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CHESTERFIELD COUNTY PUBLIC SCHOOLS BENEFITS DEPARTMENT

Enrollment or Changes in Coverage
748-1226, 751-4956, 751-4997, 717-6758
Hours: 8:00 a.m. —4:30 p.m.
Email address: benefits@ccpsnet.net

CHESTERFIELD COUNTY PUBLIC SCHOOLS FINANCE DEPARTMENT

Payroll Deductions for Insurance Premiums
748-1719
Hours: 8:00 a.m. —4:30 p.m.

What you will find in this booklet:

Overview of Employee Benefits — Information regarding eligibility, premiums and changes that can be made to your health and/or
dental benefits.

Summary of Benefits and Coverage — Federal law requires that summaries for benefits be presented in a specific format so
employees will be able to compare coverage with other plans offered through their employer as well as plans available through a
spouse’s employer and the Health Care Exchange. A Summary of Benefits and Coverage is provided for each health plan offered
through Chesterfield County Public Schools.

Comparison of Dental Benefits — A brief comparison of the dental options available.

2019 rates — A comparison of the semi-monthly health and dental rates for 2019.

Notices — Federal law requires these notices to be distributed to employees.



OVERVIEVW OF EMPLOYEE BENEFITS

Eligibility

All full-time employees are eligible for participation in the group
health and/or dental insurance plans. An employee may obtain
coverage for:

e the employee’s legally married spouse as recognized by
Virginia state law
e the employee’s children until the end of the calendar year
they reach age 26 which includes:
o the employee’s newborn, natural child, or child placed
with an employee for adoption;
o the employee’s stepchild;
o any other child for whom the employee is a legal
guardian.

Retirees

School Board Policy 5320, Benefits for Retirees, identifies eligibility
and contribution requirements for retiree health and/or dental
coverage.

Premiums

Premiums are deducted from each paycheck. The School Board
must pay the insurance providers one month in advance; therefore,
deductions are taken from an employee’s paycheck one month in
advance. Changes in coverage or a new enrollment could result in
multiple premiums being deducted from an employee’s paycheck.
Questions regarding health and/or dental insurance deductions can be
answered by the Finance Office at 748-1719.

Under the Internal Revenue Code, Chesterfield County Public
Schools has adopted a flexible benefits plan. Eligible employees
have the option of paying health and/or dental insurance premium
deductions with tax-free dollars.

Coverage for New Employees

New employees have 31 days from the date of employment to enroll
in health and/or dental insurance coverage. If coverage is not
selected during this period of time, the employee is not eligible for
health and/or dental insurance through the School Division unless
there is a qualifying family status change or until the next open
enrollment period.

Status Change

A new enrollment, addition of eligible dependents, termination of all
coverage or removal of a spouse or dependent outside of the open
enrollment period is permitted if there is a qualifying family status
change. (Examples: marriage, divorce, death of spouse or child,
legal adoption of minor child, award of legal custody of minor child
to subscriber and/or subscriber’s spouse, birth of child, loss of
coverage, and enrollment of other coverage.) Official documentation
of the event will be required . Paperwork and documentation must
be received in the Benefits Department within 31 days from date of
the event. Coverage will be made effective as of the qualifying event
date.

Open Enrollment

Open Enrollment is a period of time during which full-time
employees may make changes in coverage or enroll in health and/or
dental insurance programs. The effective date for coverage chosen
during the open enrollment period is January 1, 2019.

Open Enrollment Dates
October 1 - October 31, 2018 Employees
October 15 - November 9, 2018 Retirees




Anthem Healthkeepers 25 POS

833-630-6741 (toll-free)
Hours: 8:00 a.m. — 6:00 p.m. Monday-Friday
9:00 a.m. — 1:00 p.m. Saturday

Website: www.anthem.com

The Anthem Healthkeepers 25 POS is an open access HMO (health maintenance organization) plan with out of
network benefits. The plan requires a selection of a Primary Care Physician from within the Anthem
Healthkeepers HMO network. Referrals to seek specialist care are not required. Services received from a
physician, facility or hospital within the network will be covered at a co-payment or co-insurance deductible
applies for services covered with co-insurance . Services received from a physician, facility or hospital not in
the network will be covered at 70% after the out-of-network deductible has been met.

The following summary of benefits will highlight coverage details provided for this plan. More detailed benefits
are available in the Anthem Enrollment kit.



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Chesterfield County and Public Schools: HK25 POS

iy

Coverage Period: 01/01/2019-12/31/2019
Coverage for: Individual + Family | Plan Type: POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the
plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will
be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms

of coverage, https://eoc.anthem.com/eocdps/aso. For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call (833)

630-6741 to request a copy.

What is the overall
deductible?

Are there services
covered before you
meet your deductible?

$750/individual or
$1,500/family for In-Network
Providers. $1,500/individual or
$3,000/ family for Out-of-
Network Providets.

Yes. In-network deductible only
applies to services with
coinsurance. You must pay all

Are there other
deductibles for
specific services?

What is the out-of-

pocket limit for this
plan?

What is not included
in the out-of-pocket

limit?

Will you pay less if
you use a network

provider?

of the costs up to the
deductible.

Yes. $150/individual or
$300/ family for Prescription
Drugs. There are no other
specific deductibles.

$4,000/individual or

$8,000/ family for In-Network
Providers. $5,000/individual or
$10,000/ family for Out-of-
Network Providers.

Routine eye exam copayments,
Premiums, balance-billing
charges, and health care this
plan doesn't cover.

Yes, HealthKeepers.

See www.anthem.com or call
(833) 630-6741 for a list of
network providers.

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

This plan covers some items and services even if you haven’t yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive

services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage /preventive-care-benefits/.

You must pay all of the costs for these services up to the specific deductible amount before
this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have

other family members in this plan, they have to meet their own out-of-pocket limits until the

overall family out-of-pocket limit has been met.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s

network. You will pay the most if you use an out-of-network provider, and you might receive

a bill from a provider for the difference between the provider’s charge and what your plan

VA/L/A/ChesterCouandPubSchHK20-POS-NA/NA-NA/1PFG9/NA/01-18
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services.

pays (balance billing). Be aware that your network provider might use an out-of-network

provider for some services (such as lab work). Check with your provider before you get

Do you need a referral | No.

to see a specialist?

You can see the specialist you choose without a referral.

44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network
Provider

Limitations, Exceptions, & Other

Important Information

If you visit a
health care

provider’s office

or clinic

Primary care visit to treat an

$25/visit, medical

(You will pay the most)

o )

injury or illness deductible does not apply 3U% colnsurance fone
L $50/visit, medical o .

Specialist visit 30% coinsurance none

deductible does not apply

Preventive cate/screening/

You may have to pay for services that
aren't preventive. Ask your provider if

. . No charge 30% coinsurance . .
immunization the services needed are preventive;
then check what your plan will pay for.
$25/visit PCP, A copay does not apply when these
Diagnostic test (x-ray, blood $50/visit Specialist, . services are provided by the same
. . 30% coinsurance .
work) medical deductible does provider on the same date as the office
If you have a test -
not apply visit.
$300/visit, medical

Imaging (CT/PET scans, MRIs)

deductible does not apply

30% coinsurance

none

If you need drugs
to treat your
illness or
condition

More information

about prescription

drug coverage is
available

at http://www.anth

em.com/pharmacyi
nformation/

National formulary

Tier 1 - Typically Generic

$10/prescription,
Prescription Drug
deductible applies (retail)
and $20/presctiption,
Prescription Drug
deductible applies (home
delivery)

$10/prescription,
Prescription Drug
deductible applies (retail)
and $20/prescription,
Prescription Drug
deductible applies (home
delivery)

Tier 2 - Typically Preferred /
Brand

$30/prescription,
Prescription Drug
deductible applies (retail)
and $60/presctiption,
Prescription Drug
deductible applies (home
delivery)

$30/prescription,
Prescription Drug
deductible applies (retail)
and $60/prescription,
Prescription Drug
deductible applies (home
delivery)

*See Prescription Drug section

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/aso.
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Common
Medical Event

Services You May Need

Tier 3 - Typically Non-Preferred

/ Specialty Drugs

What You Will Pay

In-Network Provider
(You will pay the least)

$50/ prescription,
Prescription Drug
deductible applies (retail)
and $100/prescription,
Prescription Drug
deductible applies (home
delivery)

Out-of-Network
Provider
(You will pay the most)
$50/ prescription,
Prescription Drug
deductible applies (retail)
and $100/presctiption,
Prescription Drug
deductible applies (home
delivery)

Tier 4 - Typically Specialty
(brand and generic)

20% up to
$250/presctiption,
Prescription Drug

deductible applies (retail)
and 20% up to
$500/ presctiption,
Prescription Drug
deductible applies (home
delivery)

Not covered

Limitations, Exceptions, & Other

Important Information

If you have
outpatient surgery

Facility fee (e.g., ambulatory
surgery center)

$250/visit, medical
deductible does not apply

30% coinsurance

none

Physician/surgeon fees

$25/PCP visit,
$50/Specialist visit,
medical deductible does

not apply

30% coinsurance

none

Emergency room care

$300/visit, medical

30% coinsurance

If admitted to the hospital, ER Copay

deductible does not apply is waived.
If you need . .
. . Emergency medical $150/ transport, medical o .
immediate . . 30% coinsurance none
. . transportation deductible does not apply

medical attention — -

Utrgent car $50/ visit, medical 30% coinsuran non

et eate deductible does not apply — one

$300/day up to

If you have a Facility fee (e.g., hospital room) | $1,500/admission, medical 30% coinsurance none
hospital stay deductible does not apply

Physician/surgeon fees No charge 30% coinsurance none

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/aso.
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If you need
mental health,
behavioral health,
or substance
abuse services

If you are
pregnant

If you need help
recovering or have
other special
health needs

If your child
needs dental or
eye care

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility

services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services
Children’s eye exam

Children’s glasses
Children’s dental check-up

Excluded Services & Other Covered Services:

Office Visit
$25/visit, medical
deductible does not apply

$300/day up to
$1,500/admission, medical
deductible does not apply

$200/pregnancy, medical
deductible does not apply

No charge

$300/day up to

$1,500/admission, medical
deductible does not apply

20% coinsutrance

$25/visit, medical
deductible does not apply

$25/visit, medical
deductible does not apply

20% coinsutrance

20% coinsutrance

No charge

$15/visit, medical

deductible does not apply
Not covered

Not covered

Office Visit
30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance
30% coinsurance

30% coinsurance
$30 allowance

Not covered

Not covered

none

none

One copayment/pregnancy for both
office visits and childbirth/delivery
professional services. Maternity care
may include tests and services
described elsewhere in the SBC (i.e.
ultrasound).

