rautine newborn nursery care
» Rehabilitative care (30 days per calendar year)
» Skilled nursing facility (60 days per calendar year)
Qutpatient Diagnostic Services
« X-ray; lab services
e Imaging services (such as PET, CT, MRI)
Medical and Diabetes Supplies, Durable Medical Equipment,
Appliances, Prosthetic and Orthotic Devices
{Remavable custom shae orthatics are limited to $200 per calendar year}
Emergency / Urgent Care / Emergency Medical Transportation

o Emergency services (for emergency medical conditions only. If admitted to hospital, all
services subject to inpatient henefits.)

e Urgent care services (for non-life threatening iinessfminor injury)
s Fmergency medical transpartation '

Clackamas County 0113 O0A-117 OOA-117
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.

t-of-Atea Dependent Sene

Other Covered Services
» Qutpatiant rehabilitative services (30 visits per calendar year)

» Qutpatient surgery, dialysis, infusion, chemotherapy, radiation therapy

+ Temporomandibular joint (TM!) service
(lirnited 1o $1,000 per calendar year / $5,000 per lifetime)

¢ Home health care
e Hospice care

« Tobacco use cessation; counseling/classes and deterrent medications

o Self-administered chemotherapy
{Up 10 a 30-day supply from a designated participating pharmacy)
-Generic drugs
-Formulary brand-name drugs
-Non-formulary brand-name drugs

Mental Health / Chemical Dependency

(To initiate services, you must call 1-800-711-4577. All inpatient, residential and day ar partial

haospitalization treatment services must be prior authorized.)
« Inpatient and day treatment services
« Residential services

« Cutpatient provider visits

Coinsurance

The percentage of the cost that you may need to pay for a covered
service.

Copay

The fixed dallar amount you pay to a health care provider far a covered
service at the time care is provided.

Formulary

A list of preferred brand-name and generic drugs that have been
evaluated by us for effectiveness and safety.

Non-participating provider

Any health care professional who does not participate in Providence
Health Plan's network of participating physicians and providers of
health care services.

Qui-of-pocket maximum

The limit on the dollar ameount you will have to spend for specified
covered health services in a calendar year. Some services and expenses
do not apply to the out-of-pocket maxirmum. See your Member
Randbeook for details.

Participating provider

A physician or provider of health care services who belengs to the
PFrovidence Health Plan participating provider network. To find a
participating provider, refer to the directary available at
www.ProvidenceHealthPlan.com/providerdirectory.

Prior authorization

Some services must be pre- approved You are responsible for obtaining
prior authorizaticn.

Self-administered chemotherapy

Oral, topical or self-injectable medications that are used to stop or slow
the growth of cancerous cells.

Usual, Customary & Reasonable (UCR)

Describes your plan’s allowed charges for services that you receive from
an out-of-plan provider. When the cost of out-of-plan services exceeds
UCR amounts, you are responsible for paying the pravider any
difference. These amounts do not apply 1o your out-of-pocket
maximums.

Contact us

Headquartered in Portland, our
custamer service professionals
have been proudly serving cur
members since 1586,

%All ather areas: 800-878-4445

Partland Metro Area: 503-574-7500

TTY: 503-574-8702 or 888-244-6642

via e-mail? Go to our Web site at:

@ Have questions about your benefits and want to contact us
www. ProvidenceHealthPlan.com/contactus

Clackamas County 0113 O0A-117
Oregon - Large Group
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Your Benefit Summary

Prescription Drug Plan
Clackamas County - General County Employees

Important information about your plan
This summary provides only highlights of your pharmacy benefits. Certain limitations and exclusions apply. To view all your pkan
details, including your Member Handbook, register for myProvidence at www.ProvidenceHealthPlan.com/getstaried.
» To find out how a drug is covered under your plan, view the complete formulary and pharmacy information available online at
www.ProvidenceHealthPlan.com or call us.
« You have broad access to over 22,000 participating pharmacies and their services at discounted rates. Pharmacies are designated
as participating retail, preferred retail, specialty or mail-order pharmacies. _
« View 2 list of participating pharmacies, including spedialty pharmacies, at www.ProvidenceHealthPlan.com or call us.
» Not sure what a word or phrase means? See the back for the definitions used in this summary.
» Copays, comnsurance and any difference in costs for prescription drugs do not apply to your calendar year medical plan
out-of-pocket maximums, coinsurance maximums, ar deductibles.

PROVIDENCE
Health Plan

Drug Coverage Category

[ Generic drug ’ $15 $15 | $15

Brand-name drug $30 $30 $30
Compounded drug 50% Does not apply Does not apply

What you need to know about drug coverage categories

» Both generic and brand-name drugs are covered subject ta the terms of your plan.

» Some medications are less costly. If the cost of your prescription is less than your copay, you will only be charged the cost of the
prescription.

« If you or your physician request a brand-name drug when a generic is available, you will be responsible for paying the cost
difference, in addition to your brand-name drug copay.

« Compounded drugs are prescriptions that are custom prepared by your pharmacist. These prescriptions must contain one Food
and Drug Administration (FDA) approved drug. :

« Specialty drugs are prescriptions that require special delivery, handling, administration and monitoring by your pharmacist.

« Self-administered chemotherapy drugs are covered under your pharmacy benefits or your medical benefits, whichever allows for
your lowest out-of-pocket cost. Please refer to your medical Benefit Summary for more information.

Using your prescription drug benefit

« Your prescription drug benefit requires that you fill your prescriptions at a participating pharmacy.

+ Be sure you present your current Providence Health Plan member identification card, along with your copay or cainsurance when
you use a participating pharmacy. .

» You may purchase up to a 90-day supply of maintenance drugs using a participating mail-service or preferred retail pharmacy.
Not all drugs are considered maintenance prescriptions, including compounded drugs and drugs obtained from specialty
pharmacies,

« Most specialty and chemotherapy drugs are only available at our designated specialty pharmacies. For more infarmation, visit us
online at www. ProvidenceHealthPlan.com.

« Diabetes supplies may be obtained at your participating pharmacy, and are subject to your group‘s medical supplies and devices
benefits, limitations, and coinsurance. See your Member Handbook for details.

Using your prescription drug formulary

« The Providence formulary is a list of FDA-approved prescription brand-name and generic drugs developed by physicians and
pharmacists. It is designed to offer drug treatment chaices for covered medical conditions.

= Some prescription drugs require prior autharization for medical necessity, place of therapy, length of therapy, step therapy, or
number of dases. If a drug to treat your covered medical condition is not in the formulary, please contact us.

« The formulary can help you and your physician choose effective medications that are less costly and minimize your out-of-pocket
expense.

« Effective generic drug choices are available to treat mast medical conditions. Visit www.ProvidenceHealthPlan.com for answers to
frequently asked questions about both generic drugs and the formulary.

Ordering prescriptions by mail
« To order prescriptions by mail, your provider may call in the prescription or you can mail your prescription along with your
member identification number to one of our participating mail-order pharmacies.
« To find participating mail-order pharmacy information visit us online at www.ProvidenceHaalthPlan.com.

Clackamas County (113 PRX-135K PRX-1335K
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If you use a non-participating pharmacy

« Urgent or emergency medical situations may require that you use a non-participating pharmacy.
« If this occurs, you will need 1o pay full price for your prescription at the time of purchase. Relmbursement forms are available

online.

» Reimbursement is subject to your plan’s limitaticns and exclusions.

What you need to know about limitations and exclusions
The following is a summary of the limitations and exclusions under your prescription drug plan. For complete descriptions go to:

www.ProvidenceHealthPlan.com.
Limitations

« All drugs must be Food and Drug Administration (FDA)
approved, medically necessary, and require by law, a
prescription to dispense. Not all FDA-approved drugs are
covered by Providence Health Plan. Newly approved drugs will
be reviewed for safety and medical necessity within 12
manths following FDA approval.

e Prescription dispensing limits: 1) topicals—up to 60 grams; 2)
liquids—up to eight cunces; 3) tablets or capsules—up to 100
dosage units; and 4) multi-use or unit-of-use—up to one
container or package; as prescribed, not to exceed a
30-consecutive-day supply, whichever is less. Other dispensing
limits may apply to certain medications requiring limited use
and are listed in the formulary.

e Specialty drugs are injectable, infused, oral or inhaled
therapies that often require specialized delivery, handling,
maonitoring and administration, and are generally high cost,
These drugs must be purchased through our designated
specialty pharmacy. Due to the nature of these medications,
they are not considered "maintenance” drugs and are limited
to a 30-day supply {or minimum package size to approximate
a 30-day supply). Specialty medications are listed in the
formulary.

+ Self-injectible drugs are only covered if they are intended for
self-administration, labeled by the FDA for self-administration
and referenced in the formulary.

Clackamas County 0113 PRX-135K
Oregon - Large Group

Exclusions

« Drugs used in the treatment of fungal nail cenditions.

o Drugs used in the treatment of the commaon cold.

« Experimental or investigational drugs or drugs used by a
member in a research study or in anather simildr
investigationat environment.

« Druags or medications delivered, injected or administered for
you by a physician, other provider or another trained person.

» Drugs prescribed by naturopathic physicians (N.D.).

« Amphetamines and amphetamine derivatives, except when
used in the treatment of narcolepsy or hyperactivity in
children and adults.

» Drugs or medications used to treat sexual dysfunctions or
disorders, in either men or women, such as Viagra® or drugs
reguired for, ar as a result of, sexual transformation.

« Drugs used for the treatment of fertility ar infertility.

« Fluaride, for members over the age of 10 years old.

« Replacement of lost or stalen medication.

« Drugs used for weight loss ar cosmetic purposes.

« Medications prescribed that do not refate directly to the
treatment of a covered ilness or injury.

« Over-the-counter (OTC) drugs, medications ar vitamins that
may be purchased without a provider’s written prescription
and prescription drugs that are available in an OTC
therapeutically similar form.

« Devices, appliances, supplies and durable medical equipment,
even if a prescription is required for purchase. These items
may be covered under your medical benefits.

¢ Drugs dispensed from pharmacies outside the United States,
except for urgent and emergency medical canditions.

« Drugs or prescribed medications that are not medically
necessary or are not provided according to our medical policy.

» Drugs to stimulate hair growth, including, but not limited to,
Rogaine® (i.e., topical minoxidil) or other similar drug
preparations.

o Drugs used in the treatment of drug induced fatigue, generat
fatigue and idiopathic hypersomnia.

e Drugs that are not FDA approved or designated as “less than
effective” by the FDA, also known as a “DESI” drug.

» Drugs placed on prescription-anly status as required by state
ar local law,

« Compounded drugs from bulk powders that are not a
component of an FDA-approved drug.

« Vaccines, immunizations and preventative medications solely
for the purpose of travel.

PRX-135K
RX 15/30



Brand-name drug

Brand name drugs are protected by U.S. patent laws for up to 17 years,
so only the pharmaceutical company that holds the patent has exclusive
rights to produce and sell them.

Coinsurance

The percentage of the cost that you pay to a participating pharmacy, at
the time of purchase, for a covered prescription drug.

Compounded drug

The combining, mixing, or altering of covered drugs or other
ingredients for a customized prescription for an individual as prescribed
by a licensed provider.

Copay

The fixed dollar amount you pay to a participating pharmacy, at the
time of purchase, for a covered presaription drug.

Formulary

A formulary is a list of FDA-approved prescnptton drugs developed by
physicians and pharmacists, designed to offer drug treatment cheices
for covered medical conditions, The Providence Health Plan formulary
includes both brand-name and generic medications.

Generic drug

Generic drugs have the same active-ingredient formula as the
hrand-name drug. Generic drugs are tested by the Food and Drug
Administration (FDA) to be as safe and as effective as brand-name
drugs. Generic drugs are only available after the brand-name patent
expires. Visit waaw. ProvidenceHealthPian.com for answers to frequently
asked questions about generic drugs.

Maintenance drug

Medications that are typically prescribed ta treat long-term or chronic
conditions, such as diabetes, high blood pressure and high cholesterol.
Maintenance drugs are those that you have received under our plan for
at least 30 days and that you anticipate continuing to use in the future.

Participating pharmacies

Pharmacies that have a signed contract with Providence Health Plan to
provide medications and other services at special rates. There are four
types of participating pharmacies:

o Retail: a participating pharmacy that allows up to a 30-day supply of
short-term and maintenance prescriptions.

« Preferred Retail: a participating pharmacy that allows up to a 90-day
supply of maintenance prescriptions and access to up to a 30-day
supply of short-term prescriptions.

« Specialty: a participating pharmacy that allows up to a 30-day
supply of speciaity and self-administered chamotherapy
prescriptions. These prascriptions require speciat delivery, handiing,
administration and monitaring by your pharmacist.

« Mail Order: a participating pharmacy that allows up to a 9C-day
supply of maintenance prescriptions and specializes in direct delivery
ta your home.

For a complete description of the types of services provided by
participating pharmacies, see your Member Handbaok.

Prior authorization

The process used 1o request an exception to the Providence Health Plan
drug formulary. This process is initiated by the prescriber of the
medication. Some drugs require prior authorization for medical
necessity, place of therapy, length of therapy, step therapy or number of
dases. Visit wivw.ProvidenceHealthPlan.com for additional infarmation.
Self-administered chemotherapy

Oral, topical or self-injectable medications that are used to stop or slow
the growth of cancerous celis.

Contact us

Headquartered in Fortland, our
custamer service professionals

have been proudly serving our

members since 1986,

All other areas: 800-878-4445

% Portland Metra Arear 503-574-7500
TTY. 503-574-8702 or 888-244-6642

via e-mail? Go to aur Weh site at:

Have questians about your benefits and want to contact us
waw, ProvidenceHealthPlan.cam/contacius

Clackamas County 0113 PRX-135K
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Your Benefit Summary _ .. .
Vision $400 Plan Egg\é!?ENCE

Benefits

Your Providence Health Plan vision benefit provides coverage as follows:
« Adults: up to $400 per two calendar year period

« Children under 18: up to $400 per calendar y=ar

You do not need to meet any medical health plan deductibles, regardless of your medical plan type, before accessing your vision care
benefit. The $400 caverage can be applied to the following services:

« Vision examinations

o Prescription lenses

« Prescription contact lenses

e Frames

Using your vision plan benefit

« For the service to be a covered henefit, you must receive all of your vision services and supplies care from a licensed eye care
provider. Vision examinations must be provided by an ophthalmologist or an optometrist.

« Please submit your itemized receipts suitable for insurance hilling purposes to us for reimbursement.
Submit claims io:
Providence Health Plan
Attn: Claims Dept.
P.0. Box 3125
Portland, OR 97208-3125

Exclusions

« Orthoptic or vision training

» Subnormal vision aids, aneseikonic lenses, or Plano {non-prescription lenses) glasses
» Sunglasses ‘

« All materials not listed as covered benefits

» Services and supplies received outside of the United States

Contact us

Headgquartered in Partland, our
custamer service professionals
have been proudly serving our
members since 1986.
PGC-0OR 0812 VISN BENSUMZ2 VIS-066B

Oregon - Large Group Vis 400

Have guestions about your benefits and want to contact us
via e-mail? Go to our Web site at:
wiww.ProvidenceHealthPlan.com/contactus

Portland Metro Area: 503-574-7500
All other areas: 800-878-4445
TTY: 503-574-8702 or 888-244-6642




Your Benefit Summary

Personal Option Plan
Clackamas County POA

PROVIDENCE
Health Plan

Calendar Year

Out-of-Pocket
Maximum

What You Pay

$1,000 per persan
$15 Covered in full for mast services. $3,000 per family
{3 or mare)

Important information about your plan
This summary provides only highlights of your benefits. To view all your plan details, including your Member Handbook, register far
myProvidence at www.PravidenceHealthPlan.com/getstarted.

« Not sure what a word or phrase means? See the back for the definitions used in this summary.

» This plan only provides benefits for medically necessary services when provided by a participating physician or provider.

» Some services and penalties do not apply to cut-of-pocket maximums.

« Limitations and exclusions apply to your benefits, See your Member Handboak for details.

- e ST

' Option PlanBenefit Hig

Yol pay the 6“6' ng-for

Physician / Provider Services
o Office visits
» Periodic health exams; well-baby care {from a Personal Physician/Provider anly)
» Vision and hearing screenings for children under 18
+ Routine immunizations; shots
« Maternity services; pre- and postnatal visits
» Allergy shots; serums; injectable medications
« Inpatient hospital visits
» Surgery; anesthesia
Women's Health Services
« Gynecological exams {calendar year), Pap tests
« Mammagrams
Hospital Services
« Inpatient care
s Observation care
« Maternity care
« Routine newborn nursery care
s Rehabilitative care (30 days per calendar year)
o Skilled nursing facility (60 days per calendar year)
Qutpatient Diagnostic Services
« X-ray; lab services
« Imaging services (such as PET, CT, MRI}
Medical and Diabetes Supplies, Durable Medical Equipment,

Appliances, Prosthetic and Orthotic Devices
{Remevable custom shoe erthatics are limited 10 $200 per calendar year)

Emergency / Urgent Care / Emergency Medical Transportation
e Emergency services (for emergency medical conditions only. if admitted to hospital,
capayment is not applied; all services subject to inpatient benefits.)
« Urgent care services (for non-life threatening illness/minor injury)
e Emergency medical transportation

Clackarmas County 0113 PER-198Kgr PER-198Kgr
Oregon - Large Group PE 15/0/1000




Option Plan @%@hﬁfigﬁ’g"hIighi?f{égg?pueé :

Gther Covered Services
«» Outpatient rehabilitative services (30 visits per calendar year)

« Cutpatient surgery, dialysis, infusion, chemaotherapy, radiation therapy

« Temporomandibular joint (TMJ) service

{limited 10 $1,000 per calendar year / $5,000 per lifetime)
« Home health care
« Hospice care

« Tobacco use cessation; counseling/classes and deterrent medications

« Self-administered chemotherapy
{Up to a 30-day supply from a designated participating pharmacy}
-Generic drugs
-Farmulary brand-name drugs
-Non-formulary brand-name drugs

Mental Health / Chemical Dependency

(To initiate services, yau must cali 1-800-711-4577. All inpatient, residential and day or partial

hospitalizatian treatment sarvices must be prior authorized.)
« Inpatient and day treatment services
« Residential services
» Outpatient provider visits

Coinsurance

The percentage of the cost that you may need to pay for a covered
service.

Copay

The fixed dallar arnount you pay to a health care provider for a covered
service at the time care is provided. ’

Formulary

A list of preferred brand-name and generic drugs that have been
evaluated by us for effectiveness and safety.

Non-participating provider

Any health care professional who does not participate in Frovidence
Health Plan’s network of participating physicians and providers of
health care services.

Cut-of-pocket maximum

The limit on the dollar amount you will have to spend for specified
covered health services in a calendar year. Some services and expenses
do not apply to the out-of-packet maximum. See your Member
Handbook for details.

