2025~ 2024

LcsD Penebits

EMPLOYEE CONTRIBUTION EMPLOYER
Medical Insurance 25.-26 CONTRIBUTION 25-28
Cost per Month Cost per Month
lepOa
SINGLE £135.44 £048.08
|JEMPLOYEE + EMPLOYEE £234.97 £1,644.78 only 1 employes pays
|[EMPLOYEE + SPOUSE $542 24 $1,337.52
[EMPLOYEE + CHILDREN $410,91 $1,276.04
[EMPLOYEE+ EMPLOYEE + FAMILY $537 .67 §2,144.72 only 1 employee pays
MPLOYEE + FAMILY £874 .55 §1,807.44
4
[SINGLE 493,77 $048.08
[EMPLOYEE + EMPLOVYEE $162.67 $1,644.78 only 1 employee pays
[EMPLOYEE + SPOUSE 3469.94 $1,337.52
[EMPLOYEE + CHILDREN $154.68 $1,276.04
[EMPLOYEE = EMPLOYEE + FAMILY 5$434.50 $2,144.72 only 1 employes pays |
[EMPLOYEE + FAMILY $771.78 £1,807.44
|HDHP
SINGLE 852,09 §048.08
|EMPLOYEE + EMPLOYEE §50.37 £1,644.78 anly 1 employee pays
[EMPLOYEE + SPOUSE §397 64 $1,337.52
[EMPLOYEE « CHILDREN $269 45 $1,276.04
[EMPLOYEE* EMPLOYEE » FAMILY §331.33 $2144.72
[EMPLOYEE * FAMILY $6638.61 $1,807.44 anly 1 employes pays
|OPTIONAL ADDITIONS for LCSD INSURANCE -
T T T R L, |
Additional cost per month
SINGLE $36,15 -
FAMILY $104.50
Lake County School District

[VISION INSURANCE -

Additional cost per manth

SINGLE

$4.7

FAMILY

51212

=All insurance selections and changes are through the EASE insurance portal
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A Quick Look at Your Health Plan

Lake County School District

Group #16035

When you enroll with Meritain Health', you're taking the next step towards a healthier,
more balanced you.

It's important for you to understand how your health plan works, This way, you can make the changes you
want inyour health and in your life,

Get the support you need for a healthy balance

Chances are, you try every day 1o keep a healthy balance in your life. But time can get away from youw, or
you might put other details first. That's why wamé hare: to help you focus and to support vou aach step of
the way. You can think of your health care benefits as your resource to protect your body, mind and spirit

whaw, meritaln.com
EA2E- PIEE Mariain Haalh, Inc 186 BE2015



Benefit Highlights

Protecting your healthy balance with preventive care

Quastion:

Which is better; Taking an hour or two out of your busy day to have your annual
checkup—or missing hidden symptoms and paying the price in sick days, copays
and missed events?

Answer:

Nothing makes more sense in these busy times than preventing illness before it
happens. That's why your plan offers excellent benefits for preventive services.

Early detection, proper nutrition, and routing exercise are the keys to living a long and healthy life, and will
also help to control long-term health care costs. Your employer encourages you to take the necessary
steps—available 1o you right now—to ensure early detecton and treatment of diseases

Built into your health plan are preventive benefits

that cover:

# Bone density test. ® Physical exams.

& Fecal occult screaning. # Prostate blood exam.
&  Mammogram. & ‘Weall-child care.

# Pap smear.

Save when you visit network providers

This plan offers a network of doctors and other health care professionals who have agreed to accept lower
amounts than their standard charges, just for members of this plan. These lower amounts are negotiabed
and predetermined, That means whean you see a network provider, your share of costs is based on a lower
charge—so your costs are lower, too. Network providers are conveniently located in both urban and rural
areas, Lower costs and comenient doctors and clinics are important ways that Meritain Health can support
your efforts to stay well and have a healthy lifestyle—aor to get care as simply as possible when you're sick,

Remember: if you go outside the network, you may still have benefits, but your share of costs will be
higher, and the amount you pay will not be based on a [ower rate,

ericam Health 2



Benefit Highlights

File claims quickly and easily

It you visit a provider in your network, you shouldn't need o submit a claim for services or pay at the time
of your service with the exception of a copay, if applicable. Your provider will submit the claim on your
behalf and you will later receive a bill for any out-of-pocket or other balances due.