100 visits/calendar year.

*See Therapy Services section

100 days limit/admission.

none

none

*See Vision Services section

none

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

services.)

e Acupuncture
e Dental care

e Routine foot care unless you have been

diagnosed with diabetes

Bariatric surgery
Hearing aids
Weight loss programs

Cosmetic surgery
Long- term care

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/aso.
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic cate 30 visits/calendar yeat. e Infertility treatment (limitations apply). e Emergency/urgent care provided outside the
United States. See www.bcbsglobalcore.com

e Routine eye care (adult) one eye
exam/member/calendar year.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565

or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. For more information on your rights to
continue coverage, contact Chesterfield County Government at (804) 748-1551 or Chesterfield County Public Schools at (804) 748-1226.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents also provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights,
this notice, or assistance, contact:

ATTN: Grievances and Appeals, P.O. Box 27401, Richmond, VA 23279

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

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see excamples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/aso.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will
be different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost
sharing amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the
portion of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

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

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

B The plan’s overall deductible $750 M The plan’s overall deductible $750 M The plan’s overall deductible $750
B Specialist copayment $50 M Specialist copayment $50 M Specialist copayment $50
B Hospital (facility) copayment $300 M Hospital (facility) copayment $300 M Hospital (facility) copayment $300
B Other copayment $25 M Other copayment $25 M Other copayment $25
This EXAMPLE event includes services This EXAMPLE event includes services This EXAMPLE event includes services
like: like: like:
Specialist office visits (prenatal care) Primary care physician office visits (zncluding Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic test (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (u#/trasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (g/ucose meter)

Total Example Cost $12,840 Total Example Cost $7,460 Total Example Cost $2,010
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing

Deductibles $0 Deductibles $100 Deductibles $59

Copayments $950 Copayments $3,900 Copayments $1,590

Coinsurance $0 Coinsurance $0 Coinsurance $15

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $55 Limits or exclusions $0
The total Peg would pay is $1,010 The total Joe would pay is $4,055 The total Mia would pay is $1,664

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Services:

(TTY/TDD: 711)

Albanian (Shqip): Nése keni pyetje né lidhje me kété dokument, keni té drejté t€ merrni falas ndihmé dhe informacion né gjuhén tuaj. Pér té kontaktuar me
njé pérkthyes, telefononi (833) 630-6741

Ambharic (A7ICT):- QALY Q12 7775 0-9° T NAPT (0P R7% KCAF AT BUT 00l 1R P9I TF a0 F AAP T AATCATL A%191C (833) 630-6741 LLM-(r:
(833) 630-6741 o Sl can jia ) anill e pgaalinly b daall g Sanlall o gamall ol Gad comtiall faa Ll ol il gl 2lal i< 1Y ;(E*J.,Jl) Arabic

Armenian (huykpkl). Epl wju huwunwpnph hin juwydws hwupgtp niubp, nnip hpwyniup nitkp wdwp uvnww) oqunipnia b
nbnkjuinynipint dkp (kqyny: Fupgquubsh htn unubjnt hwdwp quiquhwptp htnljw) hipwinuwhwdwpny (833) 630-6741:

Bassa (‘Bis) Wiidi1): M dyi dyi-dié-dz b& bédé ba cée-dz nia ke dyini, o md ni dyi-b2d2in-d2 bt ké gbo-kpa-kpa ké b kp5 dé t bidi-widiiiin
b6 pidyi. BE h ké wudu-ziin-nyd o6 gbo wudu ke, da (833) 630-6741.

Bengali (FTAT): I 92 S0 {E@ M0 (ST 95 ANS, ST AP AT RAREy TREAT M8 8 A7 3T ANSE AT o=
IFS (WSIAA WY FAT AT S (833) 6306741 -(® FA Fepe|

Burmese ([§$e0): 0Jongodenomds oodaoode) aofopt eedgsndoopdyp:fdon sagedaacoodypist 302303 mee(nyieg cusoepecdd
20§ omamoogs qoaslal c0§ops §dloopdi oomigs 0088:58 comie[p88a8 0f (833) 630-6741 9§ @sladdh

Chinese (F130) * WIREHASI A EAEEH - LR HIEHEE S REEGRBINIEEN - AIFRHEEE S ilaE - 5550 (833) 630-6741,

Dinka (Dinka): Na nor) thi€éc né ke de vi thorg, ke vin non lor) bé yi kuony ku wer aléu bé geer vic vin ne thor du ke cin wéu tiddué ke piny. Te kor vin
ba jam wené ran ye thok geryic, ke yin ¢al (833) 630-6741.

Dutch (Nederlands): Bij vragen over dit document hebt u recht op hulp en informatie in uw taal zonder bijkomende kosten. Als u een tolk wilt spreken,
belt u (833) 630-6741.

218 Gl 1y Saf 3 Oledbl 485 13l 13 G Gl edoala Lie S0 Geal pa s Il §e 485 _Syge 33 = (_=yLs) Farsi
oS e (833) 630-6741 solas Lo o Aalis pryiie SO Lo 38508 ol i S adloys glosyola glo) 40 ¢l 45uja

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces informations et a une aide dans votre
langue. Pour parler a un interprete, appelez le (833) 630-6741.
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Language Access Services:

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreie Hilfe und Information in Threr Sprache. Um mit
einem Dolmetscher zu sprechen, bitte wihlen Sie (833) 630-6741.

Greek (EMnvind) Av éyete TuyOv anopieg oyetnd pe 10 Tady Eyypupo, exete 1o dwaiwpa vo AaBete Bondeto nou TAnpoypopies ot yAwooo oag dwpeav. 1o va
WANOETE e UATOLOV Sleppnven, TNAepwynote ato (833) 630-6741.

~ ~ 0~

Gujarati (QUSRUdl): 671 24l 2215y 2431 2AUA SIGUBL UL 14 dl, SIOURL U, AR DUl A HEE i HUSAL HOAdLAL A 2E512 9. eeulin A8 did

bl

5391 HI2, 514 521 (833) 630-6741.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ¢d ak enfomasyon nan lang ou gratis. Pou pale ak yon
entepret, rele (833) 630-6741.

Hindi (T54T): 379R 39 I 59 Gedla ol & X & SIS 9227 ¢, al STIeT fel:Q[eeh e #1197 H AGE, 31X AT TTod Flel I SRR G |
eIy & AT oY &8 T, et (833) 6306741 |

Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi ntsig txog daim ntawv no, koj muaj cai tau txais kev pab thiab lus ghia hais ua koj hom lus yam
tsim xam tus nqi. Txhawm rau tham nrog tus neeg txhais lus, hu xov tooj rau (833) 630-6741.

Igbo (Igbo): O bur u na i nwere ajuju 0 bula gbasara akwukwo a, 1 nwere ikike inweta enyemaka na ozi n'asusu gi na akwuyghi ugwo o buyla. Ka gi na okowa
okwu kwuo okwu, kpoo (833) 630-6741.

Ilokano (Ilokano): Nu addaan ka iti aniaman a saludsod panggep iti daytoy a dokumento, adda karbengam a makaala ti tulong ken impormasyon babaen ti
lenguahem nga awan ti bayad na. Tapno makatungtong ti maysa nga tagipatarus, awagan ti (833) 630-6741.

Indonesian (Bahasa Indonesia): Jika Anda memiliki pertanyaan mengenai dokumen ini, Anda memiliki hak untuk mendapatkan bantuan dan informasi
dalam bahasa Anda tanpa biaya. Untuk berbicara dengan interpreter kami, hubungi (833) 630-6741.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e informazioni nella sua lingua senza alcun costo
aggiuntivo. Per parlare con un interprete, chiami il numero (833) 630-6741

Japanese (H#358): COXEL W TRCHITHE APHENE. FEECEHEED SR TEN THEFTHERE B EFINENE
o, BERESETICIE. (833) 630-6741 [T HTEEGEE,
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Language Access Services:
Khmer (12§): t0gSENSOMNNNHIS]SHOQMNNS: HRESUESgUS SwSHISHSMMMmMIUNE SN WSS S ey
iEgjuinmtgwgsusiy e (833) 630-6741 9

Kirundi (Kirundi): Ugize ikibazo ico arico cose kuri iyi nyandiko, ufise uburenganzira bwo kuronka ubufasha mu rurimi rwawe ata giciro. Kugira uvugishe
umusemuzi, akura (833) 630-6741.

Korean (BH30{): 2 2M0f| CHa O3 2O|AE0|2tE US HR, HSIOAE Hot7H ALSte 02 RR 2 W HEE g A7t
QUL LICH S AR} O|OF7|SFE{ & (833) 630-6741 2 2 2|SHAA| L.

Lao (W997290): Tuvauiarnavlognyonucentsind, uamdSoldsueorngoschse oy 2uucinwizizegumloscoan.
wolsIuNVIILCUWIZI, LMY (833) 630-6741.

Navajo (Dingé): Dii naaltsoos bika'igii {ahgo bina’idilkidge na bohonéedza doo bee ahoot’i’ t'aa ni nizaad k'ehj bee nit hodoonih t'aadoo baah ilinigoo.
Ata’ halne’igii 1a’ bich'{" hadeesdzih ninizingo koji® hodiilnih (833) 630-6741.

Nepali (F9TeiT): TTa 9T HITSITATL TUTLHT gl TIZE F A, ATE ATITHAT {7:9[0h TLART TAT SR TTH T4 G139 2 TATEAT T
STHATIET FAT THHT AT, TG FHT a9 (833) 630-6741

Oromo (Oromifaa): Sanadi kanaa wajiin walqabaate gaffi kamiyuu yoo gabduu tanaan, Gargaarsa argachuu fi odeeffanoo afaan ketiin kaffaltii alla argachuuf
mirgaa qabdaa. Turjumaana dubaachuuf, (833) 630-6741 bilbilla.