Participating provider

A physician or provider of health care services who belongs ta the
Providence Health Plan participating provider network. Te find a
participating provider, refer to the directory available at

www. ProvidenceHealthPlan.com/providerdirectory.

Self-administered chemotherapy

Oral, topicat or self-injectable medications that are used to slop or slow
the growth of cancerous cells.

Contact us

Headquariered in Portland, our
customer service professionals
have heen proudly serving our
members since 1986.

Portland Metro Area 503-574-7500
All other areas: 800-878-4445
TTY: 503-574-8702 or BB8-244-6642

Have guestions about your benefits and want ta cantact us
via e-mail? Go to our Web site at:
wan. ProvidenceHealthPlan.com/contacius

Clackamas County 0113 PER-198Kgr
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Your Benefit Summary
Open Option Plan

PROVIDENCE
Health Plan

Clackamas County POA

Calendar Year
Common

Calendar Year

What You Pay What You Pay

Cammon
Deductible -

Out-of-Pocket
Maximum
{(after deductible)

In-Plan Qut-of-Plan

. _20% $2,000 per persan 350 per person
$10 Covered in full for coinsurance $6.000 per famil $150 per famil
most services. {after deductible; ' per tamily per
{3 or mare} (3 or more)

UCR applies)

Important information about your plan
This summary provides only highlights of your benefits. Ta view all your plan deta
myProvidence at www.ProvidenceHealthPlan.com/getstarted.

» Not sure what a word or phrase means? See the back for the definitions used in this summary,

» This plan offers deductible carryaver. This means any portion of your deductible(s) that you pay during the fourth quarter of the

calendar year will be applied toward next year's deductible(s).
« Your deductibles, some services and penalties do not apply to out-of-pocket maximums.
« Benefits for out-of-plan services are based on Usual, Customary & Reasonable charges (UCR).

ils, including your Member Handbaok, register for

« Limitations and exclusions ap

ply 1o your benefits. See your Member Handbook for details.

e

¥ No deductible needs to be met prior to receiving this benafit.

Physician / Provider Services

Out-of-Plan Copay or
Coinsurance
(when you use a

non-participating provider)

« Office visits 20%”
» Periodic health exams; Well—baby care (from a Persanal Physician/Provider only) 20%Y
« Vision and hearing screenings for children under 18 20%"
« Routine immunizations; shats 20%"
= Maternity services; pre- and postnatal visits 20%
o Allergy shots; serums; injectable medications 20%
« [npatient hospital visits 20%
 Surgery; anesthesia 20%
Women'’s Health Services
» Gynecological exams {calendar year); Pap tests 20%”
« Mammaograms 20%
Hospital Services
« Inpatient care 20%
» Observation care 20%
« Maternity care 20%
« Rautine newborn nursery care 20%
« Rehabilitative care (30 days per calendar year) 20%
» Skilled nursing facility (60 days per calendar year) 20%
Outpatient Diagnostic Services
» X-ray; lab services 20%
« Imaging services (such as PET, CT, MRI) 20%
Medical and Diabetes Supplies, Durable Medical Equipment,
Appliances, Prosthetic and Orthotic Devices 20%
{Remavable custom shoe orthotics are limited to $200 per calendar year; deductible walved)
Emergency / Urgent Care / Emergency Medical Transportation
» Emergency services {for emergency medical conditions only. i admitted to hospital, $100”
copayment is not applied; all services subject to inpatient benefits.)
« Urgent care services (for non-life threatening fllness/minar injury} 20%"
= Emergency medical transpartation $50

Your deductible(s) do nat apply to purchases of diabetes supplies.

Clackamas County 0113 OPN-123Lgr
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Qut-of-Plan Copay or
Coinsurance

ther Covered Services
« Outpatient rehabilitative services (30 visits per calendar year)

« Outpatient surgery, dialysis, infusion, chemotherapy, radiation therapy

» Temporomandibular joint (TMI} service

{limited to $1,000 per calendar year./ $5,00C per lifetime)
« Home health care '
» Hospice care

« Tobacco use cessation; counseling/classes and deterrent medications

o Self-administered chemotherapy
{Up to a 30-day supply fram a designated participating pharmacy)
~Generic drugs
-Farmulary brand-name drugs
-Non-formulary brand-name drugs

20%
20%
Mot Covered

20%
Covered in full’
Not covered

Not covered
Not covered
Not covered

Mental Health / Chemical Dependency

(Te initiate services, you must call 1-800-711-4577. Al inpatient, residential and day ar partial

hospitalization treatment services must be prior autharized.)
» Inpatient and day treatment services
« Residential services

20%
20%

» Qutpatient provider visits

Coinsurance
The percentage of the cost that you may need to pay for a covered
service.
Cammon deductible
The dollar amount that an individual or family pays for covered services
before your plan pays any benefits within a calendar year. The
deductible can be met by using in-plan or out-of-plar providers, or the
combination of both. The following expenses do not apply to an
individual or family deductible:
o Services not cavered by your plan
 Fees that exceed usual, customary and reasonable {UCR) charges as
established by your plan
o Penalties incurred if you da not follow your plan's priar
authorization requirements
« Copays or coinsurance for any supplemental benefits provided by
your employer, such as prescription drugs, or routine vision care
Common out-of-pocket maximum
The limit on the dollar amount you will have to spend for specified
covered health services (@ combination of bath in- and out-of-plan
services) in a calendar year. Some services and expenses do not apply to
the common out-of-pocket maximum. See your Member Handbock for
details.
Copay
The fixed doltar amount you pay to a health care provider for a covered
service at the time care is provided.
Deductible carryover
A feature of your plan that allows for any portion of your deductible
that is paid during the fourth guarter of a calendar year to be apglied
toward the next year's deductible. )
Formulary
A list of preferred brand-name and generic drugs that have been
evaluated by us for effectiveness and safety.
In-plan benefit

The in-plan benefit is an extensive network of highly qualified physicians

and health care providers, also known as participating providers,
available to you by your plan. Generally, your cut-cf-pocket costs will
be less when you receive covered services from participating providers,
To find a partidpating provider, go to

www PravidenceHealthPlan.com/providerdirectory.

20%7

Non-participating provider

Any health care professional who does not participate in Providence
Health Pian's network of participating physicians and providers of health
care services.

OQut-of-plan

Refers to services you receive from a non-participating provider, Your
out-of-pocket costs are generally higher when you receive covered
services from non-participating providers. To find a participating
provider, go to www.ProvidenceRealthPlan.comvproviderdirectory.
Participating provider

A physician or pravider of health care services who belongs 1o the
Providence Health Plan participating provider netwark. To find 2
participating pravider, refer to the directary available at
www.PravidenceHealthPlan.com/providerdirectory.

Prior authorization

Some services must be pre-appraved. In-Plan, your pravider will request
prior authorization. Qut-of-Plan, you are responsible far obtaining prior
authorization.

Self-administered chemotherapy

Oral, topical or self-injectable medications that are used to stop or slow
the growth of cancerous cells.

Usual, Customary & Reasonable (UCR)

Describes your plan’s allowed charges for services that you receive from
an out-of-plan provider. When the cost of out-of-plan services exceeds
UCR amounts, you are responsible for paying the provider any
difference. These amounts do not apply toe your out-of-pocket
maximurms.

Contact us

Headquartered in Portland, cur
customer service professionals

have been proudly serving aur

members since 1986,

&% Portland Metro Area: 503-574-7500
L, Al other areas: 800-878-4445
\$} TTY: 503-574-8702 or 888-244-6642

Have questions about your benefits and want ta contact us
via e-mail? Go 1o our Wehb site at:
www. ProvidenceHealthPlan.com/contacius
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Your Benefit Summary
Out-of-Area Dependent

Clackamas County POA

PROVIDENCE
Health Plan

Calendar Year

What You Pay Out-of-Pocket

Maximum
20% $1,000 per person

coinsurance 53,(200(2 ;r:neorrgmlly

Important information about your plan
This summary provides only highlights of your benefits, To view all your plan details, including your Member Handbook, register for
myProvidence at www.ProvidenceHealthPlan.com/getstarted.

« Not sure what a word or phrase means? See the back for the definitions used in this summary.

e Some services must be prior autharized by us or a penalty wilt apply. See your Mermber Handhook for a list of these services.

« Benefits for services are based on Usual, Customary & Reasonable charges (UCR).

+ Some services and penalties de not apply to cut-of-pocket maximums.

« Limitations and exclusions apply to your benefits, See your Memnber Handbook for details.

efit Highlights: —

Physician / Provider Services
» Office visits
o Periadic health exams; well-baby care (fram a Personal Physiciar/Provider anly)
o Vision and hearing screenings for children under 18
« Routine immunizations; shots
o Maternity services; pre- and postnatal visits
o Allergy shots; serums; injectable medications
o Inpatient hospital visits
e Surgery, anesthesia
Women's Health Services
¢ Gynecological exams {calendar year); Pap tests
« Mammaograms
Hospital Services
s inpatient care
» Observation care
» Maternity care
« Routine newhorn nursery care
o Rehabilitative care (3¢ days per calendar year)
« Skilled nursing facility (50 days per calendar year)
Outpatient Diagnostic Services
» X-ray; lab services
e Imaging services (such as PET, CT, MR
Medical and Diabetes Supplies, Durable Medica! Equipment,
Appliances, Prosthetic and Orthotic Devices
{Removable custom shoe orthatics are limited to $200 per calendar year)
Emergency / Urgent Care / Emergency Medical Transportation

» Emergency services (for emergency medical conditions only. If admitted to hospital, all
services subject to inpatient benefits.)

o Urgent care services (for nandife threatening iliness/minar injury}
« Emergency medical transportation

Clackamas County 0113 QOA-030Agr OOA-030Agr
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——

« Outpatient rehabilitative services (30 visits per calendar year)

« Quipatient surgery, dialysis, infusion, chemotherapy, radiation therapy

« Temparomandibular joint (TMI) service

{limited to $1,000 per calendar year / $5,000 per lifetime)
« Home health care
» Haospice care

« Tobacco use cessation; counseling/classes and deterrent medications

« Self-administered chemotherapy
{Up 10 a 30-day supply from a designated participating pharmacy)
-Generic drugs
-Formulary brand-name drugs
-Non-formulary brand-name drugs

Mental Health / Chemical Dependency

(Ta initiate services, you rust call 1-800-711-4577. All inpatient, residential and day or partial

hospitalization treatment services must be prior authorized.)
« Inpatient and day treatment services
» Residential services

» Qutpatient provider visits

Cainsurance

The percentage of the cost that you may need ta pay for a covered
service.

Copay

The fixed dollar amount you pay to a health care provider for a covered
service at the time care is provided.

Formulary

A list of preferred brand-name and generic drugs that have been
evaluated by us for effectiveness and safety.

Non-participating provider

Any health care professional who does not participate in Providence
Health Plan’s network of participating physicians and providers of
health care services.

Out-of-pocket maximum

The limit on the dollar amount you will have to spend for specified
covered health services in a calendar year. Some services and expenses
do not apply to the out-of-pocket maximum. See your Member
Handbook for datails.

Participating provider

A physician ar provider of health care services who belongs to the
Pravidence Health Plan participating provider network. To find a
participating provider, refer to the diractary available at
www.PravidenceHealthPlan.com/providerdirectory.

Prior authorization ‘

Some services must be pre-approved. You are responsible for abtaining
priar authorization,

Self-administered chemotherapy

Oral, topical or self-injectable medications that are used to stop or slow
the growth of cancerous cells.

Usual, Customary & Reasonable (UCR)

Describes your plan’s aliowed charges for services that you receive from
an out-af-plan provider. When the cast of out-of-plan services exceeds
UCR amounts, you are respansible for paying the provider any
difference. These amounts do nat apply to your out-of-pocket
maximums. :

Contact us

Headguartered in Portland, our
custamer service professianals

have been proudly sernving our

members since 1586.

Partland Metro Area: 503-574-7500
Al other areas: BOD-B78-4445
TTY: 503-574-8702 or 888-244-6642

< Have questions about your benefits and want to contact us
% via e-mait? Ga to our Web site at:
wanw. PravidenceHealthPlan.com/contactus
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Your Benefit Summary

Prescription Drug Plan
Clackamas County POA

Important information about your plan
This summary provides only highlights of your pharmacy berefits. Certain limitations and exclusions apply. To view all your plan
details, incuding your Member Handbook, register for myProvidence at www.ProvidenceHealthPlan.com/getstarted.
+ To find out how a drug is covered under your plan, view the complete formulary and pharmacy information available anline at
www.PravidenceHealthPlan.cam ar call us.
« You have broad access to over 22,000 participating pharmacies and their services at discounted rates. Pharmacies are designated
as participating retail, preferred retail, specialty or mail-order pharmacies.
» View 3 list of participating pharmacies, including specialty pharmacies, at www.ProvidenceHealthPlan.com or call us.
« Not sure what a word or phrase means? See the back for the definitions used in this summary.
« Copays, coinsurance and any difference in costs for prescription drugs do not apply to your calendar year medical plan
out-of-pocket maximums, coinsurance maximums, or deductibles.

PROVIDENCE
Health Plan

Generic drug
Brand-name drug
Compounded drug 50% Does not apply Does not apply

What you need to know about drug coverage categories

« Bath generic and brand-name drugs are covered subject to the terms of your plan.

» Some medications are less costly. If the cost of your prescription is less than your copay, you will only be charged the cost of the
prescription.

» If you or your physician request a brand-name drug when a generic is available, you will be responsible for paying the cost
difference, in addition to your brand-name drug copay.

» Compounded drugs are prescriptions that are custom prepared by your pharmacist. These prescriptions must contain one Foad
and Drug Administration (FDA) approved drug.

« Specialty drugs are prescriptions that require special delivery, handling, administration and monitoring by your pharmacist.

» Self-administered chemaotherapy drugs are covered under your pharmacy benefits or your medical benefits, whichever allows far
your lowest out-of-packet cost. Please refer ta your medical Benefit Summary for more information.

Using your prescription drug benefit

» Your prescription drug benefit requires that you fill your prescriptions at a participating pharmacy,

» Be sure you present your current Providence Health Plan member identification card, along with your copay or coinsurance when
you use a participating pharmacy. '

+ You may purchase up to a 50-day supply of maintenance drugs using a participating mail-service or preferred retail pharmacy.
Not all drugs are considered maintenance prescriptions, indluding compounded drugs and drugs abtained from specialty
pharmacies.

» Mast specialty and chemotherapy drugs are only avaitable at our designated specialty pharmacies. For more infarmation, visit us
online at www.ProvidenceHealthPlan.com.

» Diabetes supplies may be obtained at your participating pharmacy, and are subject 1o your group’s medical supplies and devices
benefits, limitations, and coinsurance. See your Member Handbook far details,

Using your prescription drug formulary

o The Providence formulary is a list of FDA-approved prescription brand-name and generic drugs developed by physicians and
pharmacists. It is designed to ofter drug treatment choices for covered medical conditions.

« SOme prescription drugs require prior authorization for medical necessity, place of therapy, length of therapy, step therapy, or
number of doses. If a drug to treat your covered medical condition is not in the formulary, please contact us.

» The formulary can help you and your physician choose effective medications that are fess costly and minimize your out-of-packet
expense.

« Effective generic drug choices are available 1o treat most medical conditions. Visit www.ProvidenceHealthPlan.com for answers to
frequently asked questions about both generic drugs and the formulary.

Ordering prescriptions by mail
s To order prescriptions by mail, your provider may call in the prescription ar you can mail your prescription along with your
member identification number to one of our participating mail-order pharmacies.
« To find participating mail-order pharmacy information visit us online at www. ProvidenceHealthPlan.com.

Clackamas County 0113 PRX-133K PRX-133K
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if you use a non-participating pharmacy
« Urgent or emergency medical situations may require that you use a non-participating pharmacy.
« If this accurs, you will need to pay full price for your prescription at the time of purchase. Reimbursement forms are available
online.
« Reimbursement is subject to your plan’s limitations and exclusions.

What you need to know about limitations and exclusions
The following is a summary of the limitations and exclusions under your prescription drug plan. For complete descriptions go to:
www.ProvidenceHealthPlan.com.

Limitations [Exclusions

« All drugs must be Food and Drug Administration (FDA)
approved, medically necessary, and require by law, a
prescription to dispense. Not all FDA-approved drugs are
covered by Providence Health Plan, Newly approved drugs will
be reviewed for safety and medical necessity within 12
months following FDA approval.

Prescription dispensing limits: 1) topicals—up to 60 grams; 2)
liquids—up to eight ounces; 3) tablets or capsules—up to 100
dosage units; and 4) multi-use or unit-of-use—up to cne
container or package; as prescribed, not to exceed a
30-consecutive-day supply, whichever is less. Other dispensing
limits may apply to certain medications requiring limited use
and are listed in the farmulary.

Specialty drugs are injectable, infused, oral or inhaled
therapies that often require specialized delivery, handling,
monitoring and administration, and are generally high cost.
These drugs must be purchased through our designated
specialty pharmacy. Due to the nature of these medications,
they are not considered “maintenance” drugs and are limited
1o a 30-day supply {or minimum package size to approximate
a 30-day supply). Specialty medications are listed in the
formulary.

Self-injectible drugs are anly covered if they are intended for
self-administration, labeled by the FOA for self-administration
and referenced in the formulary.

Clackamas County 0113 PRX-133K
Cregon - Large Group

« Drugs used in the treatment of fungal nail conditions.

e Drugs used in the treatment of the comman cold.

« Experimental or investigational drugs or drugs used by a
member in a research study or in another similar
investigational environment.

» Drugs or medications delivered, injected or administered for
vau by a physician, other pravider or another trained person.

« Drugs prescribed by naturopathic physicians (N.D.),

« Amphetamines and amphetamine derivatives, except when
used in the treatment of narcolepsy or hyperactivity in
children and adults.

« Drugs or medications used to treat sexual dysfunctions or
disorders, in either men or women, such as Viagra® or drugs
required for, ar as a result of, sexual transformation.

« Drugs used for the treatment of fertility or infertility.

» Fluaride, for members over the age of 10 years old.

» Replacement of lost ar stolen medication.

¢ Drugs used for weight loss ar cosmetic purposes.

« Medications prescribed that do not relate directly to the
treatment of a cavered illness or injury.

« Over-the-counter (OTC) drugs, medications or vitamins that
may be purchased without a pravider's written prescrintion
and prescription drugs that are available in an OTC
therapeutically similar form.

« Devices, appliances, supplies and durable medical equipment,
even if a prescription is required for purchase. These items
may be covered under your medical benefits.

« Drugs dispensed from pharmacies outstde the United States,
except for urgent and emergency medical conditions.

o Drugs or prescribed medications that are not medically
necessary or are not provided according to our medical policy.