It you have visited an out-of-network provider, you may need to file a claim form to ensure that the service
is billed property. Claim forms can be found online at www.meritain.com or you can obtain one from your
Hurmamn Resources department. Submit the claim by fax or by mail to the fax number or mailing address
listed on the claim form.

Support for your health journey

Your employer wants you (o get the best, most appropriate care, when and where you need it, That's why
yvour plan includes the extra expertise of Meritain Health's Medical Management Program. The Medical
Management nurses are ike personal health consultants who can help you make decisions about certain
types of care vou and your doctor may be considering. Registerad nurses review treatmeant plans, then
help to assure that you get the right treatment in the right setting, when you need it.

Somo of thesa services include:

& Before admission to the hospital for elective
OF NON-@MEargency Sarvices.

& Within 48 hours (two working days) after
an emeargency or urgent hospital admission

® Before elective inpationt, outpatient
or ambulatory sungery.

& Before inpatient substance-abuse treatment
ar treatment for & mantal health disorder,

o Befora entering an extended-care, rehabilitation or skilled-nursing facility.

Corsult your Summary Plan Descrption for a completa isting of health care services that require
precerthcation with a medical management nurse

Meritain Health



Benefit Highlights

Nationwide provider access at a discount

Whan you and your family seek health care services, you have access to Aetna's broad national provider
network of health care providers and facilities. Aetna’s network contains more than 664,000 participating
physicians and ancillary providers, with 5,687 hospitals.” When you visit providers in the Aetna network,
you will receive services at strong, negotiated rates, halping you to save on the cost of health care,

Locate your preferred providers

With Aetna's comprehansive provider participation, many of your preferred doctors may already be in the
Astna network, To venty whether or not a doctor or health care facility participates,
visit hitps.//www.aetna.com/dsepublic/# /mymeritain

=
How to access your mobile web app -
iPhone® Android™
& Once you log in to your mambear wabsite * Once you log in to your member website
through www.meritain.com. click the through www.meritain.com. you'll be
(fy icon at the bottom of the page. prompted with the pop-up message Add

Meritain Haailth fo Homa Screen at tha
bottom of the page. Click this message.

: 1 . ® Then, you can click Add to add the logo
¢ Click Add in the upper right-hand comar. to the home page or Cancel to opt-out,

® Your Meritain Health app logo will then be

e Then, scroll through the menu options
and select Add to Home Screen.

® Your Meritain Health app logo will than be

installed and added to your home screen, installed and added to your home sereen
& Then, you'll be able to log in through the
app instead of going through the website, ‘ mnti ::11 A e

Mot all servcas are coversd. Sed plen documants for b complete desonplion of benefits, esclusons and imitatsonrs of coversge, Providars an
indepandant contractoes and aee not agents of Mentain Health. Provider particisation may changs withoat nofice. Meritain Bealth and Astna do
nod proiie cong or gusrantae &oooes I heslth sodces

P Reea Awemeae SEnd . 0 oenea Dol S edng -fachs -and-sulssdlaresssing - fa ofs by

Mesitaln Health



Benefits Summary
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Benefits Summary
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Your Guide to Enrollment 4

Completing your enrollment

Complate, sign and return your enrollment form to your amployer within
30 days of your eligibility date whether you're enrolling or declining
benefits.

& Write cloarly. If your form is unreadable, your enrollment may be
delayed, or incomact.

* Don't forget the back side. Missing or incomplete information will
delay your enrollment.

¢ Signand date your enrollment form. Remember to sign and date
the form, even if you're declining benefits.

Helpful tips

& Your health care plan includes a network of providers you can visit for health care services. When
youn wigit prowveders in thes nebwork, you will recaive the bast sernce rate, Call the proveder information
number for participating prowvidars

& Your name, identification number, medical group number and your group name, are used to identify
you and your covered dependants’ benefits.

& Your medical copays are listed for you and your providers,

& Your pharmacy coverage information is listed on the front of vour card, and includes the Livint
customer service number and prescriplion copays.

# Please ensure that you precertify with medical management, if required.
# All claims should be submitted to Meritain Health at the address listed on the back of your card.