Pennsylvania Dutch (Deitsch): Wann du Frooge iwwer selle Document hoscht, du hoscht die Recht um Helfe un Information zu griege in dei Schprooch
mitaus Koscht. Um mit en Iwwersetze zu schwetze, ruff (833) 630-6741 aa.

Polish (polski): W przypadku jakichkolwiek pytan zwiazanych z niniejszym dokumentem masz prawo do bezplatnego uzyskania pomocy oraz informacji w
swoim jezyku. Aby porozmawia¢ z ttumaczem, zadzwon pod numer (833) 630-6741.

Portuguese (Portugués): Se tiver quaisquer duvidas acerca deste documento, tem o direito de solicitar ajuda e informagdes no seu idioma, sem qualquer
custo. Para falar com um intérprete, ligue para (833) 630-6741.

Punjabi (fA=l): A 373 o TR== T< 38 AT'® I I3 I IT3 a8 HeE3 5o wiust 57 f55 Hee v Jearst Y3 a9 o wiftas g
1 fa ooHE &8 3% a9 B, (833) 630-6741 I TE S|
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Language Access Services:

Romanian (Roména): Dacd aveli intrebar refentoare la acest document, avefi dreptul sd prmifi ajutor §imformati in imba dumneavoastrd in mod
gratuit. Pentru a vd adresa unui interpret, contactati telefonic (833) 630-6741.

Russian (Pycckmii): ecad 7 Bac eCTh KAKHE-AHOO BOIPOCH B OTHOIIEHHH AAHHOTO AOKVMEHTA, BH HMEETe MPaBo HA OECIAATHOE MOAVIEHHE TOMOIIH H

HHQOPMAIIHMY HA BAIITEM A3bIKe. YTOOH CBA33THCA C TCTHBRIM MEPEBOAUMKOM, TO3BOHHTE IO Tea  (833) 630-6741.

Samoan (Samoa): Afai e iai ni ou fesili e uiga i lenei tusi, e iai lou ‘aia e maua se fesoasoani ma faamatalaga i lou lava gagana e aunoa ma se totogi. Ina ia
talanoa 1 se tagata faaliliu, vili (833) 630-6741.

Serbian (Stpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomoc¢ 1 informacije na vasem jeziku bez ikakvih
troskova. Za razgovor sa prevodiocem, pozovite (833) 630-6741.

Spanish (Espafol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en su idioma, sin costos. Para hablar con un
intérprete, llame al (833) 630-6741.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang humingi ng tulong at impormasyon sa
iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag, tawagan ang (833) 630-6741.

o

Thai (Inen): wnvitusidianule imduanansatiud vinufidnanazslafuanudamdawardayalumsaasvinulaalaifidldd31a Taains
(833) 630-6741 WNAaWAALALRIN

Ukrainian (YkpaiHcbKa): SKIII0 V BaC BHHHKAIOTH 33IIHTAHHA 3 OPHBOAY IIOTO AOKVMEHTS, BH MA€TE IIPABO DE3KOINTOBHO OTPHMATH AOMNOMOIY H

HGp OPMAINEC BAIMOK PisHOR MOBOM0. [Ilo0 oTpHMATH MOCAYTH IepeKaaaada, 3aTesccpOHYHTE 34 HOMEPOM: (833) 630-6741.

S Sl e L el G2 S S el Sl gles e (e Gl Al gl Sl B oo e SE Sl e o o S g ol &1 (52 )) Urdu
- S JE w (833) 630-6741 =

Vietnamese (Tleng Vlet) Néu quy vi c6 bat ky thic mac nio vé tai lidu nay, quy vi co quyen nhan su trg giup va thong tin bang ngdn nglt cua quy vi hoan
toan mién phi. Dé trao dbi voi mot thong dich vién, hay goi (833) 630-6741.

¥ TUT I T30 "7 0A JROIDE U 'R UMD DU U0 Y 00U T T UM DIV ARIET OUT javi TI7NY ORI TN DN Z(EJ'T'H} {Yiddish}
(833) 630-6741 VDI WYYTIWA'R N

Yoruba (Yorub4): Ti o bd ni eyikeéyii ibéré nipa ikosile Vi, 0 ni eto lati gba irinwo ati iwifin ni édé re lofee. B4 wa 6gbﬁfcj kan soro, pe (833) 630-6741.
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Language Access Services:

It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or treat them differently on the
basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For people whose primary language isn’t
English, we offer free language assistance services through interpreters and other written languages. Interested in these services? Call the Member Services
number on your ID catd for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-
1019 (TDD: 1- 800-537-7697) or online at https://ocrportal.hhs.gov/oct/portal /lobbyv.jsf. Complaint forms are available at
http://www.hhs.gov/oct/office/file/index.html.
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Anthem Lumenos HSA (HDHP)

833-630-6741 (toll-free)
Hours: 8:00 a.m. — 6:00 p.m. Monday-Friday
9:00 a.m. — 1:00 p.m. Saturday

Website: www.anthem.com

The Anthem Lumenos HSA (HDHP) is a High Deductible Health Plan with a Health Savings Account. The Plan
requires a selection of a Primary Care Physician from within the Anthem Healthkeepers HMO network. Referrals
to seek specialist care are not required. Services received from a physician, facility or hospital within the network
will be covered at 100% after the deductible has been paid. Services received from a physician, facility or hospital
not in the network will be covered at 70% after the out-of-network deductible has been met. The HSA (Health
Savings Account) will allow you to contribute pre-tax dollars to your HSA to help pay your deductible.

Chesterfield County Public Schools will be contributing up to half of the deductible to your HSA over the course
of the calendar year. Unused dollars in the HSA can be saved or invested and accumulate through retirement.

The following summary of benefits will highlight coverage details provided for this plan. More detailed benefits
are available in the Anthem Enrollment kit.



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Chesterfield County and Public Schools: HK HDHP

ey

Coverage Period: 01/01/2019-12/31/2019
Coverage for: Individual + Family | Plan Type: HDHP

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the
plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will
be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms

of coverage, https://eoc.anthem.com/eocdps/aso. For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call (833)

630-6741 to request a copy.

What is the overall
deductible?

Are there services
covered before you

meet your deductible?

Are there other
deductibles for
specific services?
What is the_out-of-
pocket limit for this
plan?

What is not included
in the out-of-pocket

limit?

Will you pay less if
you use a network

provider?

$2,800/individual or
$5,600/ family for In-Network

and Out-of-Network Providets.

Yes. Preventive care for In-
Netwotk Providers. Vision
exam for In-Network and Out-
of-Network Providers.

No.

$4,000/individual or

$8,000/ family for In-Network
Providers. $5,000/individual or
$10,000/ family for Out-of-
Network Providers.

Routine eye exam copayments,
Premiums, balance-billing
charges, and health care this
plan doesn't cover.

Yes, HealthKeepers.

See www.anthem.com or call
(833) 630-6741 for a list of
network providers.

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

This plan covers some items and services even if you haven’t yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive

services without cost-sharing and before you meet your deductible. See a list of covered

preventive services at https://www.healthcare.gov/coverage /preventive-care-benefits/.

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

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

overall family out-of-pocket limit has been met.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s

network. You will pay the most if you use an out-of-network provider, and you might receive

a bill from a provider for the difference between the provider’s charge and what your plan
pays (balance billing). Be aware your network provider might use an out-of-network provider

VA/L/A/ChetfielCouPubShls: HDHP-CDHP-NA/S20UH/NA/01-18
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for some services (such as lab work). Check with your provider before you get services.

Do you need a referral | No.

to see a specialist?

You can see the specialist you choose without a referral.

“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network
Provider

Limitations, Exceptions, & Other
Important Information

If you visit a
health care
provider’s office

ot clinic

Primary care visit to treat an

(You will pay the most)

.. . 0% coinsurance 30% coinsutrance none
injury or illness
Specialist visit 0% coinsurance 30% coinsurance none

Preventive care/screening/
immunization

No charge

30% coinsurance

You may have to pay for services that
aren't preventive. Ask your provider if
the services needed are preventive;
then check what your plan will pay for.

If you have a test

Diagnostic test (x-ray, blood

work)

0% coinsurance

30% coinsurance

none

Imaging (CT/PET scans, MRIs)

0% coinsurance

30% coinsurance

none

$10/prescription (retail)

$10/prescription (retail)

If you need drugs | Tier 1 - Typically Generic and $20/presctiption Not covered for home
L Al (home delivery) delivery
illness or $30/ e : SE :

S NP presctiption (retail) $30/prescription (retail)
conlelon . Egi Typically Preferred / and $60/presctiption Not covered for home
ﬁ?)ft mf:rcnr?tltoizn (home delivery) delivery
drug coverage is Tier 3 - Typically Non-Preferred $50/presctiption .(re't ail) $50/presctiption (retail) *See Prescription Drug section
available / Specialty Drugs and $100/ prescription Not covertled for home
at http://www.anth - (home delivery) delivety
em.cc;m(pharmac;a' §250/ 20% up to (retail
I —— L . prescription (retai

;[b?f:nétl azﬁplzil?rfig)m and 20% up to Not covered
National formulary & $500/ prescription (home
delivery)

Facility fee (e.g., ambulatory

If you have 0% coinsurance 30% coinsurance none
toatient surgery center) - -
outpatient surgery _ X .
P & Physician/surgeon fees 0% coinsurance 30% coinsurance none
Emergency room care 0% coinsurance 30% coinsurance none

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/aso.
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What You Will Pay

Common . _f Limitations, Exceptions, & Other
: Services You May Need In-Network Provider Out-of-Network A
Medical Event . Provider Important Information
(You will pay the least) .
(You will pay the most)
Emergency medical ) .