» Drugs to stimulate hair growth, including, but not limited to,
Rogaine® (i.e., topical minaxidil) ar other similar drug
preparations.

» Drugs used in the treatment of drug induced fatigue, general
fatigue and idiopathic hypersomnia.

« Drugs that are not FDA approved or designated as “less than
effective” by the FDA, also known as a "DESI” drug.

o Drugs placed on prescription-only status as required by state
or local law.

« Compounded drugs from bulk powders that are not a
component of an FDA-approved drug.

» Vaccines, immunizations and preventative medications solely
for the purpose of travel.

PRX-133K
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Brand-name drug
Brand name drugs are protected by U.S. patent laws for up to 17 years,
so only the pharmaceutical company that hiclds the patent has exclusive
rights to produce and sell them.

Coinsurance

The percentage of the cost that you pay tc a participating pharmacy, at
the time of purchase, for a covered prescription drug.

Compounded drug

The combining, mixing, ar altering af covered drugs or ather
ingredients for a custornized prescription far an individuzl as prescribed
by a licensed provider.

Copay

The fixed dollar amount you pay to a participating pharmacy, at the
time of purchase, for a covered prescription drug.

Formulary

A formulary is a list of FDA-approved prescription drugs developed by
physicians and pharmacists, designed to offer drug treatment chaices
far covered medical cenditions. The Providence Health Plan formulary
includes kath brand-name and generic medications.

Generic drug

Generic drugs have the same active-ingredient formula as the
brand-name drug. Generic drugs are tested by the Food and Drug
Administration (FDA) to be as safe and as effective as brand-name
drugs. Generic drugs are only available after the brand-name patent
expires. Visit www.ProvidenceHealthPlan.com for answers to frequently
asked questions about generic drugs.

Maintenance drug

Medications that are typically prescribed to treat tong-term or chronic
conditions, such as diabetes, high blood pressure and high cholesteral.
Maintenance drugs are those that you have received under our plan for
at least 3C days and that you anticipate continuing to use in the future.

Participating pharmacies

Pharmacies that have a signed contract with Providence Health Plan to
provide medications and ather services at spacial rates. There are four
types of participating pharmacies:

» Retail: a participating pharmacy that allows up to a2 30-day supply of
short-term and maintenance prescriptians.

» Preferred Retail: a participating pharmacy that allows up to 2 20-day
supply of maintenance prescriptions and access to up to a 30-day
supply of shart-term prescriptions.

e Specialty: a participating pharmacy that allows up to a 30-day
supply of specialty and self-administered chemotherapy
prescriptions. These prescriptions require special delivery, handling,
administration and monitoring by your pharmacist.

e Mail Order: a participating pharmacy that allows op to a 90-day
supply of maintenance prescriptions and specializes in direct delivery
to your home,

For a complete description of the types of services provided by
participating pharmacies, see your Member Handhook,

Prior authorization ,

The process used ta request an exception to the Providence Health Plan
drug formulary. This pracess is initiated by the prescriber of the
medication. Some drugs require prior authorization for medical
necessity, place of therapy, length of therapy, step therapy or number of
doses. Visit www.PravidenceHealthPlan.com for additional information.
Self-administered chemotherapy

Oral, topical or self-injectable medications that are used to step or slow
the growth of cancerous cells.

Contact us

Headguartered in Portland, our
customer service professionals

have been proudly serving our

members since 1986,

Portland Metro Area: 503-574-7500
, All other areas: 800-878-4445
" TTY: 503-574-8702 or 888-244-6642

Have guestions about your benefits and want 1o contact us
via e-mail? Ga to our Web site at:
wwnw. ProvidenceHealthPlan.com/contacius

Clackamas County 0113 PRX-133K
Oregon - Large Group

PRX-133K
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Your Benefit Summary
Vision $200 Plan

PROVIDENCE
Health Plan

Benefits

Your Providence Health Plan vision benefit provides coverage as follows:
« Adults: up to $200 per two calendar year period

« Children under 18: up to $200 per calendar year

Yau do not need to meet any medical health plan deductibles, regardless of your medical plan type, before accessing your vision care
benefit. The $200 coverage can be applied to the following services:

« Vision examinations

 Prescription lenses

« Prescription contact lenses

« Frames

Using your vision plan benefit

« For the service to be a coverad benefit, you must receive all of your vision services and supplies care from a licensed eye care
provider. Vision examinations must be provided by an ophthalmologist or an optometrist.

« Please submit your itemized receipts suitable for insurance billing purposes to us for reimbursement.
Submit claims to:
Providence Health Plan
Attn: Claims Dept.
P.O. Box 3125
Portland, OR 97208-3125

Exclusions

« Orthoptic or vision training

« Subnormal vision aids, aneseikonic lenses, or Plano (non-prescription lenses) glasses
e Sunglasses

o All materials not listed as covered benefits

o Services and supplies received outside of the United States

Contact us

Headquartered in Portland, our Partland Metro Area: 503-574-7500 Have questions about your benefits and want to contact us
customer servica professionals All other areas: 800-878-4445 Qvia e-mail? Go o our Web site at:

have been praugly serving cur TTY: 503-574-8702 or B88-244-6642 www . ProvidenceHealthPlan.com/contactus

members since 1986,

PGC-OR 0812 VISN BENSUM VIS-034)
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Your Benefit Summary
Chiropractic Care Plan

ROVIDENCE
Health Plan

Maximum
Calendar Year Benefit
$10 31,500 per member

Important information about your plan
This chiropractic care henefit is offered as an additional option to your medical plan. This summary provides only highlights of your
benefits. To view all your plan details, including your Member Handhook, register for myProvidence at
www.ProvidenceHealthPlan.com/getstarted.

« Not sure what a word or phrase means? See the back for the definiticns used in this summary.

 Your copays do not apply to your plan's medical out-of-packet maximums.

» Limitations and exclusions apply to your benefits. See your Member Handbook for details.

About your chiropractic care benefit

This plan covers chiropractic care services when they are:
» Received from a participating licensed chiropractic physician who is practicing within the scope of his or her license:
» Determined by your plan to be medically necessary; and
» Not Iisted as an exclusion in your Member Handbook.

What you need to know before you use this benefit
» While you don’t need a physician’s referral to see a chiropractic provider, you must see a Providence Health Plan participating
pravider. To find a participating provider in your area, go to www.ProvidenceHealthPlan.com/providerdiractory or call us.
« Only one capay is required per date of service, regardless of the number of covered services received during the visit. You do not
need to meet any applicable medical plan deductibles before receiving this benefit.
Using non-participating providers
» In rare circumstances, our national network may not have a participating pravider in your area. If this occurs, please contact our
autharizing agent at 1-800-678-9133. If our authorizing agent is not able to locate a participating provider within a reasonable
distance, authorization for use of a non-participating provider will be provided.
+ Non-participating providers must be licensed in the state in which they are practicing and must practice within the scope of their
license, :
« in some cases, you may need to pay the non-participating provider directly for the full cost of the services received and submit
your itemized billing 1o our authorizing agent for reimbursement.
« Claims should be submitted to American Specialty Health Netwark, 777 Frant Street, San Diegao, CA 92101.
» Payment to non-participating praviders is based upon Usual, Customary, and Reasonable (UCR) charges. Amounts in excess of
UCR are your responsibility,
» You are respansible for abtaining prior authorization from our authorizing agent when receiving services from non-participating
providers.

What is covered

Benefits for outpatient chiropraciic services include:
» Office visits;
» Manipulation of the spine, joints and/or musculoskeletal soft tissue, a re-evaluation, and/or other services, in various
combinations;
« Adjunctive physiotherapy which may include ultrasound, hot.packs, cald packs, electrical muscle stimulation or other therapies
and procedures which are medically necessary for the treatment of neuromusculoskeletal disorders;
« Related diagnostic X-rays and laboratory services.

PGC-CR 0812 CHIRQSUM2 CHI-027G
Oregon - Large + Small Group Chirg 10/1500




Copay
The fixed dollar amount you pay o a health care provider for a cavered
service at the time care is provided.

Maximum calendar year benefit

The total dollar amount of benefits that you can receive, per calendar
year.

Non-participating provider

Any health care professional who does not partrcmate in Providence
Health Plan's network of participating physicians and providers of
health care services.

Participating provider
A physician or provider of health care services who belongs to the
Pravidence Health Plan participating provider networx. To find a
participating provider, refer to the diractory available at
www.ProvidenceHealthPlan.cam/providerdirectory.

Usual, Customary & Reasonable (UCR}

Describes your plan's allowed charges for services that you receive from
an aut-of-plan provider. When the cost of out-of-plan services exceeds
UCR amounts, you are responsible for paying the pravider any
difference. These amounts do not apply to your cut-of-pocket
maximums.

Contact us

Headquartered in Portland, aur
customer service professianals
have bean praudly serving our
members since 1986.

Partland Metro Area: 503-574-7500 Have questions about your benefits and want to contact us
Al other areas: 800-878-4445 \,@
' TTY. 503-574-8702 or 888-244-6642

via e-mail? Ga to our Web site at:
www.ProvidenceHealthPlan.com/cantactus

PGC-OR 0812 CHIRCSUMZ2
Oregan - Large + Smali Group
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Your Benefit Summary PROVIDENCE
Open Option Plan Health Plan

Clackamas County - General County Early Retirees and COBRA Participants

Calendar Year

Calendar Year.

- e Common
Wh?;_‘;g; Pay ng; :s }l;ll;:y Out-of-Pocket Common
' Maximum Deductible
....... {after deductible)
30% oir?gj?asnc $2,000 per person $1,000 per person
$15 coinsurance ¢ € $6,000 per family $3,000 per family
(after deductible) (aszergg;E:ge' {3 or more) {3 ar more)

Important information about your plan
This summary pravides only highlights of your benefits. To view all your plan details, including your Member Handbock, register for
myProvidence at www.ProvidenceHealthPlan.com/getstarted.

» Not sure what & word or phrase means? See the back for the definitions used in this summary.

» This plan oifers deductible carryover. This means any portion of your deductible(s) that you pay during the fourth quarter of the

calendar year will be applied toward next year's deductiblels).

« Your deductibles, some services and penalties do not apply to out-of-pocket maximums.

» Benefits for out-of-plan services are based on Usual, Customary & Reasonable charges {UCR).

« Limitations and exclusions apply ta your benefits. See your Member Handbook for details.

Open Opﬁcﬁﬁ fPlanB__en_é

Out-of-Plan Copa
Coinsurance
(when you use a
non-participating provider}

7 No deductible needs to be met pricr to receiving this benefit.

Physician / Provider Services

» Office visits 50%"
« Periodic health exams; well-baby care (from a Persanal Physician/Provider onily) 50%Y
» Vision and hearing screenings for children under 18 50%"
» Rautine immunizations; shols 5%y
» Maternity services; pre- and postnatal visits 50%
« Allergy shats; serums; injectable medications 50%
« Inpatient hospital visits 50%
« Surgery, anesthesia 50%
Women's Health Services
« Gynecological exams (calendar year); Pap tests 50%"
« Mammaograms 50%
Hospital Services
» Inpatient care 50%
« Observation care 50%
« Maternity care 50%
« Routine newbarn nursery care 50%
« Rehabilitative care (30 days per calendar year) 50%
« Skilled nursing facility (50 days per calendar yean) 50%
Outpatient Diagnostic Services
¢ X-ray; lab services 50%
» Imaging services (such as PET, CT, MRH 50%
Medical and Diabetes Supplies, Durable Medical Equipment,
Appliances, Prosthetic and Orthotic Devices 50%
{Remevable custorn shoe orthotics are limited ta $200 per calendar year; deductible waived)
Emergency / Urgent Care / Emergency Medical Transportation
« Emergency services (for emergency medical canditians oniy. If admitted te haspital, $100”
copayment is not applied; all services subject to inpatient henefits.)
« Urgent care services (for nanife threatening iliness/minor injury) 50%"
s Emergency medical transportation 30%
:Your deductible(s) da not apaly 1o purchases of diabetes suppliss.
Clackamas County 0113 OPN-605 OPN-605
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Open Optian Plan Be

. il

Out-of-Plan Copay or
Coinsurance

Other Covered Services
» Outpatient rehabilitative services (30 visits per calendar year)

» Outpatient surgery, dialysis, infusion, chemotherapy, radiation therapy

« Temporomandibular joint (TMJ) service

(limited to $1,000 per calendar year / $5,000 per lifetime}
« Home health cate
» Hospice care

« Tobacco use cessation: counseling/classes and deterrent medications

« Self-administered chemotherapy
{Up to a 30-day supply from a designated participating pharmacy)
-Generic drugs
-fFarmulary brand-name drugs
-Non-formulary brand-name drugs

50%
50%
Not covered

50%
Covered in full’
Mot covered

Not covered
Mot covered
Nat covered

Mental Health / Chemical Dependency

(To initiate services, you must call 1-800-711-4577. Al inpatient, residential and day or partial

hospitalization treatment services rust be prior authorized.)
« Inpatient and day treatment services
« Residential services
Qutpatient provider visits

50%
50%
50%"

Coinsurance
The percentage of the cost that you may need to pay for a covered
service.
Common deductible
The doilar amount that an individual or family pays for covered services
before your plan pays any benefits within a calendar year. The
deductible can be met by using in-plan or out-cf-plan providers, or the
combination of bath. The fallowing expenses do not apply to an
individual or family deductibte:
 Services not covered by your plan
o Fees that exceed usual, customary and reasonable (UCR) charges as
established by your plan
o Penalties incurred if you de not follow your plan's prior
authorization requirements
o Copays or cainsurance for any supplemental benefits provided by
your emplayer, such as prescription drugs, or routine vision care
Common out-of-pocket maximum
The limit an the dallar amount you will have to spend for specified
covered health services (a combination of both in- and out-of-plan
services) in a calendar year. Same services and expenses do not apply 1o
the comman out-of-pocket maximum. See your Member Handbook for
details.
Copay
The fixed dollar amount you pay to a health care provider for a covered
sepvice at the time care 15 provided.
Deductible carryover
A feature of your plan that allows for any portion of your deductible
that is paid during the Tourth guarter of a calendar year to be applied
toward the next year's deductible.
Formulary
A list of preferred brand-name and generic drugs that have been
evaluated by us for effectiveness and safety.

In-plan benefit
The in-plan benefit is an extensive network af highly qualified physicians
and health care providers, also known as participating providers,
available to you by your plan. Generally, your aut-of-pocket costs will be
less when yau receive covered services fram participating praviders, To
find a participating provider, go to
www.PravidenceHealthPlan.com/providerdirectary.

Non-participating provider

Any haalth care professional who does not participate in Providence
Health Plan's network of participating physicians and providers of health
care services.

Out-of-plan

Refers to services you receive from a non-participating provider. Your
cut-of-pocket casts are generally higher when you receive covered
services from non-particicating providers. To find a participating
provider, go o www.ProvidenceHealthPlan.com/praviderdirectory.
Participating provider

A physician ar provider of health care services who belongs to the
Providence Health Plan participating provider network. To find a
participating provider, refer to the directory available at
www_ProvidenceHealthPlan.com/providerdirectory.

Prior authorization

Some services must be pre-approved. In-Plan, your provider will request
prior authorization. Out-of-Plan, you are responsible for obtaining pricr
authorization.

Self-adrinistered chemotherapy

Oral, topical or self-injectable medications that are used to stop of slows
the growth of cancerous cells.

Usual, Customary & Reasonable (UCR)

Describes your plan's allowed charges for services that you receive from
an out-of-plan provider. When the cost of out-of-plan services exceeds
UCR amaunts, you are respansible for paying the provider any
gifference. These amounts do not apply to your out-cf-pocket
maximums.

Contact us

Headguartered in Portland, our
customer service professionals

have been proudly serving our

members since 1586,

Portland Metro Area: 503-574-7500
All other areas: 800-B78-4445
TTY: 503-574-8702 or 888-244-6642

via e-mail? Ga 1o our Web site at:

(@ Have guestions about your benefits and want to contact us
www. ProvidenceHealthPlan.com/contactus

Clackamas County 0113 OPN-805
Oregon - Large Group

OPN-605
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Your Benefit Summary PROVIDENCE

Open Option Plan Health Plan
Clackamas County POA Early Retirees and COBRA Participants

Calendar Year
Common

Calendar Year

What You Pay What You Pay

Common
Deductible

Out-of-Pocket
Maximum
{after deductible) . S
30% Cometance $2,000 per persan $1,000 per person
$15 , cainsurance (after deductible; $6,000 per family $3.,000 per family
after deductihle) UCR applies) (3 or more} (3 or more)

In-Plan Out-of-Plan

50%

Important information about your plan

This summary provides only highlights of your benefits. To view all your plan details, including your Member Handbook, register far

myProvidence at www.ProvidenceHealthPlan.com/getstarted.

» Not sure what & word or phrase means? See the back for the definitions used in this summary.

» This plan offers deductible carryover. This means any portion of your deductible(s) that you pay during the fourth quarter of the
calendar year will be applied toward next year's deductible(s). :

» Your deductibles, same services and penalties do not apply to out-of-pocket maximums.

» Benefits for out-of-plan services are based on Usual, Customary & Reasonable charges (UCR).

« Limitations and exclusions apply to your benefits. See your Member Handbook for details.

Op:

pra cF i el

np : . G i : Vﬁ’f‘tel'}'

Coinsurance
{(when you use a
non-participating provider)

¥ No deductible needs to be met prior to receiving this benefit.