&  You or yvour provider can call Menitain Health to verify eligibility of benelits or check on your
claims status

® You can call for information on a doctor or specialist who is close to you and serves your specific
neeads,

All eligible employees must complete the enrollment form, whether you're choosing this plan

or declining benefits. Your enrollment form is included in the back of this packet.

Mieritamn Healil



Your Guide to Enrollment

The final step toward better balance and better living

After you've completed enrollment, your employer has approved it and after any waiting period has
passed, your benafits will ba effective

Your Meritain Health |D card will be on its way to you soon. The card shows Meritain Health as your
health plan administrator, Keep it in your wallet and carry it with youw. If you misplace your |D card, use the
Meritain Haalth mobile app to access your membar website to gat a copy of your ID on tha gol

Sample ID card
Card front Card back
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Convenient Tools and Resources

Your personalized member website

Once enrolled as a Meritain Health member, you will have access to the Meritain Health member
website. When you log in, you'll find everything you need to know about your benefits—Ffrom eligibility, to
anroliment, to what's covered, it's another way we're working with you to help you get the most from your
benafits—so you can iive a life that's balanced and informed

Registration for the member website is easy

If you're already registerad to access your onling account, simply enter www.meritain.com into your
browser and login from the homepage.

If you're not yet registerad, it's OFK, Registration s an easy three-step process

Scan the QR code and click on the link to register or visit
www, meritain.com. Then, in the top right corner, chck Registo

Mext, select Member under [ am a and enter your group 1D, You can find your group 1D on the
front of your member D card. (I you are new to the plan, you will 500N recens YOour mesmiber
ID card in the mail) Then, click Continue.

Pilsase note: You may set up a login for yoursell, as well a5 any children under age 18 who are
covered Dy your plan. For privacy purposes, your spouse and dependents over the age of 18,
coverad by the plan, must each establish logins to access thelr individual information.

You will nead 1o fill in you

® Group 1D (lecated on your mamber 1D card) & Mamo
&  Member 1D (located on your mamber 1D card), ® Fipcode
® Date of barth ® Ermall pddrass

You can then create a usermame and password. After that, you will be asked to confirm your email
address—then you're done! The next time you log in, just use the same username and password.

Members have the right to ask thair health plan to place restrictions on (i)
{. .? the way the health plan uses or discloses their PHI for treatment, payment
or health care operations; and (ii) the healith plan's disclosure of their PHI to
persons who may be involved in their health care or payment thereof
ﬂ [a.g., family members, or close friends).

Meritain Health



Convenient Tools and Resources

Important plan contacts
What do you need help with?

In-network doctors or hospitals

Meritain Health Customer Service 1.800.925.22T2
Access your Maritain Health member website at
www.meritain.com

The Aetna Choice® POS Il provider network
Astna provider line 1.800.343.3140
www. astna com/docfind/custom/mymaritain

My prescription drug benefits
Livinti Customer Service
1.800.710.9341

Precertification

Meritain Health Medical Management 1.800.242 1180
Enrolimant/bonafit sloctions

Lake County School District

Human Resources reprosentative

1.719.486.6811




Merntain Haalit
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EXHIBIT A
MEDICAL SCHEDULE OF BENEFITS - ERDISEIENN

BENEFIT DESCRIPTION ! PARTICIPATING PROVIDERS ONLY

LIFETIME MAXIMUM BENEFIT L
CALENDAR YEAR MAXIMUM BENEFIT Unlimited
CALENDAR YEAR DEDUCTIBLE

Single $1,000

Family $2.000
CALENDAR YEAR OUT-OF-POCKET MAXIMUM
(includes Deductible, Coinsurance and Copays —
combined with Prescripbon Drug Card)

Single $3.000

Family $6,000

Acupuncture B80% after Deductible

Calendar Year Maximum Benafit 30 wisils

Allergy Serums and Injections 510 Copay then 100%; Deductible waived

NOTE: The above Copay applies when the only senices received during an office visit is the administration of an
allergy injection,

Ambulance Services $£250 Copay per trip then 100%; Deduchble waived

NOTE Air ambuiance services by a Non-Paricipaing Pravider for an Emergency Medical Condition will be paid at
the Participating Provider level of benefits,