,If you 1}eed ) 0% coinsurance 30% coinsurance none
immediate transportation
medical attention | Urgent care 0% coinsutrance 30% coinsurance none
If you have a Facility fee (e.g., hospital room) 0% coinsurance 30% coinsurance none
hospital stay Physician/surgeon fees 0% coinsurance 30% coinsutrance none
If you need Office Visit Office Visit Office Visit
mental health, . . 0% coinsurance 30% coinsurance none

. Outpatient services : . .
behavioral health, Other Outpatient Other Outpatient Other Outpatient
or substance 0% coinsurance 30% coinsurance none
abuse setvices Inpatient services 0% coinsurance 30% coinsurance none

Office visits

0% coinsurance

30% coinsurance

Childbirth/delivery professional

Maternity care may include tests and

If you are . 0% coinsurance 30% coinsurance . . .
e services services described elsewhere in the
1dbi i i SBC (i.e. ultrasound).
Chlldb1rth/dehvery elliyy 0% coinsurance 30% coinsurance ( )
services = =
Home health care 0% coinsurance 30% coinsurance 100 visits/calendar year.
If you need help Rehabilitation services 0% coinsurance 30% coinsurance

recovering or have
other special

Habilitation services

0% coinsurance

30% coinsurance

*See Therapy Services section

Skilled nursing care

0% coinsurance

30% coinsurance

100 days limit/calendat year.

health needs Durable medical equipment 0% coinsurance 30% coinsurance none
Hospice services 0% coinsurance 30% coinsurance none
. . R $15/visit, deductible does $30 allowance deductible
If your child Children’s eye exam not apply does not apply *See Vision Services section
D G Children’s glasses Not covered Not covered
eye care

Children’s dental check-up

Not covered

Not covered

none

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/aso.
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Excluded Services & Other Covered Services:

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

e Acupuncture e Bariatric surgery e Cosmetic surgery
e Dental care e Hearing aids e Long term care
e Infertility e Routine foot care unless you have been e Weight loss programs

diagnosed with diabetes.

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

e Chiropractic cate 30 visits/calendar yeat. e Emergency/urgent care coverage provided e Routine eye care (adult) one eye
outside the United States. exam/member/calendar year.
See www.bcbsglobalcore.com

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565

or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596. For more information on your rights to
continue coverage, contact Chesterfield County Government at (804) 748-1551 or Chesterfield County Public Schools at (804) 748-1226.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents also provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights,
this notice, or assistance, contact:

ATTN: Grievances and Appeals, P.O. Box 27401, Richmond, VA 23279

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

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see excamples of how this plan might cover costs for a sample medical sitnation, see the next section.

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/aso.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will
be different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost
sharing amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the
portion of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

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

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

B The plan’s overall deductible $2,800
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Setvices
Childbirth/Delivery Facility Services

Diagnostic tests (u#/trasounds and blood work)
Specialist visit (anesthesia)

B The plan’s overall deductible $2,800
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services
like:

Primary care physician office visits (zncluding
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

B The plan’s overall deductible $2,800
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services
like:

Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost $12,840 Total Example Cost $7,460 Total Example Cost $2,010
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $2,800 Deductibles $2,800 Deductibles $1,925
Copayments $40 Copayments $1,200 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $55 Limits or exclusions $0
The total Peg would pay is $2,900* The total Joe would pay is $4,055* The total Mia would pay is $1,925%

*The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Services:

(TTY/TDD: 711)

Albanian (Shqip): Nése keni pyetje né lidhje me kété dokument, keni té drejté t€ merrni falas ndihmé dhe informacion né gjuhén tuaj. Pér té kontaktuar me
njé pérkthyes, telefononi (833) 630-6741

Ambharic (A7ICT):- QALY Q12 7775 0-9° T NAPT (0P R7% KCAF AT BUT 00l 1R P9I TF a0 F AAP T AATCATL A%191C (833) 630-6741 LLM-(r:
(833) 630-6741 o Sl can jia ) anill e pgaalinly b daall g Sanlall o gamall ol Gad comtiall faa Ll ol il gl 2lal i< 1Y ;(E*J.,Jl) Arabic

Armenian (huykpkl). Epl wju huwunwpnph hin juwydws hwupgtp niubp, nnip hpwyniup nitkp wdwp uvnww) oqunipnia b
nbnkjuinynipint dkp (kqyny: Fupgquubsh htn unubjnt hwdwp quiquhwptp htnljw) hipwinuwhwdwpny (833) 630-6741:

Bassa (‘Bis) Wiidi1): M dyi dyi-dié-dz b& bédé ba cée-dz nia ke dyini, o md ni dyi-b2d2in-d2 bt ké gbo-kpa-kpa ké b kp5 dé t bidi-widiiiin
b6 pidyi. BE h ké wudu-ziin-nyd o6 gbo wudu ke, da (833) 630-6741.

Bengali (FTAT): I 92 S0 {E@ M0 (ST 95 ANS, ST AP AT RAREy TREAT M8 8 A7 3T ANSE AT o=
IFS (WSIAA WY FAT AT S (833) 6306741 -(® FA Fepe|

Burmese ([§$e0): 0Jongodenomds oodaoode) aofopt eedgsndoopdyp:fdon sagedaacoodypist 302303 mee(nyieg cusoepecdd
20§ omamoogs qoaslal c0§ops §dloopdi oomigs 0088:58 comie[p88a8 0f (833) 630-6741 9§ @sladdh

Chinese (F130) * WIREHASI A EAEEH - LR HIEHEE S REEGRBINIEEN - AIFRHEEE S ilaE - 5550 (833) 630-6741,

Dinka (Dinka): Na nor) thi€éc né ke de vi thorg, ke vin non lor) bé yi kuony ku wer aléu bé geer vic vin ne thor du ke cin wéu tiddué ke piny. Te kor vin
ba jam wené ran ye thok geryic, ke yin ¢al (833) 630-6741.

Dutch (Nederlands): Bij vragen over dit document hebt u recht op hulp en informatie in uw taal zonder bijkomende kosten. Als u een tolk wilt spreken,
belt u (833) 630-6741.

218 Gl 1y Saf 3 Oledbl 485 13l 13 G Gl edoala Lie S0 Geal pa s Il §e 485 _Syge 33 = (_=yLs) Farsi
oS e (833) 630-6741 solas Lo o Aalis pryiie SO Lo 38508 ol i S adloys glosyola glo) 40 ¢l 45uja

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces informations et a une aide dans votre
langue. Pour parler a un interprete, appelez le (833) 630-6741.
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Language Access Services:

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreie Hilfe und Information in Threr Sprache. Um mit
einem Dolmetscher zu sprechen, bitte wihlen Sie (833) 630-6741.

Greek (EMnvind) Av éyete TuyOv anopieg oyetnd pe 10 Tady Eyypapo, exete 1o dwaiwpa vo AaBete BonOeto nou TAnpoypopieg ot yAwooo oag dweeay. 1o va
WANOETE e UATOLOV Sleppnven, TNAepwynote ato (833) 630-6741.

~ ~ 0~

Gujarati (QUSRUdl): 671 24l 2215y 2431 2AUA SIGUBL UL 14 dl, SIOURL U, AR DUl A HEE i HUSAL HOAdLAL A 2E512 9. eeulin A8 did

bl

5391 HI2, 514 521 (833) 630-6741.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ¢d ak enfomasyon nan lang ou gratis. Pou pale ak yon
entepret, rele (833) 630-6741.

Hindi (T54T): 379R 39 I 59 Gedla ol & X & SIS 9227 ¢, al STIeT fel:Q[eeh e #1197 H AGE, 31X AT TTod Flel I SRR G |
eIy & AT oY &8 T, et (833) 6306741 |

Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi ntsig txog daim ntawv no, koj muaj cai tau txais kev pab thiab lus ghia hais ua koj hom lus yam
tsim xam tus nqi. Txhawm rau tham nrog tus neeg txhais lus, hu xov tooj rau (833) 630-6741.

Igbo (Igbo): O bur u na i nwere ajuju 0 bula gbasara akwukwo a, 1 nwere ikike inweta enyemaka na ozi n'asusu gi na akwuyghi ugwo o buyla. Ka gi na okowa
okwu kwuo okwu, kpoo (833) 630-6741.

Ilokano (Ilokano): Nu addaan ka iti aniaman a saludsod panggep iti daytoy a dokumento, adda karbengam a makaala ti tulong ken impormasyon babaen ti
lenguahem nga awan ti bayad na. Tapno makatungtong ti maysa nga tagipatarus, awagan ti (833) 630-6741.

Indonesian (Bahasa Indonesia): Jika Anda memiliki pertanyaan mengenai dokumen ini, Anda memiliki hak untuk mendapatkan bantuan dan informasi
dalam bahasa Anda tanpa biaya. Untuk berbicara dengan interpreter kami, hubungi (833) 630-6741.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e informazioni nella sua lingua senza alcun costo
aggiuntivo. Per parlare con un interprete, chiami il numero (833) 630-6741

Japanese (H#358): COXEL W TRCHITHE APHENE. FEECEHEED SR TEN THEFTHERE B EFINENE
o, BERESETICIE. (833) 630-6741 [T HTEEGEE,

7 of 10



Language Access Services:
Khmer (12§): t0gSENSOMNNNHIS]SHOQMNNS: HRESUESgUS SwSHISHSMMMmMIUNE SN WSS S ey
iEgjuinmtgwgsusiy e (833) 630-6741 9

Kirundi (Kirundi): Ugize ikibazo ico arico cose kuri iyi nyandiko, ufise uburenganzira bwo kuronka ubufasha mu rurimi rwawe ata giciro. Kugira uvugishe
umusemuzi, akura (833) 630-6741.

Korean (BH30{): 2 2M0f| CHa O3 2O|AE0|2tE US HR, HSIOAE Hot7H ALSte 02 RR 2 W HEE g A7t
QUL LICH S AR} O|OF7|SFE{ & (833) 630-6741 2 2 2|SHAA| L.

Lao (W997290): Tuvauiarnavlognyonucentsind, uamdSoldsueorngoschse oy 2uucinwizizegumloscoan.
wolsIuNVIILCUWIZI, LMY (833) 630-6741.

Navajo (Dingé): Dii naaltsoos bika'igii {ahgo bina’idilkidge na bohonéedza doo bee ahoot’i’ t'aa ni nizaad k'ehj bee nit hodoonih t'aadoo baah ilinigoo.
Ata’ halne’igii 1a’ bich'{" hadeesdzih ninizingo koji’ hodiilnih (833) 630-6741.