Physician / Provider Services

« Office visits 50%"
» Periodic health exams; well-baby care {from a Personal Physician/Provider only} 509%Y
e Vision and hearing screenings for children under 18 50%"
« Routine immunizations; shots 50%7
o Maternity services; pre- and postnatal visits 50%
¢ Allergy shots; serums; injectable medications 50%
= Inpatient haspital visits 50%
» Surgery; anasthesia 50%
Women's Health Services
+ Gynecological exams (calendar year}; Pap tests 50%"
o Mammograms 50%
Haspital Services
« Inpatient care 50%
« Observation care 50%
» Maternity care 50%
» Routine newharn nursery care 50%
= Rehabilitative care (30 days per calendar year) 50%
« Skilled nursing facility (60 days per calendar year) 50%
Cutpatient Diagnostic Services
« X-ray; lab services 50%
e Imaging services {such as PET, CT, MRI) 50%
Medical and Diabetes Supplies, Durable Medical Equipment,
Appliances, Prosthetic and Orthotic Devices ' 50%
(Remuovable custam shoe orthatics are limited to $200 per calendar year; deductible waived)
Emergency / Urgent Care / Emergency Medical Transportation
» Emergency services (for emergency medical conditions only, If admitted to hospital, $100%
copayment is not applied; all services subject to inpatient benefits.)
» Urgent care services (for non-life threatening iliness/minor injury) 50%"
e Emergency medical transportation 30%
*Your deductible(s) do not apply ta purchases of diabetes supplies.
Clackamas County 0113 OPN-179Hgr OPN-179Hgr
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Out-of-Plan Copay or
Coinsurance

Other Covered Services
« Outpatient rehabilitative services (30 visits per calendar year)

« Outpatient surgery, dialysis, infusion, chemotherapy, radiation therapy

« Temporomandibular joint (TM)) service
{imited to $1,000 per calendar year / $5,000 per lifetime)

« Home health care
» Hospice care

« Tobacco use cessatian; counseling/classes and deterrent medications

e Self-administered chematherapy

tup to a 30-day supply from a participating retail or specialty pharmacy)

-Generic drugs
-Formulary brand-name drugs
-Non-formulary brand-name drugs

50%
50%
Not covered

50%
Covered in fult’
Nat covered

Mot covered
Nat coverad
Not covered

Mental Heatth / Chemical Dependency

(Ta initiate services, you must call 1-800-711-4577. All inpatient, residential and day or partial

hospitalization treatment services must be prior suthorized.)
« Inpatient and day treatment services
« Residential services

50%
50%
50%"

« Outpatient provider visits

Coinsurance
The percentage of the cost thal you may need to pay for a covered
service.
Common deductible
The dollar amount that an individual ar family pays for covered services
befare your ptan pays any benefits within a calendar year. The
deductible can be met by using in-plan or out-of-plan providers, ar the
combination of both. The following expanses da not apply to an
individual or family deductible:
» Services not covered by your plan
e Foes that exceed usual, customary and reasonakle (UCR) charges as
established by your plan
« Penalties incurred if you do not follow your plan's prior
authorization requirements
« Copays or coinsurance for any supplemental benefits provided by
your emplayer, such as prescription drugs, of routine vision care
Common out-of-pocket maximum
The mit on the dollar amaount you will have to spend for specified
covered health services (a combination of both in- and out-of-plan
services) in a calendar yaar, Some services and expenses do not apply to
the cammon out-of-pocket maximum. See your Member Handbook for
details.
Copay
The fixad doliar amount you pay to a health care provider for a covered
sarvice at the time care s provided.
Deductible carryover
A feature of your plan that allows for any portion of your deductible
that is paid during the fourth quarter of a calendar year to be applied
toward the next year's deductible.
Formulary
A list of preferred brand-name and generic drugs that have been
avaluated by us for effectiveness and safety.

In-plan henefit

The in-plan benefit is an extensive network of highly qualified physicians
and health care praviders, also known as participating providers,
available to you by your plan. Generally, your aut-of-pocket costs will be
less when you receive covered services from participating providers. To
find a participating provider, go 1o

www. ProvidenceHealthPlan.com/providerdirectary.

Non-participating provider

Any health care professional who does not participate in Providence
Haalth Plan's netwoark of participating physicians and providers of health
care Services.

Qut-of-plan

Refers to services you receive from a nan-participating provider. Your
aut-of-packet costs are generally higher when you receive covered
services fram non-participating providers. Te find a participating
provider, go to www.ProvidenceHealthPlan.com/providerdirectory.
Participating provider

A physician or provider of health care services who belongs to the
Providence Health Plan participating provider network. To find a
participating provider, refer to the directory available at

www . PravidenceHaalthPlan.com/providerdirectary.

Prior authorization

Some services must be pre-approved. In-Flan, your provider will request
pricr autharization. Qut-of-Plan, you are responsible for cbtaining prior
authorization.

Self-administered chemotherapy

Oral, topical or self-injeciable medications that are used to stop or slow
the growth of cancerous cells.

Usual, Customary & Reasonable (UCR)

Describes your plan's allowed charges for services that you receive from
an out-of-plan provider. When the cost of out-of-plan services exceeds
UCR amounts, you are responsible for paying the provider any
difference. These amounts do not apply ta your out-of-pocket
MBXHmumms.

Contact us

Headquartered in Portland, our
customer service professionals
have been proudly serving our
members since 1986.

4 Parttand Metro Area: 503-574-7500
All other areas: B0OG-878-4445
TTY: 503-574-8702 or 888-244-6642

» Have questions about your benefits and want to contact us
via e-mail? Go to our Web site at:
waann. ProvidenceHealthPlan.com/contactus

Clackamas County 0113 OPN-179Hgr
Oregon - Large Group
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Your Benefit Summary
Non-Medicare Eligible Retired Employees

Clackamas County

Important information about your plan
This Benefit Summary supplements your employer group’s health plan to include non-Medicare Retired Employee coverage.

PROVIDENCE
Health Plan

Retired Employee definition
A Retired Employee is a non-Medicare eligible subscriber who retires from employment with the employer.
Retired Employee eligibility

A retiring subscriber is eligible for retiree medical coverage on the date of retirement upon satisfying the eligibility requirements as
stated in the Member Handbook andfor the Employer Group Contract.

Retired Employee dependent eligibility

Eligible family dependents of Retired Employees are eligible for caverage when indicated as covered in the Employer/Group
Agreement. Please check with your employer to see if your family dependents are eligible for coverage. Eligible family dependents
are subject to the eligibility and enrollment requirements as stated in your Member Handbook.

Enroflment

Notification of the subscriber’s retirement must be submitted to us by your employer within 60 days of the date of retirement, unless
otherwise indicated on your employer’s group contract.

Termination of coverage

In addition to the termination provisians stated in your Member Handbook, members who become eligible for Medicare will no
longer qualify for coverage under this supplemental benefit. Termination will occur on the earlier of the effective date stated in the
Employer/Group Agreement ar the last day af the menth in which the individual no longer qualifies for this coverage.
Continuation of coverage

Retired employees and their eligible family dependents who qualify for Continuation Coverage are entitled to elect Continuation
Coverage under this group contract.

Contact us .

Headquartered in Partland, our &, Portland Metro Area: 503-574-7500 @y Have questions abaut your benefits and want to contact us
customer service professionals iy, All other areas: 800-878-4445 é’ via e-mail? Go ta our Web site at:

have been proudly serving aur Ty 503-574-8702 or B88-244-6642 www, ProvidenceHealthPlan.com/contactus

members since 1986,

Clackamas County 0113 ERT-005G ERT-005G
Cregon - Large Group Early Retiree




Your Benefit Summary | PROV
Prescription Drug Plan Health Plan

Important information about your pian
This summary provides only highlights of your pharmacy benefits. Certain limitations and exclusions apply. To view all your plan

details, including your Member Handbook, register for myProvidence at www . ProvidenceHealthPlan.com/getstarted.
« To find out how a drug is covered under your plan, view the complete formulary and pharmacy information available online at
wwaw. ProvidenceHealthPlan.com or call us.
o You have broad access to over 22,000 participating pharmacies and their services at discounted rates. Pharmacies are designated
as participating retail, preferred retail, specialty or mail-order pharmacies.
« View a list of participating pharmacies, including specialty pharmacies, at www.ProvidenceHealthPlan.com or call us.
« Not sure what a word or phrase means? See the back for the definitions used In this summary.
« Copays, coinsurance and any difference in costs for prescription drugs do not apply to your calendar year medical plan
out-of-pocket maximums, cainsurance maximums, or deductibles.
yay or Coing

Drug Coverage
Category
51;000 per personﬁ

33,000 per family
{3 ar mare)

Generic drug

Brand-name drug 50% 50% 50%
Compounded drug 50% Does not apply Does not apply

What you need to know about drug coverage categories
« Bath generic and brand-name drugs are covered subject to the terms of your plan. ~
» Some medications are less costly. If the cost of your prescription is less than your copay, you will only be charged the cost of the

prescription, _
« Compounded drugs are prescriptions that are custom prepared by your pharmacist. These prescriptions must contain one Food

and Drug Administration (FDA) approved drug.

» Specialty drugs are prescriptions that require special delivery, handling, administration and monitoring by your pharmacist.

« Self-administered chemotherapy drugs are covered under your pharmacy benefits or your medical benefits, whichever allows for
your lowest out-of-pocket cost. Please refer to your medical Benefit Summary for more information.

Using your prescription drug benefit
« Your prescription drug benefit requires that you fill your prescriptions at a participating pharmacy.
« Be sure you present your current Providence Health Plan member identification card, along with your copay or coinsurance when
you use a participating pharmacy.
« You may purchase up to a 90-day supply of maintenance drugs using a participating mail-service or preferred retail pharmacy.
Not all drugs are considered maintenance prescriptions, including compounded drugs and drugs abtained from specialty

pharmacies.
« Mast specialty and chemotherapy drugs are only available at our designated specialty pharmacies. For more information, visit us

online at www.ProvidenceHealthPlan.com.
« Diabetes supplies may be obtained at your participating pharmacy, and are subject to your group’s medical supplies and devices

benefits, limitations, and coinsurance. See your Member Handbaok for details.

Using your prescription drug formulary
« The Providence formulary is a list of FDA-approved prescription brand-name and generic drugs developed by physicians and

pharmacists. It is designed to offer drug treatment choices for covered medical conditions,

« Some prescription drugs require prior authorization for medical necessity, place of therapy, length of therapy, step therapy, or
number of doses. If a drug to treat your covered medical condition is not in the formulary, please contact us.

o The formulary can help you and your physician choose effective medications that are less costly and minimize your out-of-pocket
expense.

« Effective generic drug choices are available to treat most medical conditions. Visit www. ProvidenceHealthPlan.com for answers to

frequently asked questions about both generic drugs and the formulary.

Ordering prescriptions by mail
« To order prescriptions by mail, your provider may call in the prescription or yau can mail your prescription along with your
member identification number to one of our participating mail-order pharmacies.
« To find participating mail-order pharmacy information visit us online at www.ProvidenceHealthPlan.com,

PGC-OR 0812 RXSUM15 PRX-143H
RX 10/50/1000
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If you use a non-participating pharmacy
» Urgent or emergency medical situatians may require that you use a nan-participating pharmacy.
« If this occurs, you will need to pay full price for your prescription at the time of purchase. Reimhursement forms are available
online.
« Reimbursement is subject 1o your plan’s limitations and exclusions.

What you need to know about limitations and exclusions
your prescription drug plan. For complete descriptions go to:

The following is a summary of the limitations and exclusions under

www._ProvidenceHealthPlan.com,
Limitations

» All drugs must be Food and Drug Administration (FDA)
approved, medically necessary, and require by law, a
prescription to dispense. Not all FDA-approved drugs are
covered by Providence Health Plan. Newly approved drugs will
be reviewed for safety and medical necessity within 12
manths following FDA approval.

« Prescription dispensing limits: 1) topicals—up to 60 grams; 2)
liquids—up to eight ounces; 3) tablets or capsules—up 1o 100
dosage units; and 4) mutti-use or unit-of-use—up to one
container or package; as prescribed, not to exceed a
30-consecutive-day supply, whichever is less. Other dispensing
limits may apply to certain medications requiring fimited use
and are listed in the formulary.

o Specialty drugs are injectable, infused, aral or inhaled
therapies that often require specialized delivery, handling,
manitoring and administration, and are generally high cost.
These drugs must be purchased through cur designated
spedialty pharmacy. Due to the nature of these medications,
they are not considered “maintenance” drugs and are limited
to a 30-day supply {or minimum package size to approximate
a 30-day supply). Specialty medications are listed in the
farmulary.

« Self-injectible drugs are only covered if they are intended for
self-administration, labeled by the FDA for self-administration
and referenced in the formulary.

PGC-OR 0812 RXSUM15
Oregon - Large + Small Group

Exclusions

o Drugs used in the treatment of fungal nail conditions.

o Orugs used in the treatment of the common cold.

« Experimental or investigational drugs or drugs used by a
member in a research study or in another similar
investigational environment.

» Drugs or medications delivered, injected or administered for
you by a physician, other provider or another trained person.

« Drugs prescribed by naturapathic physicians (N.D.).

» Amphetamines and amphetamine derivatives, except when
used in the treatment of narcolepsy or hyperactivity in
children and adults.

» Drugs or medications used to treat sexual dysfunctions or
disorders, in either men or women, such as Viagra® or drugs
required for, or as a result of, sexual transformation.

« Drugs used for the treatment of fertility or infertility.

« Flugride, for members aver the age of 10 years old.

« Replacement of last or stolen medication.

» Drugs used for weight loss ar casmetic purposes.

« Medications prescribed that do not relate directly to the
treatment of a covered illness or injury.

o Over-the-counter (OTC) drugs, medications or vitamins that
may be purchased without a provider's written prescription
and prescription drugs that are available in an OTC
therapeutically similar form.

» Devices, appliances, supplies and durable medical equipment,
even if a prescription is reguired for purchase. These items
may be covered under your medical benefits.

« Drugs dispensed from pharmacies outside the United States,
except for urgent and emergency medical conditicns.

= Drugs or prescribed medications that are not medically
necessary or are not provided according to our medical policy.

« Drugs to stimulate hair growth, including, but not limited to,
Rogaine® (i.e., topical minaxidil} or other similar drug
preparations.

» Drugs used in the treatment of drug induced fatique, general
fatigue and idiopathic hypersomnia.

« Drugs that are not FDA approved or designated as “less than
effective” by the FDA, also knawn as a "DESI” drug.

» Drugs placed on prescription-only status as required by state
ar local faw.

» Compounded drugs from bulk powders that are not a
companent of an FDA-approved drug.

» Vaccines, immunizations and preventative medications solely

Tor the purpose of travel.

PRX-143H
RX 10/50/1000




Brand-name drug
Brand name drugs are protected by U.5. patent laws for up to 17 years,
50 only the pharmaceutical company that holds the patent has exclusive
rights to produce and sell them.

Coinsurance

The percentage of the cost that you pay 1o a participating pharmacy, at
the time of purchase, for a covered prescription drug.

Compounded drug

The comhbining, mixing, or altering of covered drugs or other
ingredients for a customized prescription far an individual as prescribed
by a licensed provider.

Copay

The fixed doliar amount you pay ta a participating pharmacy, at the
time of purchase, for a covered prescription drug.

Formulary

A formulary is a st of FDA-approved prescription drugs develaped by
physicians and pharmacists, designed to offer drug treatment choices
far covered medical conditions. The Providence Health Plan formulary
indudes both brand-name and generic medications.

Generic drug

Generic drugs have the same active-ingredient formula as the
brand-name drug. Generic drugs are tested by the Food and Drug
Administration (FDA) to be as safe and as effective as brand-name
drugs. Generic drugs are only available after the brand-name patent
expires. Visit www ProvidenceHealthPlan.com for answers to frequently
asked guestians about generic drugs.

Maintenance drug

Medicatians that are typically prescribed to treat long-term or chronic
conditions, such as diabetes, high blood pressure and high cholesterol.
Maintenance drugs are those that you have received under aur plan for
at feast 30 days and that you anticipate continuing 1o use in the future,

Out-of-pocket maximum
The'limit on the doliar amount you wilt have to spend for covered
prascription drugs in a calendar year. Some sarvices and expenses do not
apply 1o the common out-of-pocket maximum. See your Member
Hancheck for details.

Participating pharmacies

Pharrmacies that have & signed contract with Providence Health Flan to
provide medications and other services at special rates. There are faur
types of participating pharmacies:

e Retail: a participating pharmacy that allows up to a 30-day supply of
short-term and maintenance prescriptions.

« Preferred Retall: a participating pharmacy that allows up to a 90-day
supply of maintenance prescriptions and accesstoup to a 30-day
supply of short-term prescriptions.

o Specialty: a participating pharmacy that allows up to a 30-day
supply of specialty and self-administered chemaotherapy
prescriptions, These prescriptions require special delivery, handling,
administration and moenitaring by your pharmacist.

« Mail Order: a participating pharmacy that allows up 10 2 a0-day
supply of maintenance prescriptions and spedializes in direct delivery
to your home.

For a complete description of the types of services provided by
participating pharmacies, see your Member Handbook.

Prior authorization

The process used to request an exception ta the Providence Health Plan
drug formulary. This process is initiated by the prascriber of the
medication. Some drugs require prior autharization for medical
necessity, place of therapy, length of therapy, step therapy or number of
doses. Visit www. ProvidenceHealthPlan.com for additional information.
Self-administered chemotherapy

Oral, topical or self-injectable medications that are used to stop ar slow
the growth of cancerous cells, .

Cortact us

Headquartered in Portland, our
customer service professianals

have been proudly serving our

members since 1986.

All other areas: 800-878-4445

Partland Metro Area: 503-574-7500

TTY: 503-574-8702 or 888-244-6642

<2 Have questians about your benefits and want to cantact us
%‘ via e-mail? Go to cur Web site at:
wwiw.ProvidenceHealthPlan. com/contacius

PGC-OR 0812 RXSUM15
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Your Benefit Summary OVIDENCE

Men's Elective Sterilization Health Plan

Covered Services

- Covered services under this supplemental benefit endarsement include a male Member's elective sterilization {vasectamy). Prior
authorization is not required and Members may receive covered services from the provider and/or facility of their choice.
Please review yaur medical Benefit summary for your Copayment or Coinsurance amaounts. For Members enrolled on a medical plan
with In-Plan and Out-of-Plan benefits, elective sterilization Services are covered at the Qutpatient Surgery In-Plan Copayment or
Coinsurance amount,
Far Members enrolled in a Health Savings Account (HSA) plan, the calendar year medical/pharmacy Deductible DOES apply to this
benefit. Also, Capayments or Coinsurance payments for Services provided by this benefit apply to your calendar year
medical/pharmacy Out-of-Packet Maximum.
For Members on all ather plans, the medical Deductible, if any, DOES NOT apply to this benefit, and Copayments or Coinsurance for
Services provided by this benefit DO NOT apply to the calendar year Qut-of-Pocket Maximums.
All Covered Services are subject to the specific conditions, duration limitations and all applicable maximums of the Group Contract
on a Usual, Customary and Reasonable (UCR} cost basis,

Please Note:

Providence Health Plan is a Catholic-sponsared health plan and as a matter of canscience Pravidence Health & Services facilities do
nct offer these services.

Contact us

Headguartered in Portland, our
customer service professionals
have been proudly serving our
members since 1986,
PGC-OR 0812 LG MENS STER BENSUM STL-003H
Oregon - Large Group STERILSUM

Partland Metro Area: 503-574-7500
§i2 All ather areas: 800-878-4445
W TTY: 503-574-8702 or 838-244-6642

<2 Have questians about your benefits and want to contact us
Ne” via e-maif? Ga ta our Web site at:
wwaw. ProvidenceHealthBlan. comdcontactus




Your Benefit Summary PROVIDENCE

Domestic Partner Plus Health Plan

Clackamas County

Important information about your plan .
This Benefit Summary supplements your employer group’s health plan and amends your standard domestic partner coverage.