Ambulatory Surgical Center $750 Copay per occurrence then 100%,; Deductible

waved
Applied Behavioral Analysis (ABA)
Office Visits $40 Copay then 100%,; Deductible waived
Al Crthr wﬁ“ £750 Copay per cccurrence then 100%,; Deductible
wanved
Biofeedback {Outpatient) $40 Copay then 100%, Deductible waived
e $1,000 Copay per admission then 100%; Deductible
Birthing Center b
Cardiac Rehab |{Outpatient) 540 Copay then 100%, Deductible waived
Chemotherapy (Outpatient- includes all related 80% after Deductible
charges) )
Chiropractic Care/Spinal Manipulation $40 Copay then 100%, Deductible waived
Calendar Year Maximum Benafit 20 visits
Cochlear Implants 80% after Deductible
Diabetic Education )
Primary Care Physcian $40 Copay then 100%, Deductible waived
Specialist $55 Copay then 100%,; Deductible waived

16035-04 ]



PARTICIPATING PROVIDERS ONLY

Diagnostic Testing, X-Ray and Lab Services
(Outpatient)

Lab Seraces

340 Copay then 100%, Deductible waved

K-Rays

$50 Copay then 100%. Deductible waived

Advanced Imaging (MRI. MRA, CT and PET
Scans, Bone Density, Scintimammography,
Capsule Endoscopy, Muclear Medicing)

£500 Copay then 100%; Deductible waived

Durable Medical Equipment (DME)

80% after Deductible

Emergency Services/Emergency Room Services

£250 Copay then 100%; Deductible waived

NOTE: The Copay will be waived if the parson is admitted

directly as an Inpatant io tha Hospital,

Glasses After Cataract Surgery BO% after Deductible
Maximem Benefil 1 pair per Surgery. 2 per Liletime
Hearing Aids (up to age 19) 80% after Daductible
Masximum Benefil 1 hearing aid every 5 Calendar Years
(including replacement)
Hemodialysis {Outpatient) B0% after Deductble
Home Health Care 80% after Deductible
Calendar Year Maximum Benafit 100 _mits
Hospice Care BO% after Deductble
Hospice Bereavement Counseling B0% after Deductible
{within 12 months n!'daag'l;
Lidatirme Mammum Benelit B wisits per family

Hospital Expenses or Long-Term Acute Care
Facility/Hospital [facility charges)

inpathent $1.000 Copay per admission then 100%, Deductible
wanved
Room and Board Allowance* *Semi-Private Room Rate
intensive Cane Linit ICCCU Room Rate
Mscellanecus Senace and Supphes 80% aftar Daductible
Cutpatbent $750 Copay per occurrence then 100%; Deductible

waved

* A private room will be considered eligible when Medically Necessary. Charges made by a Hospital having only
single or private rooms will be considered at the least expensive rate for a single or private room.

Infertility ||‘,'.lhn__mll and Testing only)

80% after Deductible

NOTE: Includas any item or service not otherwise coverad under the preventive senvices provision.

Mammogram | Medically Necesaary o treal an lliness)

BO% after Daductibbe

NOTE: Includes any item or service not otherwise covered under the preventive services provision.

Matemity (non-facility charges)”

Preventve Prenstal lrnd-_Er-nlﬁ-dlnu Support
{other than lactation consultabons)

100%, Deductible walved

Lactation Consultations

100%:: Daductibls waiwed

Al Other Prenatal and Pastnatal Care

240 Copay then 100%; Deductible waived
(Copay apples (o the indial visit only)

Dualivary

B0% after Deductible

16035-04




Lab Services BO% after Daductible
* Sea Preventive Services under Elnigl_bh Medical Expenses for [imitations
Mental Disorders and Substance Use Disorders
Inpatent $1,000 Copay per sdmission then 100%; Deductible
wiaved
Outpatient
Office Visits 540 Copay then 100%, Deductible waived
All Other Outpatient Cane BO% after Deductible

NOTE: Emergency care (ambulance and Emergency Services/Room) will be paid the same as the banefits for
ambulance services and Emergency Services/Room listed above in the Medical Schedule of Benefits, however, the
Participating Provider level of benefits will always apply regandless of the provider utilized

Outpatient Therapies 540 Copay then 100%:; Deductible waived
iphysical, spesech, occupational, aguatic)