Nepali (F9TeiT): TTa 9T HITSITATL TUTLHT gl TIZE F A, ATE ATITHAT {7:9[0h TLART TAT SR TTH T4 G139 2 TATEAT T
STHATIET FAT THHT AT, TG FHT a9 (833) 630-6741

Oromo (Oromifaa): Sanadi kanaa wajiin walqabaate gaffi kamiyuu yoo gabduu tanaan, Gargaarsa argachuu fi odeeffanoo afaan ketiin kaffaltii alla argachuuf
mirgaa qabdaa. Turjumaana dubaachuuf, (833) 630-6741 bilbilla.

Pennsylvania Dutch (Deitsch): Wann du Frooge iwwer selle Document hoscht, du hoscht die Recht um Helfe un Information zu griege in dei Schprooch
mitaus Koscht. Um mit en Iwwersetze zu schwetze, ruff (833) 630-6741 aa.

Polish (polski): W przypadku jakichkolwiek pytan zwiazanych z niniejszym dokumentem masz prawo do bezplatnego uzyskania pomocy oraz informacji w
swoim jezyku. Aby porozmawiac z ttumaczem, zadzwon pod numer (833) 630-6741.

Portuguese (Portugués): Se tiver quaisquer duvidas acerca deste documento, tem o direito de solicitar ajuda e informagdes no seu idioma, sem qualquer
custo. Para falar com um intérprete, ligue para (833) 630-6741.

Punjabi (fA=l): A 373 o TR== T< 38 AT'® I I3 I IT3 a8 HeE3 5o wiust 57 f55 Hee v Jearst Y3 a9 o wiftas g
1 fa ooHE &8 3% a9 B, (833) 630-6741 I TE S|
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Language Access Services:

Romanian (Roména): Dacd aveli intrebar refentoare la acest document, avefi dreptul sd prmifi ajutor §imformati in imba dumneavoastrd in mod
gratuit. Pentru a vd adresa unui interpret, contactati telefonic (833) 630-6741.

Russian (Pycckmii): ecad 7 Bac eCTh KAKHE-AHOO BOIPOCH B OTHOIIEHHH AAHHOTO AOKVMEHTA, BH HMEETe MPaBo HA OECIAATHOE MOAVIEHHE TOMOIIH H

HHQOPMAIIHMY HA BAIITEM A3bIKe. YTOOH CBA33THCA C TCTHBRIM MEPEBOAUMKOM, TO3BOHHTE IO Tea  (833) 630-6741.

Samoan (Samoa): Afai e iai ni ou fesili e uiga i lenei tusi, e iai lou ‘aia e maua se fesoasoani ma faamatalaga i lou lava gagana e aunoa ma se totogi. Ina ia
talanoa 1 se tagata faaliliu, vili (833) 630-6741.

Serbian (Stpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomoc¢ 1 informacije na vasem jeziku bez ikakvih
troskova. Za razgovor sa prevodiocem, pozovite (833) 630-6741.

Spanish (Espanol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en su idioma, sin costos. Para hablar con un
intérprete, llame al (833) 630-6741.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang humingi ng tulong at impormasyon sa
iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag, tawagan ang (833) 630-6741.

o

Thai (Inen): wnvitusidianule imduianansatiud vinufidnanagslafuanudamdawardayalumsaasvinulaslaifidldd1a Taains
(833) 630-6741 WNAaWAALALRIN

Ukrainian (YkpaiHcbKa): SKIII0 V BaC BHHHKAIOTH 33IIHTAHHA 3 OPHBOAY IIOTO AOKVMEHTS, BH MA€TE IIPABO DE3KOINTOBHO OTPHMATH AOMNOMOIY H

HGp OPMAINEC BAIMOK PisHOR MOBOM0. [Ilo0 oTpHMATH MOCAYTH IepeKaaaada, 3aTesccpOHYHTE 34 HOMEPOM: (833) 630-6741.

S Sl e L el G2 S S el Sl gles e (e Gl Al gl Sl B oo e SE Sl e o o S g ol &1 (52 )) Urdu
- S JE w (833) 630-6741 =

Vietnamese (Tleng Vlet) Néu quy vi c6 bat ky thic mac nio vé tai lidu nay, quy vi co quyen nhan su trg giup va thong tin bang ngdn nglt cua quy vi hoan
toan mién phi. Dé trao dbi voi mot thong dich vién, hay goi (833) 630-6741.

¥ TUT I T30 "7 0A JROIDE U 'R UMD DU U0 Y 00U T T UM DIV ARIET OUT javi TI7NY ORI TN DN Z(EJ'T'H} {Yiddish}
(833) 630-6741 VDI WYYTIWA'R N

Yoruba (Yorub4): Ti o bd ni eyikeéyii ibéré nipa ikosile Vi, 0 ni eto lati gba irinwo ati iwifin ni édé re lofee. B4 wa 6gbﬁfcj kan soro, pe (833) 630-6741.
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Language Access Services:

It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or treat them differently on the
basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For people whose primary language isn’t
English, we offer free language assistance services through interpreters and other written languages. Interested in these services? Call the Member Services
number on your ID catd for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-
1019 (TDD: 1- 800-537-7697) or online at https://ocrportal.hhs.gov/oct/portal /lobbyv.jsf. Complaint forms are available at
http://www.hhs.gov/oct/office/file/index.html.
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Delta Dental of Virginia

Basic, Comprehensive and EPO Plans
800-237-6060 (toll-free)
Hours: 8:15 a.m. — 6:00 p.m. Monday — Thursday
8:15 a.m. — 4:45 p.m. Friday

Website: www.deltadentalva.com

Three dental options are available through Delta Dental of Virginia. The Basic and Comprehensive options will
allow you to seek dental care within the Delta Dental PPO and Premier networks as well as dentists outside of
Delta Dental’s network. The EPO plan option will allow you to seek dental care within the Delta Dental PPO
network only. Services are covered on a fixed copay schedule for the EPO option.

The following comparison will provide an overview of the benefits for each plan. More detailed benefits are
available in the Delta Dental brochure.



CHESTERFIELD COUNTY GOVERNMENT AND PUBLIC SCHOOLS
PROGRAM COMPARISON

Plan Features

Delta Dental PPO-EPO

Plan Design

Delta Dental PPO plus Premier
Basic Option

Delta Dental PPO plus Premier
Comprehensive Option

Annual Deductible
e Diagnostic & Preventive Services

e Basic and Major Services

No deductible

No deductible

No deductible

PPO Dentist
S 50 per patient per calendar year;
$150 per family unit
Premier or Out-of-Network Dentist
S 75 per patient per calendar year
$225 per family unit

No deductible

PPO Dentist
$ 50 per patient per calendar year;
$150 per family unit
Premier or Out-of-Network Dentist
S 75 per patient per calendar year
$225 per family unit

Annual Benefit Maximum

$3,000 per patient per calendar year

$1,500 per patient per calendar year

$1,500 per patient per calendar year

Benefits Plan Pays* You Pay* Plan Pays You Pay Plan Pays You Pay

e Diagnostic & Preventive Services 100% Plan 0% Plan 100% Plan 0% Plan 100% Plan 0% Plan
(exams, cleanings, x-rays, Allowance Allowance Allowance Allowance Allowance Allowance
Prevention First)

e Basic Services 80% Plan 20% Plan 80% Plan 20% Plan
(fillings, oral surgery, endodontics, Fixed Copayment Allowance Allowance Allowance Allowance
periodontics) (after deductible) (after deductible)

e Major Services 50% Plan 50% Plan
(crowns, bridges, dentures) Fixed Copayment NOT COVERED Allowance Allowance

(after deductible)
e Orthodontic Services 50% Plan Allowance NOT COVERED 50% Plan Allowance
Lifetime Orthodontic Maximum $2,000 lifetime maximum per patient NOT COVERED $1500 lifetime maximum per patient

Dentist Network

Benefit/Membership Services

A Delta Dental PPO dentist must be
utilized for care. In almost all cases,
services rendered by a dentist that is
not in the Delta Dental PPO network
are not covered.

Choose any dentist or specialist, but
your out of pocket cost is lowest with a
Delta Dental PPO participating dentist.

Choose any dentist or specialist, but your
out of pocket cost is lowest with a Delta
Dental PPO participating dentist.

1-800-237-6060

1-800-237-6060

1-800-237-6060

*PPO-EPO covered services may be subject to co-payments. Your co-payments range from 0% for most Diagnostic & Preventive Services, to approximately 25-45% for Basic
Services, approximately 50-60% for Major Services, and approximately 50% for Orthodontic Services. Refer to the PPO-EPO Description of Benefits and Co-payments for specific

covered services and co-payments.







CHESTERFIELD COUNTY PUBLIC SCHOOLS
2019 HEALTH CARE RATES COMPARISON

24 PAY PERIOD

Anthem Anthem Delta Dental Delta Dental Delta Dental
Lumenos HSA POS 25 Basic Comprehensive EPO

Employee Only

Employee cost 11.00 33.50 7.56 15.05 7.60

Employer cost 286.50 291.00 5.00 5.00 5.00

Total Cost 297.50 324.50 12.56 20.05 12.60
Employee & Child

Employee cost 106.00 150.00 12.63 23.07 12.69

Employer cost 370.00 370.00 5.00 5.00 5.00

Total Cost 476.00 520.00 17.63 28.07 17.69
Employee & Children

Employee cost 174.00 228.00 12.63 23.07 12.69

Employer cost 406.50 406.50 5.00 5.00 5.00

Total Cost 580.50 634.50 17.63 28.07 17.69
Employee & Spouse

Employee cost 174.00 228.00 21.38 37.11 21.45

Employer cost 406.50 406.50 5.00 5.00 5.00

Total Cost 580.50 634.50 26.38 42.11 26.45
Employee & Family

Employee cost 260.50 342.50 30.20 51.14 30.30

Employer cost 616.50 616.50 5.00 5.00 5.00

Total Cost 877.00 959.00 35.20 56.14 35.30




CHESTERFIELD COUNTY PUBLIC SCHOOLS
IMPORTANT NOTICE

COMPREHENSIVE NOTICE OF PRIVACY PoLICY AND PROCEDURES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice is provided to you on behalf of:

Chesterfield County Public Schools Health Plan
Chesterfield County Public Schools Dental Plan
Chesterfield County Public Schools Employee Assistance Program
Chesterfield County Public Schools Retiree Healthcare Plan
Chesterfield County Public Schools Health Flexible Spending Account Plan

These plans comprise what is called an “Affiliated Covered Entity,” and are treated as a single plan for purposes of this
Notice and the privacy rules that require it. For purposes of this Notice, we'll refer to these plans as a single “Plan.”