Domestic partner definition

The domestic partner definition found in your Member Handbook is amended to read:
Domestic partner means either of the following:

An Oregon Registered Domestic Partner is 2 person who is:

1. At least 18 years of age;

2. Has entered into a domestic partnership with a subscriber of the same sex; and

3. Has legally registered a Declaration of Domestic Partnership and obtained a Certificate of Registered Domestic Partnership in
accordance with Oregon state law.

A domestic partner who is not an Oregon Registered Domestic Partner is a person at least 18 years of age wha:
. Shares a close personal relationship with a subscriber such that each is responsible far each other’s welfare;
. Is the subscriber's sole domestic partner;
. Is not married o any person and does not have another domestic partner;
.Is not related by blood to the subscriber as a first cousin or nearer,

1
2
3
4
5. Shares with the subscriber the same regular and permanent residence, with the current intention of doing so indefinitely;
6. Is jointly financially responsible with the subscrioer for basic living expenses such as food and shelter;

7. Was mentally competent to consent to contract when the domestic partnership began; and

8. Has provided the required employer documentation establishing that a domestic partnership exists,

« Nate: All provisions of your Member Handbook that apply to a spouse shall apply to a domestic partner.

Contact us

Headquartered in Portland, our
custamer service prafessionals
have been proudly serving our
members since 1986.

Loy All other areas: B00-878-4445 via e-mail? Go to our Web site at:
# TTY: 503-574-8702 or 888-244-6642 wawww. ProvidenceHealthPlan. com/contactus

¢ Portland Metro Area: 503-574-7500 éﬂe Have questions about your benefits and want to cantact us

Clackamas County 0113 DOM-014B DOM-0148
Oregon - Large Group DOMPAR
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2013 H&W BENEFIT PLAN RENEWAL REPORT

%4 KAISER PERMANENTE,

‘f’;ﬁ@ Rate Buildup
Group Name; CLACKAMAS COUNTY
Group Numberfsy: 153
Subgrouplsy 001 ,607.£13 018,024,628 .,029,
Q30 .03 032,040,042 038 059
Product Type: Tradstional
Cuote Same: Plan §3C-Custom.subgroups 0¢Y, et

Regien: Northwest
Caontract Period; 01:01/2013 - 123372013
Report Pericd: Mar 2011 throngls Feb 2012
Marll-Febi 2
1,332

Average Members:
Rating Month: March 2012

Rating Members; 1,157

CLACKAMAS COUNTY

—§ Medical Cateulation L
E3 Projected Clasns Calculation

Al Paid Claims

A2 - Pooling Oredn Foolking Point:$ 150,000
A3 . Pooiing Charge

A% Liaims #ei of Pooling

AS X incerred £taims Adjustment
Af ¥ Demographic Change

AF X Histonical Benefit Change
A8 Adjusted Clums

A3 X Tiend Factor

A0 Claims based PMPM

Anmiial Trend: 7.94%
22.0 Months Hidpotn to Midpaint

213 Creddbility

100%

1014494
027505
1.0G63) 80

115028

$6,072,898 3376.744
{320,820} (26.377]
154,967 9.690
55,806,040 1263.859
3361.743

1416106

-———é Total Rate Calculation i

5] Toral Rate Calculation

M dlended Rate 5981435 3416.106
02 X Fuiure Benefit Change 1.608000

D3 Adjusted FMPM §423% 433 3415106
D4+ Retenton 37312 12.250
os + Onhetr Benefus 14,8359 12.67¢
D6 5 Groap Specific Cherge Q 2.000
OF & Late Payment Charge 2,CH4 174t
03~ Premitem Tax 5,405 4.674
D%+ Commissten o 2.000
Dig  Uncapped PMPM Premium Requirement 1540,829 1467.241
E Capping Increase

£l In-Foi'ce Rate . 150539 $436.8172
€2 Prenum Kadquirement wishowt Benefit Change and Underwriter Adj 7.01% 540,529 467.441
£3  Capping Rate 7.65% 544,054 S70.E28
€4 Cuoted Rare FMPM before Undervriter Adjusiment 7.65% 544,054 470.228
£5 X Undernriter Adpzsiment 00000

£6  Qucted Rare FMPM after Underwriter Adjustment 7.65% 44,054 470,228
£7  Capping Adjustmnent 3.225 2.787

Created On: 872842032
NPS ROR Number: 5428660

MERCER

g \R&bdeponz01232013 renewaliclackamas county 2013 renawal report.doc

Externai RQR 1D: TIBD84R15453
NP5 ROR Name: 2013 Clackamas Cty Renewal (inks)

NP5 Quote it 8I7EFID
Page 5 of 51



2013 H&W BENEFIT PLAN RENEWAL REPORT

CLACKAMAS COUNTY

O
(i;./" Rate Buildup Region: Narthwest
GCraup Name: CLACKAMAS COLINTY Contract Period: 017012013 - 1273172012
Groep Number(s): 1183 Report Periad: Mar 20} through Feb 2012
Subgroup(sy: Q01,0067 013 018 024 028 029, Marl1-feb12
030,831,032 040,042 058 059 Averzge Members: 1,323
Product Type: Traditional kating Month: March 2072
Quote Mame: Plan 13B-Custom subgroups 007, 018, 630 Rating Mermbers: 203
| Medical catentation i = Weighti Total
B Frolecied Claims Cajeuiation
A1 paid Claims $6.072,598 $372.746
A2 - Pooling Cradu Pookng Foiat $1E0,060 421,820 {26377
A3 + Pooling Charge 154,952 AH0
A% Clams Net of focling 55,866,040 $£363.09%
A5 Xmneurred Claims adjusiment 7.01444
AG X Demogragiic Change 097208
A7 X Mistorical Benefic Change 1000480
A8 adjusted Claims $360.759
A% X Trend Fagtor Anmaal Trend. 7,945 1.15028
AlC Chaims based FMPM #2.0 Monshs Midpoing To sigpoint 334,985
A1 cCredibility 1005
-»———l Total Rate Calcuati 1
D Fotal Rate Calculation bl
Ol Blended Rate 585,072 5414956
D? X Furure Benefit Changs 1000000
03 Adjusied PP 385,072 541 4,536
DS 4 Retentian 5,611 32.250
D5 +Quher Benefis 2,218 11880
B85+ Group Specific Charge I3 000G
D7+ Lne Payment Chasge 355 1.734
D& s Fremiure Tax 954 £.555
D+ Commission 0.000
D0 Uncapped PMPM Prepniint Requirement” $95,429 3465505
£ Capping Increase
£l In-Forca Rate 53,242 3419.3G5
2 Preinlum Requirement withoit Benefit Changs and Underetiter Adj T1.62% 95.429 485503
€3 Capping Rate T.65% a1,a71 48152
E4  Quoted Riie PMPM before Undenwriter Adusiment 7.H5% 81,87 4438.532
€S Nunderwsiter Adjustment 1.00000
E6  Quoted Rate PMPM after Undarwriter Adjustment 7.65% 91,871 448.352
E7  Capping Adjustmant 3,557 {7353y

Created On: 6;20/2072
NPS ROR Numnber, 5428860

MERCER
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#% KAIER PERMANENTE.

s
“fi Rate 3uildup
Croup Name: CLACKAMAS CORUNTY
Group Number(s), 1183

Region: Northwesr
Contract Period: 0307172013 - 123172073
Repost Periad: Mar 201 theough Feb 2042

CLACKAMAS COUNTY

Subgroup(s} §01 ,007 013,018,024 028,825, Marii-febl2
30,031,032 040,042,058 ,05% Average Members: 1.333
Preduc: Type: Tradittional-Low Deductible Rating Month. March 2012
Cuote Name: Flan 1000 - Custem subgroups G358, 060 Rating Members: 3
_ . Medical Cakulation ] 2 PRS- _ﬁfﬁd
A protecied Clalms Calosation
Al paid Claims 56,077,898 137746
AZ - Pooting Cradit Pooling Poinc: 31600030 {421,820 {26.3771
3 + Pagling Charge 154,552 9.699
44 Claims Netof Paoling 5,806,040 5363053
A5 Xincurred Claims Adjustment 1.03344
AS X Dwinographic Change 097508
A XHistorical Renefit Change 0.754530
A8 Adjusied Claims $272.079
AS N Trend Facier annoa Trend: 7.98% 1.3503%
5312967

ATS  Claims based PRAPAT 22.0 Moszhs ktdpoim ro Midpoing

A1l Credibaliry

100%

....._r Tekal Rate Calculation’ !—

bl Total Rate Calcuiation

s} Biended Rate 567
D2 X Future Benefit Change 1.6D802C

D3 adjusted PMPM 3246 £315.498
D1+ Retention a7 32.25G
D%+ Other Benclils 25 i1.880
2] + Group Specific Charge [ 2060
D7 -+ late Payment Charge 4 1.358
DB & Premium Tax n 3696
53] + Comntission [} DHC0
D6 Uncapped PMPM Premium Requirement 11,095 $364.532
€ Capping increase

£l n-force Rawe 33,217 $405.540
E2  Premiumn Requiremént without Benefi Change and Underwriter Adj 07 1,056/ 362.100
£3 Capping Rare 7655 3,210 436,564
£ Quoted Rate PMPM before Underwriter Adjustrment 4.47% 1,319 4349.697
£5 X Undensiter sdjustment 1.00000

E6  Guoted Rate PMPM after Underwriter Adjustment BAR 3.31% 430,697
E7  Capping Adjusiment 222 ?4.463

Created O 6/20§2012

NP5 ROR Number 5428660 NPS RQR Name

MERCER
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2013 HAW BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

KAISER PERMAMENTE .

e
‘(‘;‘mr"“; Rate Buildup Region: Northwest
Group Mame: CEACKAMAS COUNTY Comtract Peniod: 01/001,2013 - 1273172813
Group Numbesis), 1123 Report Periad: Mar 2011 through Feb 2012
Subgroupds): 001,007 013 418,024 028 0629, Marit-Febl2
230,031,032 040,542 058 439 Awerage Members® 1,323

Product Type: Traditional-Low Deductible Rating Month® March 2012

12
Guote Name: Plan 1 000 - Custom subgroups 059, 063 Rating Members:

_ | Medical calcutation | Totudh — .
A Fiovjecied Clakms Caiculation
Al aid Claims 86,077,854 $379.746
AZ . Pooling Credit Pooling Poinr 3146,0a0 (421,820) i26.377)
A1 4 Pooling Charge 154,952 9.6%0
Ad Clabms Ner of Pooling 15.BDE. D40 $£363.059
A5 x wcurred Claims Adjusiment 141444
AS X Demographic Change 097908
‘A7 X Histerical Benefit Changs 0. 756560
A8 adjusted Ciaims £272.814
A9 X Trend Factor Annozl Trend: 7.94% 1.15028
AlD  Claums based PMPM 22.0 Months Midpoint 10 Midpeint 3383.812
AlY Credibility 100%

_l TFotal Rate Calculation —l
5] Totai Rate Caiculazion

U1 alendsd Rate $313.812

D2 X Future Benefie Change 1008030

D3 Adiusted BMPM £2,706 $216.349

D2 ¢ Rerention 257 32.250

D5+ Other Banefits (2% 11.880

D&+ Lroup Specific Charge Q 0.600

DF & tatePayment Chisge 13 1361

08 4 Fremium Tax - 44 3.655

DS+ Commissien O Q0D

D10 Uncapped PMPM Premium Reguirement $4.386 $355 495

3 Capping Ingeass

E1 to-forceRae 44,461 £271.731

2 Premium Reguiremens without Genefit Change and Underwrier Ady 123674 4,355 362,958

E3  Capping Rawe 7.65% 5,802 400.168

(23 Queed Rate PMPM before Undenyrizer Adjustment B.Ar% 4,836 403 {08

ES X Underwriter Adjusiment ’ 160000

B5. Quoted Rare PMPM after Underwriser Adastment L34 4,836 403.006

E7  Capping Adjusiment 447 EYS ST

Created On: B720:2012 Fxternal RQRID: T1H0B4R1 6453 KPS Guote id: 5778726

NPS ROR Number: 5428660 NP5 ROR Nane: 2013 Clackamas Cry Retsewal fmks) Fage 3 of &1
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Kaiser Permanente 2013 Contract Changes
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2013 Group Agreement and Evidence of Coverage
Summary of Changes and Clarifications for Oregon Large
Employer Groups

This is a suemary of changes and clagifications that we have made 10 yong Gromp Agreement. 'The Groap
_Agreement includes the Eridence of Coverage (EOC), “Benefit Summay,” niders, and any 2ppheable endorsement
documents. This summary does not include munor changes and darifications we are making to improve the
readability and accuracy of the Gruip Apreement and any changes we have made at your Group's request.
Additonal administrative changes may occur throughout the remainder of the year. Other Group-speaific or
product-specific plan design changes may apply, such as moving to standard beuefits. Refer to the benefits
shawn on the rate and benefit summary pages in the Group’s renewad packet for informanon shont these
types of changes.

To the extent that this summary of changes and clarifications conflicts with, modifies or supplements the
information contained in your Group Aereement, the information contained in the Grosp Agreement shall
supersede what is set forth below. Unless anather date is listed, the changes in this document are effective
when vous Group tenews in 2013. The producis named below are offered and underwritten by Kaiser
Foundation Health Plan of the Northwest.

Changes and clarifications that apply to Traditional, Deductible, High
Deductible and Added Choice® medical plans

Changes to Senior Advantage plans are explained at the end of this flyer.
Benefit changes

= The “Limted Quipatient Prescoption Drugs, Supphes, and Supplements” EOC section has been
modified. The medical plan-now includes a cost share for outpatient administered medications. Ths
‘change is also zeflected omr the EOC “Bepeftt Strnmary” nader “Cutpatient Services.” This change bongs
our pizans into better alignment with the wdustxy.

= For Traditional Plans, Comnsurance for covered Ouipatient Durable Medical Equiprnent (DME), Esternal
Prosthetic Devices, and Oxthotic Devices now counts toward the Out-of-Pocket Maximum. For Added
Choice Plans, this chinge applies-to the Tier.1 benefit. Previously, Qutpatient IDME, External Prosthetic
Devices, and Orthotic Devices counted toward the Out-of-Pocket Maximum in Tier 2 and Tier 3 only.
“This change brings our plans inio better alignment wirth the industey and provides catastrophic out-of-
- pocket protection to our Members. '

= For Deductible Plaas, Coinsurance for covered Quipatient DME, External Prosthetic Dewices, and
Orthotic Devices now counts toward the Deductible and Out-of.Pocket Masimum. For Deductble
Added Choice Plans, this change applies te the Tier 1 benefit Previously, Outpatient [XME, External
Prosthetic Devices, and Oithotic Devices counted toward the Deductble and Out-of-Pocket Maxirnum
in Tier 2 and Tier 3 only. This change brings our plans e hetter alignment with the wdiistry and
provides catastiophic out-of-pocket protection to our Members.

= Coinsurance for Ambulance Services now counts toward the Deductible and Out-of-Pocket Mazimum
for Deductible Plans. For Deductible Added Choice Plans, tlus chaoge apphes to Tier 1. Previously,
Ambulance Services connted toward the Deductible and Out-of-Pocket Maxsmum m Tier 2 and Tier 3
only. This change brings our plans into berer alignment with the indusuy and provides catastrophic out-
al-pocket protection to our Members.

CCOEGO113_Revi(_061412 1
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# KAISER PERMANENTE.

+  Specml diagnostic procedures {CT, MRI, and PET scans) ate now subject to an ncreased Copayment.
The change is reflecred under “Quipanient Laboratory, X-rays, Imaging, and Special Dignostic
Poncedures” in the COC “Benefit Summary.” This applies to Tradinonal Plans, Deductible Plans, and
Added Chaice Plans in Tier 1 and brings these plans into belier alignment with the mdustry.

= The dollaz allowance explanation for the stale-nandated heanng ad benefnt for Members under age 18
and any chitd Dependents has been modifted 1n the “Hearing Services” EOC section. The statement that
the dollar allowance can be used only at thejmtial point of sale has been deleted,

= The heacing atd annual allowanice for the state-mandated heasgng aid benebit for Members under age 18
and any child Dependents has been increased based on the Conswmer Prce Index for medical care. This
change 1s reflected on the EOC “Benefit Summary” under “Hearing Services.™

= Specity care visits are-now subject to a Copayment thatis $10 higher than primary care visils on
Traditional Plans as shown on the HOC “Benefit Summary.” This change brings the plans into bétter
alignment with the mdustry.

= The “Catpatient Durable Medical Eguipment {IDME), External Prosthetic Devices, and Orthotic
Devices™ EQC section has been modified. In the bullet deseribing coverage [or external prostheses aftera
Med:cally Necessary mastectomy, coverage has increased from three brassieres required 1o hold a
prosthesis to faur brassiercs every 12 months. Also, explanation has been added that external prostheses
are subject 10 a frequency irmitation of 24 months.

= The “Meatal Health Services Exchusions 2ad Limitatons™ EOC section has beesn modified. We no longer
exclude mental health Sexvices for gendee-identity disorders In adhilts.

»  Efféctive August 1, 2012, medical plans that include the Affordable Care Act (ACA) preventive care
Services coverage with no Member cost share alsa cover Womerf_s greventiﬁe care Services specified in
the Health Resources and Secvices Administration (HRSA) guidelities 2t no charge, not subject 1o any
Deductible. Certain religious employer groups may be exempt from providing contraceptive coverage.

Benefit clarifications

= The defimtion of Chut-of-Pocker Maximum in the “Definitons” EQC sechon has been modified. We |
have teworded the debinition to reference Copaymenis and Coinsurance, mstead of Charges, {ot
clanfication.
= “The “Definitons™ EOC section has been modified to alygn with provider and facility refézences in oux
Medical Directory. '
= Several EOC sections have been updated to clanfy the referral and prioz authorizaton requirements for
specially Services and for Services from Nen-Participating Providers and Non-Pacticipating Facihities.

= The “Cutpatieat Durable Medical Equipment {DME), Extemal Prosthetics, and Orthotics™ EOC section
has been modified. We have clanfied that we cover standard glacose blood monitors, but not continuons-
type monitoring devices.

= Exclusions have been clanbed o cxplam we do not cover Sexrvices provided by unlicensed people, or
items and Services that are not health care items o1 health tare Services.

= The exclusion for Dental Services has been modified. We have added language clarifying that coverage for
Medically Necessary general anesthesia in conjunction with non-covered dental Services 15 subject to
Utihzation Review.
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#4 KAISER PERMANENTE.

= 'The Expenmental of Investigational Services exclusion has been modified. We have clanfied thar we
cover rontine care {for Members enrolled in and participating 1w quabifying chiucal trals 3f such care would
have been covered by Company under this EOC absent a clinical tral

Administrative changes or clarifications

»  The “Reporting Membesship Changes and Retroactivity” provision under the “Miscellaneous Provisions”
section af the Group Agreement has been modified. We have chinfied that membership forms must be
approved by Company.