Combined Calendar Year Maximum Benafit 20 wisits
Physician’s Services )

Inpatient/Outpatient Services 80% after Deductible

Office Visits.
Primary Care Physician 540 Copay”™ then 100%; Deductible waived
Speciahst $55 Copay”® then 100%, Deductible waived

Physician Office Surgery
Primary Care Physician 540 Copay” then 100%; Deductible waived
Speciahs! 355 Copay” then 100%, Deductible waived

*Copay apples per visil regardiess of what services are rendered

Preventive Services and Routine Care

Prevenlive Services 100%, Deductible waived
{includes the office visit and any other eligible item
received al the same lime as the preventive
service, whether billed aft the same time or
separately )

Routine Care 100% Deduchble waived

(includes any routine care item or service not
othensise covered under the preventive sannce

provision above)

Colonoscopy/Sigmoidoscopy (Routine and 100%, Deductible waived

Diagnastic) = age 50 and owver

Routine Mammaograms 100%:, Daductible waived
Maximum Benefit — Ages 35 - 39 1 baseline mammogram
Calendar Year Maximum Beanalil - Ages 1 mammaogram
40 - 49
Calendar Year Maximum Benellt - Ages Unlimited
50 and over

Routine Eye Exam 100%:; Deductible waived

Private Duty Nursing (Outpatient) 555 Copay then 100%,; Deductible waived

16035-04 i



Radiation Therapy (Outpatient = includes all related
charges)

B0%: after Deduchble

Respiratory/Pulmonary Therapy (Outpatient)

340 Copay then 100%; Deductible waived

Skilled Mursing Facility and Rehabilitation Facility

51,000 Copay per admission then 100%, Deductible
waived

Combined Calandar Year Masirmum Beneft

45 days

Sleep Studies

$750 Copay then 100%, Deducible waived

Telemedicine

Mental Disorders & Substance Usa Disorders

Paid same as PCP office visit benefils
[no maximums of exclusions applied)

Al Oiher Provider Seraces

Paid same as PCF and Specabst office visit benefits
(mo maximums or exclusions applied)

Temporomandibular Joint Dysfunction (TKJ)

DOffice Visits
Primary Care Physician $40 Copay then 100%; Deductible waived
Speciakist 555 Copay then 100%,; Deductible waived
Al Other Qutpatient Care $750 Copay per occurrence then 100%; Deductible
wanved
Transplants
Facility Foe 51,000 Copay per admission then 100%. Deductible
wanvad
(Aetna IDE program)®
Mot Coversd
{Al Other Metwark Praviders)
Professional Fees 80% after Deductible
(Aetna IOQE program)®
Mot Covered
(AN Other Netwaork Providers)

* Plaase refer io the Aetna Insttute of Excellence (KOE) Program section of this Plan for @ mone detailed descriplion
of this banefit, incuding travel and lodgeng maximums. Travel and kodging will be paid ai 100% with no Deductible

NOTE: Comea transplants performead by any provider are coverad under the Plan as a separale benefit and paid

the sama as any other Nness

Eﬁ‘ﬁ"ﬂapa-,r' then 100%; Deductible waived

Urgent Care Facility
*Copay appies per visit regardiess of whal services are rendered.
Wig (see Eligible Medical Expenses) 80% after Deductible
Lifetime Maxmum Benefit $3.000
B0% afer Daductible

ANl Other Elgible Medical Expenses

16035-04




PRESCRIPTION DRUG SCHEDULE OF BENEFITS - EPO 3 PLAN

NOTE: There is no coverage under the Plan for Prescription I_:nugs obtained from a Hu-ﬁ-farlmaing Provider.