The Plan’s Duty to Safeguard Your Protected Health Information.

Individually identifiable information about your past, present, or future health or condition, the provision of health care to
you, or payment for the health care is considered “Protected Health Information” (“PHI”). The Plan is required to extend
certain protections to your PHI, and to give you this Notice about its privacy practices that explains how, when and why
the Plan may use or disclose your PHI. Except in specified circumstances, the Plan may use or disclose only the
minimum necessary PHI to accomplish the purpose of the use or disclosure.

The Plan is required to follow the privacy practices described in this Notice, though it reserves the right to change those
practices and the terms of this Notice at any time. If it does so, and the change is material, you will receive a revised
version of this Notice either by hand delivery, mail delivery to your last known address, or some other fashion. This
Notice, and any material revisions of it, will also be provided to you in writing upon your request (ask your Human
Resources representative, or contact the Plan’s Privacy Official, described below), and will be posted on any website
maintained by Chesterfield County Public Schools that describes benefits available to employees and dependents.

You may also receive one or more other privacy notices, from insurance companies that provide benefits under the
Plan. Those notices will describe how the insurance companies use and disclose PHI, and your rights with respect to
the PHI they maintain.

How the Plan May Use and Disclose Your Protected Health Information.

The Plan uses and discloses PHI for a variety of reasons. For its routine uses and disclosures it does not require your
authorization, but for other uses and disclosures, your authorization (or the authorization of your personal representative
(e.g., a person who is your custodian, guardian, or has your power-of-attorney) may be required. The following offers
more description and examples of the Plan’s uses and disclosures of your PHI.

® Uses and Disclosures Relating to Treatment, Payment, or Health Care Operations.

e Treatment: Generally, and as you would expect, the Plan is permitted to disclose your PHI for purposes of
your medical treatment. Thus, it may disclose your PHI to doctors, nurses, hospitals, emergency medical
technicians, pharmacists and other health care professionals where the disclosure is for your medical
treatment. For example, if you are injured in an accident, and it's important for your treatment team to know
your blood type, the Plan could disclose that PHI to the team in order to allow it to more effectively provide
treatment to you.

e Payment: Of course, the Plan’s most important function, as far as you are concerned, is that it pays for all or
some of the medical care you receive (provided the care is covered by the Plan). In the course of its payment
operations, the Plan receives a substantial amount of PHI about you. For example, doctors, hospitals and
pharmacies that provide you care send the Plan detailed information about the care they provided, so that they
can be paid for their services. The Plan may also share your PHI with other plans, in certain cases. For



example, if you are covered by more than one health care plan (e.g., covered by this Plan, and your spouse’s
plan, or covered by the plans covering your father and mother), we may share your PHI with the other plans to
coordinate payment of your claims.

e Health care operations: The Plan may use and disclose your PHI in the course of its “health care
operations.” For example, it may use your PHI in evaluating the quality of services you received, or disclose
your PHI to an accountant or attorney for audit purposes. In some cases, the Plan may disclose your PHI to
insurance companies for purposes of obtaining various insurance coverage.

Other Uses and Disclosures of Your PHI Not Requiring Authorization. The law provides that the Plan may use
and disclose your PHI without authorization in the following circumstances:

e To the Plan Sponsor: The Plan may disclose PHI to the employers (such as Chesterfield County Public
Schools) who sponsor or maintain for be benefit of employees and dependents. However, the PHI may only be
used for limited purposes, and may not be used for purposes of employment-related actions or decisions or in
connection with any other benefit or employee benefit plan of the employers. PHI may be disclosed to: the
human resources or employee benefits department for purposes of enroliments and disenrollments, census,
claim resolutions, and other matters related to Plan administration; payroll department for purposes of ensuring
appropriate payroll deductions and other payments by covered persons for their coverage; information
technology department, as needed for preparation of data compilations and reports related to Plan
administration; finance department for purposes of reconciling appropriate payments of premium to and
benefits from the Plan, and other matters related to Plan administration; internal legal counsel to assist with
resolution of claim, coverage and other disputes related to the Plan’s provision of benefits.

o Required by law: The Plan may disclose PHI when a law requires that it report information about suspected
abuse, neglect or domestic violence, or relating to suspected criminal activity, or in response to a court order.
It must also disclose PHI to authorities who monitor compliance with these privacy requirements.

e  For public health activities: The Plan may disclose PHI when required to collect information about disease
or injury, or to report vital statistics to the public health authority.

®  For health oversight activities: The Plan may disclose PHI to agencies or departments responsible for
monitoring the health care system for such purposes as reporting or investigation of unusual incidents.

o Relating to decedents: The Plan may disclose PHI relating to an individual's death to coroners, medical
examiners or funeral directors, and to organ procurement organizations relating to organ, eye, or tissue
donations or transplants.

® Forresearch purposes: In certain circumstances, and under strict supervision of a privacy board, the Plan
may disclose PHI to assist medical and psychiatric research.

e To avert threat to health or safety: In order to avoid a serious threat to health or safety, the Plan may
disclose PHI as necessary to law enforcement or other persons who can reasonably prevent or lessen the
threat of harm.

® For specific government functions: The Plan may disclose PHI of military personnel and veterans in certain
situations, to correctional facilities in certain situations, to government programs relating to eligibility and
enrollment, and for national security reasons.

Uses and Disclosures Requiring Authorization: For uses and disclosures beyond treatment, payment and
operations purposes, and for reasons not included in one of the exceptions described above, the Plan is required to
have your written authorization. Your authorizations can be revoked at any time to stop future uses and
disclosures, except to the extent that the Plan has already undertaken an action in reliance upon your authorization.

Uses and Disclosures Requiring You to have an Opportunity to Object: The Plan may share PHI with your
family, friend or other person involved in your care, or payment for your care. We may also share PHI with these
people to notify them about your location, general condition, or death. However, the Plan may disclose your PHI
only if it informs you about the disclosure in advance and you do not object (but if there is an emergency situation
and you cannot be given your opportunity to object, disclosure may be made if it is consistent with any prior
expressed wishes and disclosure is determined to be in your best interests; you must be informed and given an
opportunity to object to further disclosure as soon as you are able to do so).

Your Rights Regarding Your Protected Health Information.

You have the following rights relating to your protected health information:

To request restrictions on uses and disclosures: You have the right to ask that the Plan limit how it uses or
discloses your PHI. The Plan will consider your request, but is not legally bound to agree to the restriction. To the
extent that its agrees to any restrictions on its use or disclosure of your PHI, it will put the agreement in writing and
abide by it except in emergency situations. The Plan cannot agree to limit uses or disclosures that are required by
law.



® To choose how the Plan contacts you: You have the right to ask that the Plan send you information at an
alternative address or by an alternative means. The Plan must agree to your request as long as it is reasonably
easy for it to accommodate the request.

® To inspect and copy your PHI: Unless your access is restricted for clear and documented treatment reasons, you
have a right to see your PHI in the possession of the Plan or its vendors if you put your request in writing. The
Plan, or someone on behalf of the Plan, will respond to your request, normally within 30 days. If your request is
denied, you will receive written reasons for the denial and an explanation of any right to have the denial reviewed.
If you want copies of your PHI, a charge for copying may be imposed but may be waived, depending on your
circumstances. You have a right to choose what portions of your information you want copied and to receive, upon
request, prior information on the cost of copying.

® To request amendment of your PHI: If you believe that there is a mistake or missing information in a record of
your PHI held by the Plan or one of its vendors, you may request, in writing, that the record be corrected or
supplemented. The Plan or someone on its behalf will respond, normally within 60 days of receiving your request.
The Plan may deny the request if it is determined that the PHI is: (i) correct and complete; (ii) not created by the
Plan or its vendor and/or not part of the Plan’s or vendor’s records; or (iii) not permitted to be disclosed. Any denial
will state the reasons for denial and explain your rights to have the request and denial, along with any statement in
response that you provide, appended to your PHI. If the request for amendment is approved, the Plan or vendor,
as the case may be, will change the PHI and so inform you, and tell others that need to know about the change in
the PHI.

® To find out what disclosures have been made: You have a right to get a list of when, to whom, for what
purpose, and what portion of your PHI has been released by the Plan and its vendors, other than instances of
disclosure for which you gave authorization, or instances where the disclosure was made to you or your family. In
addition, the disclosure list will not include disclosures for treatment, payment, or health care operations. The list
also will not include any disclosures made for national security purposes, to law enforcement officials or correctional
facilities, or before the date the federal privacy rules applied to the Plan. You will normally receive a respond to your
written request for such a list within 60 days after you make the request in writing. Your request can relate to
disclosures going as far back as six years. There will be no charge for up to one such list each year. There may be
a charge for more frequent requests.

How to Complain about the Plan’s Privacy Practices.

If you think the Plan or one of its vendors may have violated your privacy rights, or if you disagree with a decision made
by the Plan or a vendor about access to your PHI, you may file a complaint with the person listed in the section
immediately below. You also may file a written complaint with the Secretary of the U.S. Department of Health and
Human Services. The law does not permit anyone to take retaliatory action against you if you make such complaints.

Contact Person for Information, or to Submit a Complaint.

If you have questions about this Notice please contact the Plan’s Privacy Official or Deputy Privacy Official(s) (see
below). If you have any complaints about the Plan’s privacy practices or handling of your PHI, please contact the Plan’s
Privacy Official (see below).

Privacy Official.

The Plan’s Privacy Official, the person responsible for ensuring compliance with this Notice, is:

Kim C. Carter, Director
Compensation and Benefits
Telephone Number: (804) 748-1544

The Plan’s Deputy Privacy Official(s) is/are:

Bobbie Ivey, Benefits Administrator: (804) 751-4997
Beverly Ezell, Benefits Administrator: (804) 717-6758

Organized Health Care Arrangement Designation.