- The definition of “Dependent Luniting-Age” has been clatitied to explam thar Spouses are not subject to
the Dependent Lumting Age.

= The “Termination Due to Loss of Eligibilty” EOC section has been modified in the Traditional,
Deductible, and High Deductible EOCr only. We have deleted the text that stated we termiuate the
memberships of COBRA Members who permanently reside outside our Service Area and do not work
for any employex at least 50 percent of the tme within our Sexvice Arca. The text did not refiect
administeative practices, as. COBRA coverage Is ot teortinated for Members who reside outside of our
Service Area.

= The “State Continuation. Coverage for Non-COBRA Geimps” EOC section has been modified o comply
with state law. A description. of qualifying events and how to request continuation coverage under tus
provision has been zdded.

= The “HIPAA and Other Individuzl Plans™ provision in the “Conversion to an Individual Plan” EOQC
section has been removed. The provision is redundant, as the. dzglbmt} requuirernents for po;tabmty
coverage are descubed in the “Portability Plans” section.. ’

= The “Miscellaneous Provisions” EOC section has been madified. We have added a new “Annual
Summaries aivd Additional Information” provision that describes information Members carl request from
the Oregon Department-of Consumer and Business Services. -

= The “Clams Review Authonty” p;uagraph 1o the “Miscellanecus Prowvisions” EOC section has been
deleted The text did not reflect our administrative pracces.

Additional changes and clarifications that apply to Added Choice®
medical plans only

Benefit changes

= The definition of “Usual and Customary Fee™ in the EOC “Definitions” section has been changed to
“Allowed Amount” The definition applies to Tex 3 only. Allowed Amount 15 based on billed Charges or
160 percent of the Medicare 1ate, whichever 15 lower.

= The “Setvices Subject to Permanente Advantage Pror Authedzation Reviewunder Tier 2 and Tier 37
and “Outpatent Laboratory, X-ray, inaging; and Special Diagnostic Procedures™ EQC secticizs have
been modified. Bone density/DXA scans covered undes Tier 2 or Tier 3 now require prior authozization
by Permanente Advantage.

Benefit clarifications

= The *“When Referrals are Required under Tier 2 and Tier 37 EOC secuon has been dailied. Provider
referrals are not limuted to physician referrals.

CCOLG013_Revld 051412 3
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* The EOC has been modibed o clanfy that we have the nght to determine medical necessity.

Several sections of the EOC have been modified o clacfy that when a Select Physician refers 2 Member
g0 any hospial or other facility, that hospatal or facility is covered under the Tier 1 benefit.

= The "Post-Stabilization Care™ EOC prowision has been modified. We have clarified that if the Member 1s
clivically stable and declines special transportation: to a Select Provider or Select Facility (or other
designated provider or tacslity), Post-Stabilization Care Services will be covered undes Tier 2 {for Services
provided by a PPO Facility ot 2 PPO Provider). ox Tiee 3 (for Services pravided by 2 Non-Partcipatng
Faciity or 2 Non-Pasuripating Provider).

Admiristrative changes or clarifications

= The term “Allied Health Professional™ has been removed from the “Definitons” EQC secton because
the teomoas not used elsewhere in the document.

= The “What You Pay” EOC section has been modified to irelude consistent language when describing
deductible carry-cver znd deductible take-over provisions. The definition of Peductible in the
“Definitions” EOC section has also been updated for consisténcy. ' ‘

Changes and clarifications that apply to medical benefit riders
Benefit changes

= 'The “Outpatient Prescription Diug Ridess” have been changed in accordancé with the Affordable Cace
Act. We liave eliminated Copayments and Coiusurance for FDA-approved contracepiive drugs and
devices incladed on our drug fomalﬂary.

= The “Outpaiient Prescription Dimg Rider” avaable with Tiaditional, Deductible, and High Deductible
Health Plans that includes 4 higher cost share for Agpmved:Non—Fbunuiary- Drugs ‘has been modified.
We have decreased the Member st shire for Approved Non Formulary Gederic Drugs: The Member
pays the Generic Drug cost share for both the Genperie Formulary and Generic Approved Non-
Formmlary Drug,

= The dollar allowance explanation for visien hardware and adult heaang a:ds has been changed in the,
respective “Vision Hardware and Optical Seivices Rider” and “Headng Aid Rider” The statement that
the dollar allowance can be used only at the initial poiat of sale hias been deleted.

= Language has been changexl in certain “Viston Hardware and Optical Services Riders.” The prowision that
allowed for replacement eyeglass enses o contact lenses within 12 months was erroneous fos 12-month
bepefit allowance plans. The provision is applicable only to “Vision Hardware and Opuiez] Services
Riders” with a 24-month benefit allowance perod.

Benefit clarifications

*  The “Ouvtpatient Prescoption Dnsg Ruder Benelit Surnmary” Mail Delivery Phammacy rows have been
rernoved. The intormanen has been incorporated mto the Patcipating Pharmacy rows since the Member
cost share for drugs, supphies, of suppleménts obtained from a Participating Pharmacy and from a Mail
Dedrvery Pharmacy are the same. Note this change does not apply to mamtenance drags.

»  The Added Choice “Ouipatieat Prescuption Dg Rider” that covers Brand=Name and Genede Drugs
ouly 1f abtained at Sclect Pharmacies has been modified. The definitions of “Preferred Brand-Name
Praug” and “Non-Preferred Brand-Name Drg” have been deleted because the terms are not used
eliewhere i the nider,
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¥ KAISER PERMANENTE.

*  The Added Chotee “Outpatient Prescuplion Drug Rider” that includes the Medfmpact pharmacy
network option has been modified. The definition ot “Approved Nen-Fornnidary Brand-Name or
Genenc Diniag”” has been added. Cost-share tiees are now included in the “Outpatient Prescaption Dinug
Rider Benetit Summary™ for “Formulary Brand-Name Dimgs” and “Approved Non-Formulary Brand-
Name Drugs.” These cost-share ters apply to drugs obtained from Select'pharmacies.

= The “Hearing Aid Rider” has been modificd. We have added 2 bullet under the “Hearing Aid Exclusions™
section to claafy that cleaners, moisture guards, and assistive kstening dewices are not covered.

*  The “Vision Hardware and Opncal Services Rider” bas been modified. We have clanfied that
aonprescupuon lenses and conlacts, including siinglasses, ace not covered.

Changes and clarifications that apply to dental plans
Benefit changes

+ In the Dental Choice PPO Plan; the “Limitations” EGC section has been modified. The age Imit for
sealant coverage has been increased (o persons aged 15 years. Previously, the liut applied to persons aged
14 yearcs.

Benafit clarifications

= To the Dental Choiwce PPO Plan, the “Benefits,” “Exclusions,” and “Limiations” EOC sechions have been
updated for clanfication and standardezation.

= I the Dental Choice PPO Plag, the “DenteMax” definition has been deleted and “Pacticipating
Provider” defimtion has been sevised. Dental Choice Participating Providers are not limited to DenteMax
providers.

= In the Dental Choice PPO Plan, the “Prior Authorization’ EOC section has been modified We have
clastfied our prior avthonzation procedines:

«  An exclusion has been added in thie “Exclasions and Limitations” EOC section to clanfy that fees a
provider may charge for Emergency Dental Caee or Urgent Dental Case visits are not covered. These
provider fees are not Copayments or Comsurance for covered Serwices.

= In the Dental Deductible Plan, Emesgency Deotal Care Services have been clanified in the EOC “Benefit,
Summacy.” The Member pays Copayments ot Coinsurance that normally apply to non-emergeacy dental
care Seavices, The {ee for BEmergency of Urgent Dental Care wisits has been deleted, since provider fees
age not Copayments or Comnsurance for covered Semvices.

Administrative changes or clarifications

*  'The “Reporting Meniberstup Chauges and Retroactivity™ provision nnder the “Miscellaneons Provisions”
section of the Gronp ~Agreement has been modified. We have clanfied that membership fooms must be
approved by Company.

*  The defimtion of “Dependent Limiting Age™ has been danified to explains that Spouses are niot subject to
the Dependent Liouting Age.

= The “Grnevances, Clamns, and Appeals” EOQC section 15 updated to provide a more detaled and accurate
descoption of the gnievances and appeals process.

= In the Deductible Dental Plan, the “Termmnation Due to Loss of Elgibility” ECC section has been
modified, We have deleted the text that stated we texmunare the memberstups of COBRA Members who
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permancatly reside oniside our Service Arez and do uot work for'any employer at least 30 percent of the
e withim our 3ecvice Asca. The text did oot reflect administrative pracoces, as COBRA coverage is not
termrunated for Membezs who 1eside outside of our Service Area.

= The “Claiuns Review Authonuty” patagraph in the “Miscellaneous Provisions” EOC section has heen
dedeted. The text did not reflect our admimstrative practices.

Changes and clarifications that apply to all Senior Advantage plans

"The followmg changes take effect as Groups renew in 2013 unless otherwise noted.

These prelimnary changes and clanficatons do notindude changes that may occur throughout the remainder
of the yeat, mcluding, but not knuted to, mandated fedezal and state changes.

Benefit changes or clarifications

= Additonal preventive services have been added to-the. CMS, zero cost-shate Iist. Additional preventive
CMS services may be added to the bst throughout the 2013 plan year. All Medicare-coveced preveative
services wili contuue (o be provided at no cost.

Administrative changes or clarifications

- The “Medicaze Eligible and Mermbers Age 65 or Over” provision in the medical Granp Agreement has been
modibed. Text has been added to more hily explain when Medicare i3 pamary or secondary payor for
domestic pariners of actovely working Substnbers. ‘

= The “Reporting Membership Changes and Retroactivity” provision in the “Miseellaneous Provisions”
section has been deleted from the Group Agreemrent. This provision.is not apphicable to Semuor Advanrage.

*  The “Medicare Eligible and Mernbérs Age 65:0r Over” provision in the medical Granp ~Agreement has been
modified to elimsnate the higher premium apphied for Medicare primary members who are Medicare
eligible: due to disabiliry and ESRL when they do not enalt in the group Sentor Advantage plan. Non-
Medirare (commezcaf) rates will apply.

= The “Medicare Eligible and Members Agé 65 or Glder” provision in the medical Group greesent has been
madilfied (o elininale the highet premium applied for Medicare primary mémbers who enrol! in the group
COBRA plan and do oot enrol! in the gronp Senior Advzntage plan. Non-Medicare (commercial) rates
will apply.
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% KAISER PERMANENTE.

All plans offered and underwritten by Kaiser Foundation Health Plan
of the Northwest. 500 NE Multnomah St., Suite 100, Portland, OR 97232

Summary of medical benefits

Clackamas County 1183-001, 013, 024, 028, 029, 031, 032, 040
Oregon Traditionai Plan C13C
January 1, 2013 through December 31, 2013

Out-of-Pocket Maximum (Not all services apply to the maximum.)

For one Member $600 per Calendar Year
For an entire Family $1,200 per Calendar Year
Preventive Care Services You pay

Routine preventive physical exam (includes aduit, weil baby, and well child) $0

Scheduled prenatal care and first postpartum visit $0

Immunizations $0

Preventive tests $0

Outpatient Services :

Primary care visit §10

Specialty care visit $10

Utgent care visit $10

Emergency department visit $75 (Waived if admitted)
COutpatient surgery visit $10
Chemotherapy/radiation therapy visit $10

Laboratory, X-ray, imaging, and special diagnostic procedures 30

CT, MRI, PET scans $0

Administered medications (all ourpatient settings} $0

Routne eye exam $10

Injection visit provided in nurse treatment area $0

Durable medical equipment, external ptosthetic devices, and orthotic $0

devices

Physical, speech, and occupational therapies (up to 20 visits per Calendar $10

Year)

Physician-referred acupuncture (limited to 12 visits per Calendar Year) 510

Inpatient Hospital Services 50

Ambulance Services (per transport) $75

Hearing Aids for Children (up to $4,367 every 48 months, per Member  $0

under age 18 and any child Dependent)

Skilled Nursing Facility Services (up to 100 days per Calendar Year) 50

Optional Benefits
Alternative care ( self-referred)

Hearing aids (for Members age 18 and over)

Outpatient ptescripdon drugs

Vision hardware and optical Services

Travel Services

$10 per visit for chiropractic, naturopathic and
acupurcture visits. $25 Copayment per massage
therapy visit (up to 12 visits per Calendar Year).
$1,500 benefit maximum for all Services combined.
Balance after $1500 allowance is applied for each
hearing aid pet ear every three years

$10 peneric/$20 brand up to 30-day supply; up to
90-day supply of maintenance drugs for two
Copayments when you use mail delivery.

Balance after $250 allowance every 24 months

Not covered




Chemical Dependency Services

Qutpatient Services $10
Inpatient hospital & residential Services ' $0
Mental Health Services

Outpatient Services $10
Inpatient hospital & residential Services $0

Exclusions and Limitations
The Services listed below are either completely excluded from coverage or pardally limired. This applics to all Services that
would otherwise be covered and is in addition to the exclusions and limitations thar apply only to a particular Service as listed
in the description of that Setvice in the Evidence of Coverage.

Acupuncture. Limited to the following: (2) when 2 Participating Physician makes a referral for Services in accord with Medical
Group criteria or (b) your employer Group has purchased the Alternative Care (self-referred Acupuncture Services) rider.;
Certain exams and Services; Chiropractic Services received without a referral by Kaiser Permanente, Limited to the
tollowing: (2) when a Participating Physician makes a referral for Services in accord with Medical Group criteda or (h)
Alternative Care Services or Chiropractic Services (self-referred Chiropractic Care) rider has been purchased.; Cosmetic
Services; Custodial Services; Dental Services. Except when Medically Necessary for Members who have a medical
condition that would place undue risk if performed in a dental office. The procedure is subject to Utllization Review,;
Designated blood donations; Detained or confined members; Employer responsibility; Experimental or
investigational Services; Eye sutgety; Family Services. Services provided by a member of your immediate family.; Genetic
testing; Government agency responsibility; Hearing aids. Unless the Hearing Aid rider has been purchased,;
Hypnotherapy; Intermediate Services; Massage therapy Services. Limited to when: () a Participating Physician makes a
referral for Services in accord with Medical Group eriteria or (b Alternative Carte {Massage Therapy) benefit ridet has been
purchased.; Naturopathy Services. Limited to when: (a) teferral for Services in accord with Medical Group critetia; or (b)
Alternative Care (Naturopathy Services) rider has been purchased.; Non-Medically Necessary Services; Nonreusable
medical supplies; Outpatient Prescription Drugs. Unless the Outpatient Prescription Drug rider has been purchased.
Kaiser Permanente formulary applies. We cover non-formulary drugs only when you meet exception criteria unless specifically
covered by your prescription drug plan.; Setvices performed by unlicensed people; Services related to a non-covered
Service; Services that are not health care Services, supplies, or items; Sexval reassignment surgery, Unless the
Transgender Surgery tider has been purchased; Supportive care and other Services; Travel and lodging. Limited to: {a}
Medically Necessary “Ambulance Services” in this Swswzary, and (b) certain expenses that we preauthorize.; Travel Setvices.
All travel-related Services including travel-only immunizations (such as yellow fever, typhoid, and Japanese encephalitis), unless
the Travel Services rider has been purchased.; Vision hardware and optical Sesvices. Unless the Vision Hardware and
Optical Services rider has been purchased.; Vision therapy and orthoptics or eye exercises; Professional Services for
fitting and follow-up care for contact lenses; Low-vision aids.

Questions? Call Membership Services (M-F, 8 am-6 pm) or visit kp.org
Portland area..503-813-2000. All other areas..-800-813-2000. TTY..1-800-735-2900.
Language Interpretation Services, all areas..1-800-324-8010

This is not a contract. This benefit summary does not fully describe your benefit coverage with Kaiser Foundation
Health Plan of the Northwest. For more details on benefit coverage, claims review, and adjudication procedures,
please see your Evidence of Coverage (EOC) or call Membetship Services. In the case of conflict hetween this
summary and the EOC, the EOC will prevail.
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Al plans offered and underwritten by Kaiser Fonndation Health Plan
of the Northwest. 500 NE Multnomah St., Suite 100, Portland, OR 97232

Summary of medical benefits

Clackamas County 1183-007, 018, 030
Oregon Tradidonal Plan C13B
January 1, 2013 through December 31, 2013

Out-of-Pocket Maximum {Not all services apply to the maximum.)

For one Member $600 per Calendar Year
For an entire Family $1,200 per Calendar Year
Preventive Care Services You pay

Routine preventive physical exam (includes adult, well baby, and well childy 30

Scheduled prenatal care and first postpartum visit 30

Immuntzations 30

Preventive tests §0

Outpatient Services

Primary care visit $10

Specialty care visit 310

Urgent care visit $10

Emergency department visit $75 (Waived if admitted)
QOutpatient sargery visit $10
Chemotherapy/radiation therapy visit $10

Laboratory, X-ray, imaging, and special diagnostic procedures $0

CT, MRI, PET scans $0

Administered medications {all outpatient settings) 30

Routine eye exam $10

Injection visit provided in nurse treatment area $0

Durable medical equipment, external prosthetic devices, and orthotic $0

devices

Physical, speech, and occupational therapies (up to 20 visits per Calendar $10

Year) _

Physician-referred acupuncture (limited to 12 visits per Calendar Year) $10

Inpatient Hospital Services $0

Ambulance Services (per transport) $75

Hearing Aids for Children (up to $4,367 every 48 months, pet Member  §0

under age 18 and any child Dependent)

Skilled Nursing Facility Services (up to 100 days per Calendar Year) $0

Optional Benefits
Alternative care ( self-referred)

Hearing aids (for Members age 18 and over)
Outpatient prescription drugs

Vision hardware and optical Services

Travel Scrvices

$10 per visit for chiropractic, naturopathic and
acupuncture visits. $25 Copayment per massage
therapy visit (up to 12 visits per Calendar Year).
31,500 benefit maximum for all Services combined.

Not covered

$10 generic/$20 brand up to 30-day supply; up to

90-day supply of maintenance drugs for two
Copayments when you use mail delivery.

Balance after $200 allowance every 24 months

Not covered

Chemical Dependency Services




Outpatient Services $10

Inpatient hospital & residental Services 30
Mental Health Services

Qutpatient Services $10
Inpatient hospital & residential Services 30

Exclusions and Limitations

The Services listed below are either completely excluded from coverage or partially limited. This applies to all Services that
would otherwise be covered and is in addition to the exclusions and limitations that apply only to a particular Service as listed
in the description of that Service in the Evidence of Coverage.