CALENDAR YEAR OUT-OF-POCKET MAXIMUM
[imcludes Copays = combined with major madical Out-of-

Pocket)
Single $3,000
Family o %6000
Retail Pharmacy: 30-day supply ]
Generc Drug 520 Copay
___Formulary Drug ! %0Copmy = =
e ONETRTRAY Ui $60 Copay
Prevantive Drug (Prescaption Drugs classifled as a $0 Copary (100% pald)

Prevantive Drug by HHS)
Mandatory Specialty Pharmacy Program: 30-day

supply
Genarc Drug £20 Copay

o LR D SoCopey
Non-Formulary Drug $60 Copay

NOTE: Spedcally Drugs MUST be obtainad directly from the specialty phamacy, Spacialty Drugs are nol avaikable
at retail or mal order phamacies and there are no grace fills provided to Coversd Persons,

Mail Order Pharmacy: 90-day supply

Genanc Drug £40 Copay
 Fomulary Drug $80 Copay
MNore-Formmulany Drog §120 Copay
Preventive Drug (Prescnption Drugs classified as a £0 Copay {(100% paid)
Preventive Drug by HHS)
Dispense as Written

The Plan requires pharmacies dispense Generic Drugs when available unless the Physician specifically prescribes
a Formulary or Mon-Fomulary Dnug and marks the script "Dispense as Writlen® (DAW). Should a Covered Person
choose a Formulary or Non-Formulary Drug rather than the Generic equivalent when the Physician allowed a
Genanc Drug to be dispensed, the Coverad Person will also be responsible for the cost difference between the
Genenc and Formulary or Non-Forrmutary Drug. The cost difference is not coverad by the Plan and will not
accumulate toward your Dul-of-Pocket Max|mum,

CVS True Accumulation Program

Some Specialty Drugs may guakfy for third-party copayment assistance programs thal could lower your out of-
pocket costs for those products. For any such Specialty Drug where thind-party copaymen! assistance is used, the
Covered Person shall not receive credit loward theair maximum Out-of-Pocket or Deductible for any Copay or
Comsurance amounts that are apphed lo a manufacturer coupon or rabate,

Mandatory Specialty Pharmacy Program

Self-adminiztered Spedalty Drugs that do nol reguire adminisiration under the direct supervizion of a Physician
must be oblained direclly from the specialty phammacy program. For additional information, please contact the
Prescripion Dvug Card Program Administrator.

160350723 14 w.032023



Specalty Drugs that must be administered in a Physican's office, infusion center or other clinical seging, or the
Covered Person's home by a third party, will be considered under the Medical Benefits section of the Plan. Those
drugs that can be self-administered and do mot require the direct supervision of a Physician are only elgible under

the Prescription Drug Program.

Preventive Drug means items which have been identiied by the U.S. Department of Health and Human Services
(HHE) as a prevenive service. You may view the guidelings established by HHS by visiting the following website:

For a list of Praventive Drugs, contact the Prescrplion Drug Card Program Administrator identified in the Genaral
Plan Information section of this Plan.
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MEDICAL SCHEDULE OF BENEFITS —[ROSIeBpRias

PARTICIPATING NON-PARTICIPATING
(Subject to LI-I and
Customary ﬂnﬂj
LIFETIME MAXIMUM BENEFIT B Undimited
CALENDAR YEAR MAXIMUM BENEFIT Undirnited
| CALENDAR YEAR DEDUCTIBLE :
Single $2.000 $4.000
Family - 54,000 - $8.000
CALENDAR YEAR QUT-OF-POCKET MAXIMUM
(inciudes Deductible, Consurance and Copays —
combined with Prescripton Drug Card)
Single . $4,500 §9,000
Family | §9,000 $18,000
MEDICAL BENEFITS
Acupuncture BO% after Deductble |  60% afler Deductible
B Eannua;_ra_u_r Maximum Benefit 30 1.r|u1= 1
ik s | B0% after Deductible Paid at Participating |
- o - Provider level of banefits
Amulmsumlﬂmter 80% afier Deductible B0% after Deductible
Appilied Behavioral Analysis [AH.A}
Office Visits $40 Copay then 100%, B0% afer Deductible |
Deductible waived
All Other Gutpatient Care 80% afer Deductible 60% after Deductible |
' Biofeedback (Outpatient) $40 Copay m lﬂﬁ 60% afier Deductibie
a;ﬁm Camier " B0% after Daductibla® 60% after Deductibia _i

camm Rehab {mpuﬂ-m}

ﬂhemuummw [ﬂupal:hnt- includes all related
charges)

$40 E:npay- then 100%,
Dlduﬂjhla nnl'm:l

" lfthe pregnancy s.mns. over 2 Em:lar Years only ane Calendar Year Deductible mll apply apply per pregnancy.

i

 B0% after Deductible

—

60% after Daductible

Chiropractic Cara/Spinal hllri:uhtian

$40 Copay then 100%,

Deductityle wabsd

 B0% after Deductible

Calkendar Year Maximum Benefit

NOTE: X-rays will be subject 10 the Deductible and Coinsurance.