The Plan participates in what the federal privacy rules call an “Organized Health Care Arrangement.” The purpose of
that participation is that it allows PHI to be shared between the members of the Arrangement, without authorization by
the persons whose PHI is shared, for health care operations. Primarily, the designation is useful to the Plan because it
allows the insurers who participate in the Arrangement to share PHI with the Plan and the Plan’s business associates
(third parties that assist the Plan), for purposes such as shopping for other insurance bids.

The members of the Organized Health Care Arrangement are:



Chesterfield County Public Schools Health Plan

Chesterfield County Public Schools Dental Plan

Chesterfield County Public Schools Employee Assistance Program
Chesterfield County Public Schools Retiree Healthcare Plan
Chesterfield County Public Schools Health Flexible Spending Account Plan
Anthem Health Plans of Virginia (dba Anthem Blue Cross/Blue Shield)
Delta Dental of Virginia

ComPsych

USI Insurance Services

P & A Group

ACS/BNY Mellon HSA Solution

Mercer Human Resources Consulting LLC

Chesterfield County Public Schools

Chesterfield County

Effective Date.
The effective date of this Notice is: September 10, 2018



Important Notice from Chesterfield County Public Schools About
Your COBRA Rights and Obligations

This notice is intended to summarize your rights and obligations under the group health continuation coverage provision of
COBRA. You and your spouse should take the time to read this notice carefully. Should you qualify for COBRA coverage in the
future, the group health plan administrator or plan sponsor will send you the appropriate notification.

Federal law requires Chesterfield County Public Schools to offer employees and their families the opportunity for a temporary
extension of health coverage (called "continuation coverage") at group rates in certain instances where coverage under the plan
would otherwise end.

TO QUALIFY FOR COBRA COVERAGE

Employees. As an employee of Chesterfield County Public Schools covered by Anthem, you have the right to elect this
continuation coverage if you lose your group health coverage because of a reduction in your hours of employment or the
termination of your employment (for reasons other than gross misconduct on your part).

Retirees. As a retiree, spouse of a retiree, or dependent child of a retiree, of Chesterfield County Public Schools covered by
Anthem you have the right to elect this continuation coverage if you lose your group health coverage because Chesterfield
County Public Schools declares Chapter 11 bankruptcy and you lose your group health and/or dental coverage within one year
before or after the bankruptcy proceedings.

Spouses. As the spouse of an employee covered by Anthem, you have the right to choose continuation coverage for yourself if
you lose group health coverage under Anthem for any of the following reasons:

The death of your spouse who was an employee of Chesterfield County Public Schools
A termination of your spouse's employment (for reasons other than gross misconduct)
A reduction in your spouse's hours of employment

Divorce or legal separation from your spouse

Your spouse becomes entitled to Medicare

Dependent Children. In the case of a dependent child of an employee covered by Anthem, he or she has the right to
continuation coverage if group health coverage under Anthem is lost for any of the following reasons:

e The death of a parent who was an employee of Chesterfield County Public Schools

e The termination of a parent's employment (for reasons other than gross misconduct) or reduction in a parent's hours of
employment with Chesterfield County Public Schools

e Parent's divorce or legal separation

e A parent who was an employee of Chesterfield County Public Schools becomes entitled to Medicare

e The dependent ceases to be a "dependent child" under Anthem

YOUR NOTICE OBLIGATIONS

Under the law, the employee or a family member has 60 days from (1) the date of the event or (2) the date on which coverage
would be lost, whichever is later, to inform Chesterfield County Public Schools of the employee's divorce or legal separation, or
of the employee's child losing dependent status under Anthem. Please give notice by contacting the Benefits and
Compensation Department at 748-1226 or by email at benefits@ccpsnet.net. Failure to give notice within the time limits can
result in COBRA coverage being forfeited.

TO ELECT COVERAGE

When Anthem is notified that one of these events has happened, Chesterfield County Public Schools will in turn notify the
employee, spouse and dependents that they have the right to choose COBRA continuation coverage. The employee and
spouse have independent election rights. The employee, spouse and dependents have 60 days from either (1) the date
coverage is lost under Anthem or (2) the date of the notice, whichever is later, to respond informing Chesterfield County Public
Schools that they want to elect continuation coverage. There is no extension of the election period.

If an employee, spouse or dependent does not elect continuation coverage within this election period, then rights to continue
group health insurance will end.

If an employee, spouse or dependent chooses continuation coverage and pays the applicable premium, Chesterfield County
Public Schools is required to provide coverage which, as of the time coverage is being provided, is identical to the coverage
provided under the plan to similarly situated active employees or family members. If Chesterfield County Public Schools
changes or ends group health coverage for similarly situated active employees, your coverage will also change or end.



DURATION OF COBRA COVERAGE

Termination or Reduction in Hours. If group health coverage was lost because of a termination of employment (other than for
reasons of gross misconduct) or a reduction in work hours, the continuation coverage period is 18 months from the date of the
qualifying event, if elected.

Employees, Spouses or Dependents with Disabilities. The 18 months of continuation coverage can be extended to 29
months if the Social Security Administration determines that the employee, spouse or dependent child was disabled on the date
of the qualifying event according to Title Il (Old Age Survivors and Disability Insurance) or XVI (Supplemental Security Income)
of the Social Security Act. Disabilities that occur after the qualifying event do not meet the criteria for the extended COBRA
coverage period.

The employee, spouse or dependent must obtain the disability determination from the Social Security Administration and notify
Chesterfield County Public Schools of the result within 60 days of the date of disability determination and before the close of the
initial 18-month period. The employee, spouse or dependent has 30 days to notify Chesterfield County Public Schools from the
date of a final determination that he or she is no longer disabled.

Multiple Events. The 18-month continuation period can also be extended, if during the 18 months of continuation coverage, a
second event takes place (divorce, legal separation, death, Medicare entitlement, or a dependent child ceasing to be a
dependent). The 18 months of continuation coverage will be extended to 36 months from the date of the original qualifying
event. Upon the occurrence of a second event, it is the employee's, spouse's or dependent's responsibility to notify Chesterfield
County Public Schools within 60 days of the event and within the original 18-month COBRA period. COBRA coverage does not
last beyond 36 months from the original qualifying event, no matter how many events occur.

DURATION OF COBRA COVERAGE

Other Qualifying Events. If group health coverage was lost because of the death of the employee, divorce, legal separation,
Medicare entitlement, or a dependent child ceasing to be a dependent child under Anthem and/or Delta Dental, then the
continuation coverage period is 36 months from the date of the qualifying event, if elected.

COBRA CANCELLATION
The law provides that continuation coverage may be cut short for any of the following reasons:

e Chesterfield County Public Schools no longer provides group health coverage to any of its employees

e  The premium for continuation coverage is not paid in a timely manner

e The employee, spouse or dependent becomes covered under another group health plan that does not contain any
exclusion or limitation with respect to any preexisting condition

e The employee or spouse becomes entitled to Medicare

e The employee, spouse or dependent extended continuation coverage to 29 months due to a Social Security disability
and a final determination has been made that he or she is no longer disabled

e The employee, spouse or dependent notifies Chesterfield County Public Schools that they wish to cancel continuation
coverage.

PREMIUMS

An employee, spouse or dependent does not have to show that they are insurable in order to choose continuation coverage.
But an employee, spouse or dependent must have been actually covered by the group health plan the day before the qualifying
event in order to elect COBRA coverage.

An employee, spouse or dependent may have to pay all of the applicable premium, which generally can not exceed 102% of the
plan costs for a 12-month period. An exception exists for coverage of employees with disabilities during the extension from the
19th month to the 29th month. During that time, 150% of the plan cost may be charged. The group health and/or dental plan
may increase the cost that must be paid for COBRA coverage if the applicable premium increases.

The period for paying the initial COBRA premium following the election of coverage is 45 days. The first payment made is to be
applied retroactively toward coverage for the period beginning after the date on which coverage would have been lost as a result
of the qualifying event.

There is a 30-day grace period following the date regularly scheduled monthly premiums are due. Only in the case of mental
incapacity is any further extension permitted, since the group health plan does not permit extensions.

CONVERSION PRIVILEGES

At the end of the continuation coverage period, the employee, spouse or dependent must be allowed the option to enroll in an
individual conversion health plan provided under Anthem if such conversion plan is available.

FURTHER INFORMATION

If you have any questions about the law or your obligations, please contact Chesterfield County Public Schools, Office of
Compensation & Benefits.



Important Notice from Chesterfield County Public Schools About Your
Prescription Drug Coverage and Medicare for Medicare Eligible
Participants

Please read this notice carefully and keep it where you can find it. This notice has information about
your current prescription drug coverage with Chesterfield County Public Schools and about your
options under Medicare’s prescription drug coverage. This information can help you decide whether or
not you want to join a Medicare drug plan. If you are considering joining, you should compare your
current coverage, including which drugs are covered at what cost, with the coverage and costs of the
plans offering Medicare prescription drug coverage in your area. Information about where you can get
help to make decisions about your prescription drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and
Medicare’s prescription drug coverage:

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can
get this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan
(like an HMO or PPO) that offers prescription drug coverage. All Medicare drug plans provide at least
a standard level of coverage set by Medicare. Some plans may also offer more coverage for a higher
monthly premium.

2. Chesterfield County Public Schools has determined that the prescription drug coverage offered by
Anthem is, on average for all plan participants, expected to pay out as much as standard Medicare
prescription drug coverage pays and is therefore considered Creditable Coverage. Because your
existing coverage is Creditable Coverage, you can keep this coverage and not pay a higher premium (a
penalty) if you later decide to join a Medicare drug plan.

When Can You Join A Medicare Drug Plan?

You can join a Medicare drug plan when you first become eligible for Medicare and each
year from November 15th through December 31st.

However, if you lose your current creditable prescription drug coverage, through no fault of your own,
you will also be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug
plan.

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan?

If you decide to join a Medicare drug plan, your current Anthem coverage may be affected. You can
keep this coverage if you elect part D and Anthem plan will coordinate with your Part D coverage.