Acupuncture. Limited to the following; (a) when a Participating Physician makes a referral for Services in accord with Medical
Group eriteria or (b) your employer Group has purchased the Alternative Care (self-referred Acupuncture Services) rider ;
Certain exams and Services; Chiropractic Services received without a referral by Kaiser Petmanente. Limited to the
following: (a) when a Participarng Physician makes a referral far Services in accord with Medical Group criteria or (b)
Alternative Care Services or Chiropractic Services (self-referred Chiropractic Care} rider has been purchased.; Cosmetic
Services; Cuostodial Services; Dental Services. BExcept when Medically Necessary for Members who have 2 medical
condition that would place undue risk if petformed in a denral office. The procedure is subject to Utilization Review.,;
Designated blood donations; Detained or confined members; Employer responsibility; Experimental ot
investigational Services; Eye surgery; Family Services. Services provided by 2 member of your immediate family.; Genetic
testing; Government agency responsibility; Hearing aids. Unless the Hearing Aid rider has been purchased.;
Hypnotherapy; Intermediate Services; Massage therapy Services. Limited to when: {a) a Participating Physician makes a
referral for Services in accord with Medical Group criteria or (b) Alternative Care (Massage Therapy) benefit rider has heen
purchased.; Naturopathy Services. Limited to when: (a} referral for Services in accord with Medical Group criteria; or (b)
Alternative Care (Nateropathy Services) tider has been purchased.; Non-Medically Necessary Services; Nonreusable
medical supplics; Outpatient Prescription Drugs. Unless the Outpatient Prescription Drug rider has been purchased.
Kaiser Petmanente formulary applies. We cover non-formulary drags only when you meet exception critedia unless specifically
covered by your prescription drug plan.; Services performed by unlicensed people; Services related to a non-covered
Service; Services that are not health care Setvices, supplies, or items; Sexual reassignment surgery. Unless the
Transgender Surgery rider has been purchased; Supportive care and other Services; Travel and lodging. Limited to: (a)
Medically Necessary “Ambulance Services™ in this Summary, and (b) certain expenses that we preauthorize.; Travel Services.
All travel-related Services including travel-only immunizations (such as yellow fever, typhoid, and Japanese encephalitis), unless
the Ttavel Services rider has been purchased.; Vision hardware and optical Services. Unless the Vision Hardware and
Optical Services rider has been purchased ; Vision therapy and orthoptics or eye exercises; Professional Services for
fitting and follow-up care for contact lenses; Low-vision aids.

Questions? Call Membership Services (M-F, 8 am-6 pm) or visit kp.org
Portland area..503-813-2000. All other areas..1-800-8§13-2000. TTY..1-800-735-2900.
Language Interpretation Services, all areas..1-800-324-8010

This is not a contract. This benefit summary does not fully describe your benefit coverage with Kaiser Foundation
Health Plan of the Northwest. For more details on benefit coverage, claims review, and adjudication procedures,
please see your Evidence of Coverage (EOC) or call Membership Services. In the case of conflict between this
summary and the EOC, the EQC will prevail,
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All plans offered and underwritten by Kaiser Foundation Health Plan
of the Northwest, 300 NE Mulinomah St., Suite 100, Portland, OR 97232

Summary of medical benefits

Clackamas County 1183-059, 063
Oregon Deducdble Plan 3C13
January 1, 2013 through December 31, 2013

Deductible
For one Membet
For an entre Family

$1,000 per Calendur Yeur
$3,000 per Calendar Year

Out-of-Pocket Maximum (Not all services apply to the maximum. Deductible amounts and Services not subject to the

Deductible do not count toward your Out-of-Pocket Maximum.)
For one Member

$3,000 per Calendar Year

For an entire Family $9,000 per Calendar Year
Preventive Care Services You pay

Routine preventive physical exam (includes adulr, well baby, and well child) $0

Scheduled prenatal care and first postpartum visit $0

Immunizations $0

Preventive tests 50

Outpatient Services

Primary care visit $25

Specialty care visit 20% Coinsurance after Deductible
Urgent care visit $25

Emergency department visit

Outpatient surgery visit

Chemotherapy/radiation therapy visic

Labotatory, X-ray, imaging, and special diagnostic procedures

CT, MRI, PET scans : :

Administered medications (all outpatient settings)

Routine eye exam

Injection visit provided in murse treatment area

Durable medical equipment, external prosthetic devices, and orthotic
devices

Physical, speech, and occupational therapies {up to 20 visits per Calendar
Year)

Physician-referred acupuncture (limited to 12 visits per Calendar Year)

20% Coinsurance after Deductible
20% Coinsurance after Deductible
20% Coinsurance after Deductible
20% Coinsurance after Deductible

20% Coinsurance after Deductible

20% Coinsurance after Deductible

20% Coinsurance after Deductible

Inpatient Hospital Services

20% Coinsurance after Deducdble

Ambulance Services (per transport)

20% Coinsurance after Deducuble

Hearing Aids for Children (up to $4,367 every 48 months, per Member
under age 18 and any chiid Dependent)

20% Coinsurance after Deductible

Skilled Nutsing Facility Services (up to 100 days per Calendar Year)

20% Coinsurance after Deductible

Optional Benefits
Alternative care { self-referred)

Hearing aids (for Members age 18 and over)

$10 per visit for chiropractic, namropathic and
acupuncture visits. $25 Copayinent per massage
therapy visit (up to 12 visits per Calendar Year).
$1,500) benefit maximum for 2ll Services combined.
Balance after §1500 allowance is applied for each
heating aid per car cvery three years



Outpatient prescription drags $15 generic/$30 brand up to 30-day supply; up tc a
90-day supply of maintenance drugs for two
Copayments when you use mail delivery.

Vision hardware and optcal Services Balance after $200 allowance every 24 months
Travel Services Not covered

Chemical Dependency Services

Outpatient Services : $25

Inpatient hospital & residential Services 20% Coinsurance after Deductible
Mental Health Services

Outpatient Services : $25

Inpatient hospital & residental Services 20% Coinsurance after Deductible

Exclusions and Limitations
The Services isted below arte either completely excluded from coverage or partally limited. This applies 1o alt Services that
would otherwise be covered and is in addition to the exclusions and limitatons that apply only to a particular Service as listed
in the description of that Service in the Evidence of Coverage.

Acupuncture. Limited to the following: {s) when a Participating Physician makes a referral for Services in accord with Medical
Group criteria or {b) your employer Group has purchased the Altetnative Care (self-referred Acupuncture Setvices) ridet.;
Certain exams and Services; Chiropractic Services received without a referral by Kaiser Permanente. Limited to the
following; (a) when a Participating Physician makes a refertal for Services in accord with Medical Group ctiteria or (b}
Alternative Care Services or Chiropractic Services {self-referred Chiropractic Care) rider has been purchased.; Cosmetic
Services; Custodial Services; Dental Setvices. Except when Medically Necessary for Members who have a medical
condition that would place undue risk if performed in a dental office. The procedure is subject to Utilizadon Review.;
Designated bload donations; Detained or confined members; Employer tesponsibility; Experiinental or
investigational Services; Eye surgery, Family Services. Services provided by a member of your immediate family.; Genetic
testing; Government agency responsibility; Hearing aids. Unless the Hearing Aid rider has been purchased.;
Hypnotherapy; Intermediate Services; Massage therapy Services. Limited to when: (a) a Pardeipadng Physician makes a
referral for Services in accord with Medical Group criteria or (b) Alternative Care (Massage Therapy) benefit tider has been
purchased.; Naturopathy Services, Limited to when: (a) referral for Services in accord with Medical Group criterda; or (b)
Alternative Care (Naturopathy Services) rider has been putchased.; Non-Medically Necessary Services; Nonreusable
medical supplies; Outpatient Prescription Drugs. Unless the Outpatient Prescription Drug rider has been purchased.
Kaiser Permanente foremulary applies. We cover non-formulary drugs only whea yon meet exception criteria unless specifically
covered hy your prescription drug plan ; Services petformed by unlicensed people; Services related to a non-covered
Service; Services that are not health care Services, supplies, or items; Sexual reassignment surgery. Unless the
Transgender Surgery rider has been purchased; Supportive care and other Services; Travel and lodging. Limited to: (a)
Medically Necessary “Ambulance Services™ in this Sammary, and (b} certain expenses that we preauthorize ; Travel Setvices.
All travel-related Services including travel-only immunizadons {such as yellow fever, typhoid, and Japanese encephalids), unless
the Travel Services rider has been putchased.; Vision hardware and optical Services. Unless the Vision Hardware and
Optical Services rider has been purchased.; Vision therapy and orthoptics or eye exercises; Professional Services for
fitting and follow-up care for contact lenses; Low-vision aids.

Questions? Call Membership Services (M-F, 8 am-6 pm) or visit kp.otg
Portland area..503-813-2000. All other areas..1-800-813-2000. 'T'TY..1-800-735-2900.
Language Interpretation Services, all areas..1-800-324-8010

This is not a contract, This benefit summary does not fully describe your benefit coverage with Kaiset Foundation
Health Plan of the Northwest. For more details on benefit coverage, claims review, and adjudication procedures,
please see your Evidence of Coverage (EOC) or call Membership Services. In the case of conflict between this
summary and the EOC, the EOC will prevail.

SSOB OR LG DED 0113 _6/12 Page 2 88 KAISER PERMANENTE.




All plans offered and underwritten by Kaiser Foundation Health Plan
of the WNorthwest. 500 NE Multmomah St., Suite 100, Portland, OR 97232

Summary of medical benefits

Clackamas County 1183-058, 060
Oregon Deducdble Plan 3C13
January 1, 2013 throngh December 31, 2013

Deductible
Tior one Member
For an entire Family

$1,000 per Calendar Year
$3,000 per Calendar Year

Out-of-Pocket Maximum (Not all services apply to the maximum, Deductible amounts and Services not subject to the

Deductible do not count toward your Out-of-Pocket Maximum.)

For one Member $3,000 per Calendar Year
For an entire Family $9,000 per Calendar Year
Preventive Care Services You pay

Routine preventive physical exam (includes adult, well baby, and well child) $0

Scheduled prenatal care and first postpartum visit %0

Immunizations $0

Preventive tests 30

Qutpatient Services

Primary care visit 325

Specialty cate visit 20% Coinsurance after Deducuble
Urgent care visit $25

Emergency department visit

Qutpatient surgery visit

Chemotherapy/radiation therapy visit

Laboratoty, X-ray, imaging, and special diagnostic procedures

CT, MRI, PET scans '

Administered medications (all outpatient settings)

Routine eye exam

Injection visit provided in nurse treatment area

Durable medical equipment, external prosthetic devices, and orthotic
devices

Physical, speech, and occupational therapies (up to 20 visits per Calendar
Year)

Physician-referred acupuncture (limited to 12 visits per Calendar Year)

20% Coinsurance after Deductible
20% Cotnsurance aftet Deductible
209 Coinsurance after Deductible
20% Coinsurance after Deductble
%0

$0

$25

$5

20% Coinsurance after Deductible

20% Coinsurance after Deductible

20% Coinsurance after Deductible

Inpatient Hospital Services

20% Coinsurance after Deductble

Ambulance Services (per transport)

20% Coinsurance after Deductible

Hearing Aids for Children (up to $4,367 every 48 monihs, per Member
under age 18 and any child Dependent)

20% Coinsurance after Deductible

Skilled Nursing Facility Services (up to 100 days per Calendar Year)

20% Coinsurance after Deductible

Optional Benefits
Alternative care ( self-referred)

Hearing aids (for Members age 18 and over)
QOutpatient prescdption drugs

$10 per visit for chitopractic, naturopathic and
acupuncture visits. $25 Copayment per massage
therapy visit (up to 12 visits per Calendar Year).
$1,500 bencfit maximum for 21l Services combined.
Not covered

$15 generic/$30 brand up to 30-day supply; up to a
90-day supply of maintenance drugs for two
Copayments when you use mail delivery.



Vision hardware and optical Services _ Balance after $200 allowance every 24 months

Travel Services Not covered

Chemical Dependency Setvices

Outpatient Services $25

Inpatient hospital & residential Services 20% Coinsurance after Deductible
Mental Health Services

Outpatient Services $25

Inpatient hospital & residentdal Services 20% Coinsurance afrer Deductible

Exclusions and Limitations
The Services listed below are either completely excluded from coverage or partially limicted. This applies to all Services that
would otherwise be covered and is in addition to the exclusions and limitations that apply only to a particular Secvice as listed
in the description of that Service in the Evidence of Coverage.

Acupunctute. Limited to the following;: (a) when a Participating Physician makes a refetral for Services in accord with Medical
Group critetia or (b) your employer Group has purchased the Alternative Care (self referred Acupuncture Services) rider.;
Certain exams and Services; Chiropractic Services received without a referral by Kaiser Permanente. Limited to the
following; (a) when a Participatng Physician makes a referral for Services in accord with Medical Group criteria or (b)
Alternatve Care Services or Chiropractic Services (self-referred Chiropractc Carte) rider has been purchased.; Cosmetic
Services; Custodial Sexrvices; Dental Services. Except when Medically Necessary for Members who have a medical
condition that would place undue risk if performed in a dental office. The procedure is subject to Utilization Review;
Designated blood donations; Detained or confined members; Employer responsibility; Experimental or
investigational Services; Eye surgery; Family Services. Services provided by a member of your immediate family.; Genetic
testing; Government agency responsibility; Hearing aids. Unless the Hearing Aid rider has been purchased.;
Hypnotherapy; Intermediate Services, Massage therapy Services. Limited to when: (2) a Participating Physician makes a
referral for Services in accord with Medical Group criteria or (b) Alternative Care (Massage Therapy) benefit rider has been
purchased.; Naturopathy Services. Limited to when: (a) referral for Services in accord with Medical Group criteia; or (b)
Alternative Care (Naturopathy Services) rider has been purchased.; Non-Medically Necessary Services; Nonreusable
medical supplies; Qutparient Prescription Drugs. Unless the Outpadent Prescription Drug rider has been purchased.
Kaiser Permanente formulary applies. We cover non-formulary drugs only when you meet exception critetia unless specifically
cavered by your prescrption drug plan.; Services performed by unlicensed people; Services related to 2 non-covered
Service; Services that arc not health care Services, supplies, or items; Sexual reassignment surgery. Unless the
Transgender Surgery rider has been purchased; Supportive care and other Services; Travel and lodging. Limited to: (»)
Medically Necessary “Ambulance Services” in this Summary, and (b) certain expenses that we preauthorize.; Travet Services.
All travel-related Services including travel-only immunizations (such as yellow fever, typhoid, and Japanese encephalitis), unless
the Travel Services rider has been purchased.; Vision hardware and optical Sexvices. Unless the Vision Hardware and
Optical Services rider has been purchased; Vision therapy and orthoptics or eye exercises; Professional Services for
fitting and follow-up care fot contact lenses; Low-vision aids.

Questions? Call Membership Services (M-F, 8 am-6 pm) or visit kp.org
Portland area..503-813-2000. All other areas..1-800-813-200(. TTY..1-800-735-2900.
Language Interpretation Services, all areas..1-800-324-8010

This is not a contract. This benefit summary does not fully describe your benefit coverage with Kaiser Foundation
Health Plan of the Northwest. For more details on benefit coverage, claims review, and adjudication procedures,
please see your Evidence of Coverage (EQC) or call Membership Services. In the case of conflict between this
summary and the EOC, the EOC wili prevail.

KAISER PERMANENTE.
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& KAISER PERMANENTE.

All plans offered and underwritten by Kaiser Foundation Health Plan
of the Northwest. 500 NE Multnomsah St., Suite 100, Portland, OR 97232

Summary of dental benefits

Clackamas County 1183-043, 045-047, 049-035
Oregon Dental Plan C
January 1, 2013 through December 31, 2013

Benefit Maximum None
You Pay
Dental Office Visit Charge — Applics to all visits $5
Deductible (applies to all services unless otherwise indicated)
For one Member $0
For an entire Family 30
Preventive and Diagnostic Services (oral exam, x-rays, teeth cleaning, fluoride)  No additional charge

(Not subject to the Deductible )

Basic Restoration Services (routine fillings, plastic and steel crowns, simple
extractons)

Oral Sutgery Services (surgical tooth extractions)
Periodontics (treatment of gum disease, scaling and root planing)
Endodoentics (root canal therapy)
Major Restoration Services (gold or porcelain crowns, bridges)
Removable Prosthetic Services

Full and partial dentures

Relines
Rebases

No additional charge

No additional charge
No additional charge
No additional charge

- $45 for each

895 for each partial denture, $65
for each full denture

325
325

Emergency Dental Care
From Participating Providers

Copayments or Coinsurance

that normally apply for non-
emergency dental care Services.
From Non-Pattcipatng Providers outside the Service Area All Charges over $100
Nitrous oxide
Adults and children age 13 years and older $15
Children age 12 years and younger $0

Orthodontics

Members age 17 years and
younger: 508 of Charges up to
Lifetime Benefit Maximum of
$2,000, and 100% of Charges
thereafter. Members age 18
vears and older: 50% of Charges
up to Liferime Benefir
Maximum of $2,000, and 100%
of Charges thereafter.

Exclusions

»  Conditions for which Service or reimbursement is required by law to be provided at or by a government agency.

»  Cosmetc Services.

«  Dental implants unless coverage for dental implants as ar additonal benefit has been purchased.

*  Bxperimental or investigational treatments.



*  Fees a provider may charge for an Emergency Dental Care or Urgent Dental Care visit.

* _ Full mouth reconstruction and occlusal rehahilitation.

*  QGenerc testing,

e Hospital call fees.

s Medical or Hospital Services, unless otherwise specified in this Susmmary.

s  DMissed appointment fees.

»  Orthodontic Services unless orthodontic coverage as an additional benefit has been purchased.

*  Drugs obtainzble with or without a prescripiion.

*  Prosthetic devices following your decision to have a tooth {or teeth) extracted for nonclinical reasons or when a
tooth is restorable.

*  Replacement of prefabricated, noncast crowns, including noncast stainless steel crowns,

*  Services covered by workers’ compensation or that are the employer’s responsibility.

e Services furnished by a family membe:.

*  Services provided or arranged by ctirninal justice instinrtions for Members confined thercin, unless care would be
covered as Emergency Dental Care.

& Speech aid prosthetic devices and follow up modifications.
*  Surgery to correct malocclusion or temporomandibutar joine disorders.
= Treamment 1o restore tooth structure lost due to attrition, erosion, or abrasion.

Limitations
®  Repair or replacement due to normal wear of fixed and removable prosthetic devices that are less than five years
old.