—

:’-qm

Cochlear implants [age 18 months and over)

80% after Deductible

| 60% after Deductibie

i Diabetic Education

$40 Copay then 100%,
Deductble waived

160380723
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(Subject to Usual and
Customary Charges)
Diagnostic Testing, X-Ray and Lab Services
L e e |
Lab Services $40 Copay then 100% 60% afer Deductible |
- o Deduchble waned S
X-Rays 80% afer Deductible &0% after Deductible
Advanced Imaging (MRI, MRA, CT and PET B0% afer Deductible 60% afier Deductible
Scang, Bone Density, Scintimammography,
Capsule Endoscopy, Nuclear Medicine ) - B
' Durable Medical Equipment (DME) - RS W LRy She e S
Emrgﬂmyr Services/Emergency Room Services 80% after Deductibie Paid at the FParicipaling
Frovider level of benefits
G_II ses After Cataract Surgery _Bﬂ%aﬂarﬂmm ?ﬁamnadmmi&"
Maximum Benefit 1 parpﬁ'surgﬂ:ry. 2 per Lifetime
Hearing Alds (up to age 18) — ﬂﬂ‘%‘mr Deductibia 60% after Deductibie |

Maxirmurm Benafil

"1 hearing axd every 5 Calendar Years
{including replacement)

Hemodialysis (Outpatient) B0% afier Deductibia G60% aher Deductible

Home Health Care B0 after Deductible 60% after Deductible
Calendar Year Maximum Banafil 100 visits - -

Hospice Care BO%% afler Deduciibie G0% after Daductible

Hospice Bereavemant Counsaling
{unﬂn 12 months of Coverad Person's dﬂlhl
 Lifetime Maximum Benefit

Hospital Expenses or Long-Term Acule Bm
FacilityHospital (facility charges)

80% afler Deductible

"6 visits per family

60% after Deductible

B0% after Deductible

Inpatient B0% aher Deductible
Room and Board Allowance” Semi-Privale Room Rale® Semi-Private Room Rate”
~ Imensive Care Unit | ICUICCURoomRate |  ICU/CCU Room Rate
Miscellaneous Services & Supplies BO% afer Deductible “B0% afer Deductible |
Outpatient 80% after Deductible 60% after Deductible 1
. Apr‘luﬂn FCHT thamnmdnmduhglhu wnmhhdmﬁhmam Glmmumad&hyaHnapluhaumaﬂy 1
}SI@E_EEHEWﬂIHWWdHWIBPEEHEHW rauhr_g_;mhqrpm:qprwn _ ‘|
Infertility (Diagnosis and Testing oniy) $40 Cogey fhen 100%™ | 60% afler Daducible

} HﬂTE Includes amy item or mnrlm nnl nlhanhs& m-.-arad Landar tha prmrmlj-m m provision.
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TER | "

ibject to Usua
(Subject b o il and

Maternity (non-facility charges )*
Frevenive Prenatal and Breastfeading Support 1008, Deductible waived 90%, Deductible wamed
(othar than Bctation consultations)

La:l.n_ljm Cnm.ﬂhhnn 100%, Deductible waived 100%., Deductible waived
All Other Prenatal and Postnatal Care 80% afier Deductible* B0% after Diaductibbe ™
§40 Copay then 100%
Deductible wabkved [initial
visitonly)
| Delivery - | 80% afier Deductible™ 60% aher Deductible
~ Lab Services 100%, Deductible waived 60% after Deductible

* See Preventive Services undar Eiwhle Medscal Expenses for limitations.
* i the pregnancy Spans over 2 Eﬂmﬂa "r"m only one Calandar Year Deductible will apply per pregnancy.

Mental Disorders and Substance Use Disorders

Ingatient B0% afer Deductbie 60% afer Deductible
- ; . 1 e . —
Office Visits $40 Copay then 100%., B0% afer Daductible

Daductible waived {
All Other Outpatient Cane | B0% after Deductible B0% afer Deductible

NOTE: Emergency care (ambulance and Emergency Services/Room) will be paid the same as the benefits for
ambulance services and Emergency Senvices/Room listed above in the Medical Schedule of Benefits, howewver, the
Participating Provider level of benefits will always apply regardiess of the provider uilized.