If you do decide to join a Medicare drug plan and drop your current Chesterfield County Public
Schools coverage, be aware that you and your dependents may not be able to get this coverage back.

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?
You should also know that if you drop or lose your current coverage with Chesterfield County Public

Schools and don’t join a Medicare drug plan within 63 continuous days after your current coverage
ends, you may pay a higher premium (a penalty) to join a Medicare drug plan later.



If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly
premium may go up by at least 1% of the Medicare base beneficiary premium per month for every
month that you did not have that coverage. For example, if you go nineteen months without creditable
coverage, your premium may consistently be at least 19% higher than the Medicare base beneficiary
premium. You may have to pay this higher premium (a penalty) as long as you have Medicare
prescription drug coverage. In addition, you may have to wait until the following November to join.

For More Information About This Notice Or Your Current Prescription
Drug Coverage...

Contact the Office of Compensation and Benefits at (804) 748-1226. NOTE: You’ll get this notice
each year. You will also get it before the next period you can join a Medicare drug plan, and if this

coverage through Chesterfield County Public Schools changes. You also may request a copy of this
notice at any time.

For More Information About Your Options Under Medicare Prescription Drug Coverage...

More detailed information about Medicare plans that offer prescription drug coverage is in the
“Medicare & You” handbook. You’ll get a copy of the handbook in the mail every year from
Medicare. You may also be contacted directly by Medicare drug plans.

For more information about Medicare prescription drug coverage:

Visit www.medicare.gov

Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the
“Medicare & You” handbook for their telephone number) for personalized help

Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is
available. For information about this extra help, visit Social Security on the web at
www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug
plans, you may be required to provide a copy of this notice when you join to show whether or not
you have maintained creditable coverage and, therefore, whether or not you are required to pay
a higher premium (a penalty).

Date: September 10, 2018

Name of Entity/Sender: Chesterfield County Public Schools
Contact--Position/Office: Office of Compensation and Benefits
Address: P.O. Box 10, Chesterfield, Va. 23832

Phone Number: 804-748-1226



Premium Assistance Under Medicaid and the
Children’s Health Insurance Program (CHIP)

If 'you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer,
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or
CHIP programs. If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these
premium assistance programs but you may be able to buy individual insurance coverage through the Health Insurance
Marketplace. For more information, visit www.healthcare.gov.

If 'you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your
State Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your
dependents might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-
KIDS NOW or www.insurekidsnow.gov to find out how to apply. If you quality, ask your state if it has a program that
might help you pay the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is
called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined eligible
for premium assistance. If you have questions about enrolling in your employer plan, contact the Department of Labor
at www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

If you live in one of the following states, you may be eligible for assistance paying your employer health plan
premiums. The following list of states is current as of August 10, 2017. Contact your State for more information on
eligibility —

ALABAMA — Medicaid FLORIDA — Medicaid

Website: http:/myalhipp.com/ Website: http:/flmedicaidtplrecovery.com/hipp/
Phone: 1-855-692-5447 Phone: 1-877-357-3268
ALASKA - Medicaid GEORGIA - Medicaid
The AK Health Insurance Premium Payment Program Website: http://dch.georgia.gov/medicaid
Website: http:/myakhipp.com/ - Click on Health Insurance Premium Payment (HIPP)
Phone: 1-866-251-4861 Phone: 404-656-4507
Email: CustomerService@MyAKHIPP.com
Medicaid Eligibility:
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
ARKANSAS - Medicaid INDIANA - Medicaid
Website: http:/myarhipp.com/ Healthy Indiana Plan for low-income adults 19-64
Phone: 1-855-MyARHIPP (855-692-7447) Website: http://www.in.gov/fssa/hip/
Phone: 1-877-438-4479
All other Medicaid
Website: http://www.indianamedicaid.com
Phone 1-800-403-0864

COLORADO - Health First Colorado

(Colorado’s Medicaid Program) & IOWA - Medicaid
Child Health Plan Plus (CHP+)
Health First Colorado Website: Website:
https://www.healthfirstcolorado.com/ http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
Health First Colorado Member Contact Center: Phone: 1-888-346-9562

1-800-221-3943/ State Relay 711

CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus
CHP+ Customer Service: 1-800-359-1991/

State Relay 711
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KANSAS - Medicaid ‘ NEW HAMPSHIRE - Medicaid

Website: http://www.kdheks.gov/hcf/ Website:
Phone: 1-785-296-3512 http://www.dhhs.nh.gov/oii/documents/hippapp.pdf
Phone: 603-271-5218
KENTUCKY - Medicaid NEW JERSEY - Medicaid and CHIP
Website: http://chfs.ky.cov/dms/default.htm Medicaid Website:
Phone: 1-800-635-2570 http://www.state.nj.us/humanservices/

dmahs/clients/medicaid/

Medicaid Phone: 609-631-2392

CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

LOUISIANA - Medicaid | NEW YORK - Medicaid
Website: Website: https://www.health.ny.cov/health care/medicaid/
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331 Phone: 1-800-541-2831

Phone: 1-888-695-2447

MAINE - Medicaid | NORTH CAROLINA - Medicaid

Website: http://www.maine.gov/dhhs/ofi/public- Website: https://dma.ncdhhs.cov/
assistance/index.html Phone: 919-855-4100

Phone: 1-800-442-6003
TTY: Maine relay 711

MASSACHUSETTS — Medicaid and CHIP NORTH DAKOTA — Medicaid

Website: Website:
http://www.mass.gov/eohhs/gov/departments/masshealth/ | http://www.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 1-800-862-4840 Phone: 1-844-854-4825

MINNESOTA - Medicaid ‘ OKLAHOMA - Medicaid and CHIP
Website: http:/mn.cov/dhs/people-we- Website: http://www.insureoklahoma.org

serve/seniors/health-care/health-care-programs/programs- | Phone: 1-888-365-3742
and-services/medical-assistance.jsp
Phone: 1-800-657-3739

MISSOURI — Medicaid | OREGON - Medicaid
Website: Website: http://healthcare.oregon.gov/Pages/index.aspx
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm http://www.oregonhealthcare.gov/index-es.html
Phone: 573-751-2005 Phone: 1-800-699-9075

MONTANA - Medicaid PENNSYLVANIA - Medicaid
Website: Website:
http://dphhs.mt.cov/MontanaHealthcarePrograms/HIPP http://www.dhs.pa.gov/provider/medicalassistance/healthi
Phone: 1-800-694-3084 nsurancepremiumpaymenthippprogram/index.htm

Phone: 1-800-692-7462

NEBRASKA - Medicaid | RHODE ISLAND - Medicaid

Website: http://www.ACCESSNebraska.ne.gov Website: http:/www.cohhs.ri.gov/
Phone: (855) 632-7633 Phone: 855-697-4347

Lincoln: (402) 473-7000
Omaha: (402) 595-1178

NEVADA - Medicaid ‘ SOUTH CAROLINA — Medicaid

Medicaid Website: https:/dwss.nv.gov/ Website: https://www.scdhhs.cov
Medicaid Phone: 1-800-992-0900 Phone: 1-888-549-0820

SOUTH DAKOTA - Medicaid WASHINGTON - Medicaid
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Website: http://dss.sd.gov Website: http://www.hca.wa.gov/free-or-low-cost-health-
Phone: 1-888-828-0059 care/program-administration/premium-payment-program
Phone: 1-800-562-3022 ext. 15473

TEXAS — Medicaid WEST VIRGINIA - Medicaid ‘
Website: http://eethipptexas.com/ Website: http://mywvhipp.comy/
Phone: 1-800-440-0493 Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)

UTAH - Medicaid and CHIP WISCONSIN — Medicaid and CHIP
Medicaid Website: https://medicaid.utah.gov/ Website:
CHIP Website: http://health.utah.gov/chip https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
Phone: 1-877-543-7669 Phone: 1-800-362-3002
VERMONT- Medicaid WYOMING - Medicaid
Website: http://www.greenmountaincare.org/ Website: https://wyequalitycare.acs-inc.com/
Phone: 1-800-250-8427 Phone: 307-777-7531
VIRGINIA - Medicaid and CHIP |
Medicaid Website:

http://www.coverva.org/programs _premium_assistance.cfm
Medicaid Phone: 1-800-432-5924

CHIP Website:
http://www.coverva.org/programs_premium_assistance.cfm
CHIP Phone: 1-855-242-8282

To see if any other states have added a premium assistance program since August 10, 2017, or for more information on
special enrollment rights, contact either:

U.S. Department of Labor U.S. Department of Health and Human Services
Employee Benefits Security Administration  Centers for Medicare & Medicaid Services
www.dol.gov/agencies/ebsa www.cms.hhs.gov

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a collection of
information unless such collection displays a valid Office of Management and Budget (OMB) control number. The Department
notes that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA,
and displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless
it displays a currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no
person shall be subject to penalty for failing to comply with a collection of information if the collection of information does not
display a currently valid OMB control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of
information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security
Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718,
Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137.
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The Women'’s Health and Cancer Rights Act (the “Women’s Health Act”) was signed
into law in October of 1998. The Women'’s Health Act amended the Employee
Retirement Income Security Act of 1974 (ERISA) and the Public Health Service Act (PHS

Act). This federal law requires group health plans to provide certain coverage for breast
reconstruction following mastectomies. This coverage took effect on January 1, 1999.

The Women's Health and Cancer Rights Act of 1998 requires that all group health
plans that provide medical and surgical benefits for a mastectomy also must provide
coverage for:

o reconstruction of the breast on which the mastectomy has been performed;

o surgery and reconstruction of the other breast to produce a symmetrical
appearance; and

o prostheses and coverage for any complications in all stages of mastectomy,
including lymphedamus.

Under the Women’s Health Act, breast reconstruction benefits are subject to the same
deductibles, coinsurance and copayments, consistent with those established for other
benefits under the plan.



Chesterfield County Public Schools
Office of Benefits and Compensation
P. 0. Box 10

Chesterfield, Virginia 23832

The Chesterfield County Public Schools does not unlawfully discriminate on the basis of sex, race, color, religion, handicapping conditions
or national origin in employment or in its educational programs and activities
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