¢  Sedation and general anesthesia are not covered, except when administered pursuant to the Nitrous Oxide benefit
as described in the “Other Benefits” section of vour EOC.

| *  Works-in-Progress started prior to effective date of coverage.

| Questions? Call Membership Services (M-F, 8 am-6 pm) or visit kp.otg

% Portland area..503-813-2000. All other areas..1-800-813-2000. TTY..1-800-735-2000.
| Language Interpretation Services, all areas..1-800-324-8010
|

This is not a contract, This benefit summary does not fully describe your benefit coverage with Kaiser
Foundation Health Plan of the Northwest. For more details on your benefit coverage, claims review, and
| adjudication procedures, please see your Evidence of Coverage (EOC) or call Membership Services. In the
i case of conflict between this summary and the EOC, the EOC will prevail.
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Dental Benefits Summary
U Clackamas County
Preventive Dental Plan
Effective January i, 2013
How To Use this Dental Plan '

When you visit your dental provider, tell bim or her you are a member of ar: ODS dental program.

Calendar year maximum, per membey $2,000
Calendar vear deductible, per member $50
Calendar year maximum deductible, per family $100
Service Benefit Amount
PREVENTIVE* 100%

- Examination/X-ravs (routine exam & bitewing x-rays twice in a calendar year)

- Prophylaxis (cleanings-twice in a calendar year}
- Fissure Sealants

- Fluoride

- Space Maintainers

BASIC 80%

- Restorative Dentistry (treatment of tooth decay with amalgam, synthetic
porcelain & plastic materials

- QOral Surgery (extractions & certain minor surgical procedures)
- Endodontic (pulp therapy & root canal filling)

Periodontics (treatment of tissues supporting the teeth)
Partial Cast Restorations

MAJOR ' 70%
- Crowns

- Implants
- Denture and Bridge Work (construction or repair of fixed bridges,

partials, and complete dentures)

ORTHODONTIC 50% to a $3,000

- Eligible employees and their covered dependents lifetime maximum

% Deductible waived for preventive services.

Advantages

£ DELTA DEMTAL

* Freedom to choose your dentist As the Delta Dental Plan, members have the option of choosing a Delta
Dental Plan that provides access to over 100,000 dental professionals nationwide. ODS is unique in that we
have contracts with over 1,800 licensed dentists in Oregon.

* Professional Arrangements QDS has specific fee arrangements with our participating dentists Lo ensure
that actual charges made by the dentist do not excced his or her accepted fees on file with ODS and our
Delta Dental affiliates. We believe that the underlying unique feature inherent to all OI}S programs is
every participating dentist becomes a party to cost control as well as the quality of care. Participating
dentists will update your records with your new information and will submit ¢laims to ODS for you.

* my0DS is a customized member wehsite with current, aceurate and easy to understand information about
the member's plan. Log onto www.odscompanies.com/members to access myOIS.

Dependent Eligibility
Pependents are lawfn! spouse and registered domestic partners. An unregistered domestic partner is
eligible for coverage if he or she complies with the Affidavit of Domestic Partnership provided by the Group.
Children are eligible to age 26. This includes adminstrative orders that require the cmployes to provide
health insurance.
This is a benefit summary anly.
For a more detailed description of benefits, refer to your member handbook.

| Visit our website at www.odscompanies.com _I

Clackamas County Preventive This product is undewritten or administercd
Plan Summary (rev. 10/12/12 mt) by Oregon Dental Service



LIMITATIONS

If a more expensive treatment that is functionally adequate is performed, ODS will pay the applicable
percentage of the maximum plan allowance for the ieast costly treatment.

Preventive

* Diagnostic Routine examinatior and bitewing x-rays limited to twice in a calendar year. Full mouth x-rays
limited to once every (3) years.

Preventive Prophylaxis (eleaning) or periodantal maintenance limited to twice in a calendar year. Topical
application of fluoride is covered twice in a calendar year for members age 18 and under, For members age
19 and up, topical application of fluoride is covered once cvery six (6) month period if there is a history of
periodontal disease or high risk of decay. Sealant henefits arc limited to the oeclusal surfaces of unrestored
permanent Bicuspids and molars. Benefits will be limited to one sealant, per toath, during any five (5) year
period.

Basic

* Oral Surgery Limited to extractions and other minor surgical procedures.

Restorative A separate charge for general anesthesia andfor IV sedation is not covered when used for non-
gurgical procedures.

*

* Periodentic Periodontal splinting, including crowns or bridgework for splinting, is not covered.
Restorative If a tooth can be restored with a material such as amalgam, silicate, plastic or composite, but
another type of restoration is selected, covered expense will be limited to the cost of amalgam, silicate,
plastic or composite. Partial cast restorations are covered under basic services, however, full cast
restorations will be covered under major services.

Major

* Implants and implant remaval are Jimited to onee per lifetime per tooth space.

* Restorative Replacement of necessary crowns, jackets, and gold or full east restorations is covered only if 5
vears have elapsed since last prior crown, jacket, and gold or cast restoration was furnished on the tooth.
Prosthodontic Replacement of an existing prosthetic device is covered only if it cannot be made
satisfactory. Replacement is mever covered if existing device is less than 5 years old. Specialized or

_ personalized prosthetics are limited to the cost of standard devices.

EXCLUSIONS

* Services covered under worker's compensation or employer's liability laws and services covered by any
federal, state, county, municipality or other governmental agency, except Medicaid.

* Bervices with respect to congenital or developmental malformations or casmetic reasons; including, but not
limited to cleft palate, upper and lower jaw malformations, enamel hypoplasia, {luorosis and disturbance of]
the temporomandibular joint.

* Services for rebuilding or maintaining chewing surfaces due to teeth out of alignment or occlusion, or for

atabilizing teeth.

Services started prior to the date the individual became eligible for services under the program.

Hospital costs or any additional fees charged by the dentist because the patient is hospitalized.

* (eneral anesthesia andfor IV sedation except when administered by a dentist in conjunction with covered
oral surgery in his or her office.

* Plaque control and oral hygience or dietary instructions.
* Experimental procedures.
* Missed or broken appointments.

Services for cosmetic reasons.

Claims submitted more than 12 months after the date of service are not covered.
* Al other services or supplies, not specifically covered.

Visit our website at www.odscompanies.com
Clackamas County Preventive This product is undewritten or administered

Plan SBummary (rev. 10/12/12 mt) by Oregon Dental Service




Dental Benefits Summary
0 Clackamas County
Incentive Dental Plan
Effective January 1, 2013
How To Use this Dental Plan
When you visit your dental provider, tell him or her you are a member of an 0DS dental program.

Calendar year maximum, per member $1,500
Calendar year deductible, per member $0
Service Benefit Amount
PREVENTIVE *1st year- 70%
- Examination/X-ravs (routine exam & bitewing x-rays twice per calendar year} 2nd year- 80%
- Prophvlaxis (cleanings twice per calendar year) 3rd year- 90%
- Fissure Sealants ’ 4th year- 160%
- Fluoride
- Space Maintainers
BASIC *1st year- 70%
- Restorative Fillings 2nd year- 80%
_ Oral Surgery (extractions & certain minor surgical procedures) 3rd year- 90%
- Endodontic {pulp therapy & root canal filling) : 4th year- 100%

. Periodontics (treatment of tissues supporting the teeth)

- Crowns

- Cast Restorations

MAJOR ‘ 50%

- lmplants

- Cast Restorations
Denture_and Bridee Work (construction or repair of fixed bridges,
partials, and complete dentures)

ORTHODONTICS **50%

* [nder this plan, payments increase hy 10% each calendar year provided the individual has visited the
dentist at least once during the year. Failure to do so will cause a 10% decrease in payment the
following year, although payment will never fall below 70%.

#% Spe your member handbook for specific orthodontic benefits.

Advantages

£ DEEES, DEMTAL

e Freedom to choose your dentist ODS is unigue in that we have contracts with ever 1,800 licenzed
dentists in Oregon. As the Delta Dental Plan of Oregon, we offer access to over 100,000 dental
professionals nationwide.

s Professional Arrangements ODS has specific fee arrangements with our participating dentists to
ensure that actual charges made by the dentist do not exceed his or her accepted fees on file with OD3
and our Delta Dental affiliates. We believe that the underlying unique feature inherent to all ODS
programs is every participating dentist becomes a party to cost control as well as the quality of care.
Participating dentists will update your records with your new information and will submit claims to
ODS for you.

s myODS is a customized member website with current, accurate and easy to understand information
about the member's plan. Log onto www.odscompanies.com/members to access myODS.

Dependent Eligibility
Dependents are lawful spouse and registered domestic partners. An unregistered domestic partner is
eligible for coverage if he or she complies with the Affidavit of Domestic Partnership provided by the
Group. Children are eligitle to age 26, This includes adminstrative orders that require the employee
to provide health insurance.

This is a benefit summary only.
For a more detailed description of benefits, refer to your member handbook.

I Visit our website at www.odscompanies.com |

Clackamas County Incentive This preduct is underwritten or administered

Plan Summary {Rev. 10/1212 mt) by QOregon Dental Service




LIMITATIONS

If a more expensive treatment that is functionally adequate is performed, ODS will pay the applicable
percentage of the maximum plan allowance for the least costly treatment.

Preventive (Class I Services)

*  Diagnostic Routine examination and bitewing x-rays limited to twice per calendar year. Full mouth x
rays limited to onee every (3) years.

* Preventive Prophylaxis {cleaning} or pericdontal maintenance limited to twice in a calendar year.

Topical application of fluoride is covered twice in a calendar year for members age 18 and under. For

members age 19 and up, topical application of fluoride is covered once every six (6) month period if]

there s a history of periodontal diseaze or high risk of decay. Sealant benefits are limited to the
occlusal surfaces of unrestored permanent Bicuspids and molars. Benefits will be limited to one
sealant, per tooth, during any five (5} year period

Basic (Class II Services)

*  Oral SBurgery Limited to extractions and other minor surgical procedures.

*  Restorative A separate charge for general anesthesia and/or IV sedation is not covered when used for

non-surgical procedures. .

* Periodontie Periodontal splitting, including crowns or bridgework for splinting are not covered.
Restorative If a tooth can be restored with a material such as amalgam, silieate or plastie, but
another type of restoration is selected, covered expense will be limited to the cost of amalgam, silicate
or plastic. Partial cast restorations are covered under basic services, however, full cast restorations
will be covered under major services.

Major (Class IIf Services)

* Implants and implant removal are limited to once per lifetime per tooth space.
* Prosthodentic Replacement of an existing prosthetic device is covered only if it cannot be made
satisfactory. Replacement is never covered if existing device is less than 5 years old. Specialized or

personalized prosthetics are limited to the cost of standard devices.

EXCLUSIONS

* Services covered under worker's compensation or employer's ltability laws and services covered by any
federal, state, county, municipality or other governmental agency, except Medicaid.

Services with respect to congenital or developmental malformations or cosmetic reasons; including, but
not limited to cleft palate, upper and lewer jaw malformations, enamel hypoplasia, fluorosis and
disturbance of the temporomandibular joint.

*  Services for rebuilding or maintaining chewing surfaces due to teeth out of alignment or occlusion, or
for stabilizing teeth.

Services started prior to the date the individual became eligible for services under the program.

* Hypnosis, prescribed drugs, premedications or analgesia (e.g. nitrous oxide) or any other euphoric
Hospital costs or any additional fees charged by the dentist because the patient is hospitalized.

General anesthesia and/or IV sedation except when administered by a dentist in conjunction with
covered cral surgery in his or her office.

F3

Plague control and oral hygiene or dietary instructions.
Experimental procedures.

Missed or broken appointments.

Precision attachments.

Services for cosmetic reasons.

L R

Claims submitted more than 12 months after the date of service are not eovered.

o+

All other services or supplies, not specifically covered.

Visit our website at www.odscompanies.com

Clackamas County Incentive This product 1s underwritten or administered
Flan Sumrmary (Rev. 10/12/12 mt) by Oregcn Dental Service




Dental Benefits Summary

9 Clackamas County
Constant Dental Plan

Effective January 1, 2013

How To Use this Dental Plan
When you visit your dental provider, tell him or her you are a member of an ODS dental program.

Calendar year maximum, per member $1,500

Calendar year deductible, per member $0
Service Benefit Amount

PREVENTIVE 50%

Examination/X-rays (routine exam & bitewing x-rays twice per calendar year}
Prophvlaxis (cleanings twice per calendar year)

Fisgure Sealants

Fluoride

Space Maintainers

BASIC 50%

Restorative Fillings

Oral SBurgery (extractions & certain minor surgical procedures)
Endodontic (pulp therapy & root canal filling)

Periodontics (treatment of tissues supporting the teeth)
Crowns

Cast Restorations

MAJOR 50%

Implants
Cast Restorations
Denture and Bridge Work (construction or repair of fixed bridges,

partials, and complete dentures)

Advantages

£3 DELTA DENTAL

Freedom to choose vour dentist ODS is unique in that we have contracts with over 1,800 licensed
dentists in Oregon. As the Delta Dental Plan of Oregon, we offer access to over 100,000 dental
professionals nationwide. '
Professional Arrangements ODS has specific fee arrangements with our participating dentists to
ensure that actual charges made by the deniist do not exceed his or her accepted fees on file with ODS
and our Delta Dental affiliates. We believe that the underlying unique feature inherent to all ODS
programs is every participating dentist becomes a party to cost control as well as the quality of care.
Participating dentists will update your records with your new information and will submit claims to
0DS for you. _
myODS is a customized member website with current, accurate and easy to understand information
about the member's plan. Log onto www.odscompanies.com/members to access myODS.

Dependent Eligibility

Dependents are lawful spouse and registered domestic partners. Ao unregistered domestic partner is
eligible for coverage if he or she complies with the Affidavit of Thomestic Partnership provided by the
Group. Children are eligible to age 26. This includes adminstrative orders that require the employee to
provide health insurance.

This is a benefit summary only.
For a more detailed description of henefits, refer to your member handbook.

Visit our website at www.odscompanies.com J

Clackamas County Constant

This preduct is underwritten or administered

Plan Summary {Rev. 10/12/12 mt) by Oregon Dental Service




LIMITATIONS

*

*

*

*

If a more expensive treatment that is functionally adequate is performed, ODS will pay the applicable
percentage of the maximum plan allowance for the least cosily treatment.

Preventive (Class I Services)

Diagnostic Routine examination and bitewing x-rays limited to twice per calendar year. Full mouth x-
rays limited to once every (3) years.

Preventive Prophylaxis (cleaning) or periodontal maintenance limited to twice in a calendar year.
Topical application of flueride is covered twice in a calendar year for members age 18 and under. For
members age 19 and up, topical application of flueride is covered once every six (6) month period if
there is a history of periodontal disease or high risk of decay. Sealant benefits are limited to the
occlusal surfaces of unrestored permanent Bicuspids and molars. Benefits will be limited to one
sealant, per tooth, during any five (5} year period.

Basic (Class II Services)

Oral Surgery Limited to extractions and other minor surgical procedures.

Restorative A separate charge for general anesthesia and/or IV sedation is not covered when used for
non-surgical procedures.

Pericdontic Periodontal splitting, including crowns or bridgewark for splinting are not covered.
Restorative If a tooth can be restored with a material such as amalgam, silicate or plastic, but another
type of restoration is selected, covered expense will be limited to the cost of amalgam, silicate or plastic.
Partial cast restorations are covered under hasic services, however, full cast restorations will be covered

‘under major services.

Major (Class Il Services)

Implants and implant removal are limited to once per lifetime per tooth space.

Prosthodontic Replacement of an existing prosthetic device is covered only if it cannot be made
satisfactory. Replacement is never covered if existing device is less than 5 years old. Specialized or
personalized prosthetics are limited to the cost of standard devices.

EXCLUSIONS

*

Services covered under worker's compensation or employer's lisbility laws and services covered by any
federal, state, county, municipality or other governmental agency, except Medicaid.

Services with respect to congenital or developmental malformations or cosmetic reasons; including, but
not limited to cleft palate, upper and lower jaw malformations, enamel hypoplasia, fluorosis and

disturbance of the tempvoromandibular ioint.
Services for rebullding or maintaining chewing surfaces due to teeth out of alipnment or occlusion, or

for stabilizing teeth.

Services started prior to the date the individual became eligible for services under the program.
Hypnosis, prescribed drugs, premedications or analgesia (e.g. nitrous oxide} or any other euphoric
Hospital costs or any additional fees charged by the dentist because the patient is hospitalized.

General anesthesia andfor IV sedation except when administered by a dentist in conjunction with
covered oral surgery in his or her office.

 Plaque control and oral hygiene or dietary instructions.

Experimental procedures.

Missed or broken appointments.

Precision attachments,

Services for cosmetic reasons.

Orthodontic services.

Claims submitted more than 12 months after the date of service are not covered.

All other services or supplies, not specifically covered.

Visit our website at www.odscompanies.com

Clackamas County Constant
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Plan Summary (Rev. 10/12/12 mt} by Qregon Dental Service



2013 HSW BENEFIT PLAN RENEWAL REPORT CLACKAMAS COUNTY

EXHIBIT |

Self-funded Dental Plan Underwriting Calculation

MERCER

g \habwdeporZ01 232013 renewaliclackamas counly 200 3 renewsl repait doc




2013 H&W BENEFIT PLAN RENEWAL REPORT

Clackamas County

General County ODS Dental Plan Renewal Calculation

Effective: January 1, 2013

Experience Period: July 1, 2011 through June 30, 2012

Line
No.

w

11.
12.
13.

14.

15.
16.

18.
19.

20.
21.

22.
23.

24.
25.
26,

27.

MERCER

Base Period Experience
Average Montbly Enrollment
Billed Premium

Paid Claims

Basic Assumptions
Annual Trend

Reserve Factor

Margin

Premium (Includes ee contrib)
Adjusted Premium to 2012 Rates

Claims

Paid Claims: 7/11 through 6/12

Claims Adjustment for Benefit changes
Adjusted Paid Claims

Beginning Reserve
Ending Reserve
Reserve Change

Incurred Claims: 7/11 through 6/12
Projection

Annual Trend Factor
Extended Trend Factor for 18 maos.

Projected Incurred Claims
Projected Incurred Loss Ratio
Margin

Projected Incurred Claims with Margin
Projected Incurred Loss Ratio with Margin

Expenses

Projected Renewal Administration expenses
Retention Net of Commission { $5.02 PEPM)

Total Expenses
Total Projected Qutgo (Claims + Expenses)
Needed Increase
Total Cost (PEPM)

g:\h&budepen2012420 73 renawaliclackam as county 2013 renawal repor.doc

CLACKAMAS COUNTY

ODS Dental

1,478
$2,259,625
2,140,209

6.0%
10.0%
0.0%

$2,278,785

$2,140,209
0

$2,140,209

(197,820)
214,021
$16,201

$2,156,410

6.0%
1.091

$2,352,643
103.2%

0.0%

$2,352,643
103.2%

$106,801

$106,801

$2,459,444
7.9%

$138.63




Mercer (US} Inc.

111 SW Columbia Street, Suite 500
Portland, OR $7201-5839

+1 503 273 5900

MARSH & MCLENNAN
COMPANIES