$40 Copay then 100%, B0% aher Deductibie
 Outpatient Therapies | _ Daaibie wainad
(physical, speach, occupational, aquglhc} _ )
Combined Calendar Year Maximum Benefit | 20 visits*™*

| A B R T e T

* The combined Calendar Year maximum benefil does not apply to speech tharapy in association with autism.
** Additional Calendar Year visils may by available when Medically Mecessary
NOTE: Coverage for speech therapy s allowed f_ur_l:n.l.amd Iinfsnr:s up 1o age 19, without regard to diagnosis.

| Physician's Services ]

Irpaﬂanmmmvaitﬁawm S B ; 80% afler Deducible 60% after Deductible

Office Visits $40 Copay® then 100%, 60% afier Deductible
Deductible waived =—=___ ==

Physician Office Surgery $40 Copay” then 100%, 60% after Deductble
Daciuschitsl i wem il

*Copay applies per vlﬂt mgaml&ss of what serices are renderad.

Preventive Services and Ewunl Care

Prevantive Services 100%, Deductible waived | 90%, Deductible waived
(includes the office visit and any oher aligible |

| item or service received at the sama time,

whether billed at the same time or separately) |
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PARTICIPATING
PROVIDERS

H‘W PARTICIPATING
(Subject to Usual and
Customary Charges

Routine Care

tincludes any rouline care item or service not |
otharwiss covarad under tha provenlive senices
provision above)

100%, Deductible walved

0%, Deduclibie wahad

Colonoscopy/Sigmoldoscopy [Routing and i
Diagnostic) ages 50 and over

100%, Deductible walved

e T AR

100%, Deductible waived

90%, Deductible waned

90%. Deductible waked

Maximum Benefit For Covernsd
Persons Ages 35- 38

1 baseline mammogram

Calandar Year Maximum Benafil For
Covered Persons Ages 40 - 48

1 mammogram

Calandar Year Maximum Benefit For Unlimited
Covered Persons Age 50 and over
___ Foutine Eys Exam 100%, Deductile waived | 100%, Deductible waived
Private Duty Nursing (Outpatient) B0% after Deductible 0% after Deductible
Prosthetics I Sl Wcmirssvoce
Radiation Therapy (Outpatient- includes all BO% after Deductible B0% afer Deductible
340 Copay then 100%, 60% afier Deductible
RespiratoryPulmonary Therapy [Outpatient) Deductble waived - N
240 Copay then 100%, 6% afier Deductible
POADN SupE Sy Deductblewaved |
Skilled Nursing Facility and Rehabilitation Facitity =~ 00 #ter Deductble I after Deductiie
Combined Calendar Year Maximum Benefit 45 days
Telemedicine - )
Mental Disorders & Substance Use Disorders Paid sama as PCP office Paid same as PCP office
visit banefits visil benefils
(mo maximums or axclusions (o maximums or
applied) exclusions applied)
Al Diher Providar Sanicoss Paid sama as PCP and Paid same as PCP and
Specialist office visit Specialist office visit
benafits banafits
(no maximums or exdusions (No Mmaximums or
applied) ' exclusions applied)
TR PUIGES Julut Dyetdon | T o pr e e
Offce Visits $40 Copay then 100%, 60% after Deductible
[ Deductible waived o
All Other Outpatient Cane B0% after Deductible 60% after Deductible
186035-0723 19 v.032023



PARTICIPATING NON-PARTICIPATING
PROVIDERS

L
{WHM“
Customary Charges)
80% aher Deductile 60% after Deductile

ARSI {Aetna IOE Program)’

60% after Deductivle

(All Dther Nebwork |
Providers)

o Please refer to the Aetna Institute of Excellence (IOE )} Program section of this Plan for a more detailed description
nllrnl banefit, including travel and lodging maximums, Travel and lodging will be paid at 100% with no Deductible,

NOTE: Comea transplanis perfiormed by any provider ane coverad under the Plan as a smarhié'bu'mﬁlm paid
thie same as any ofhar [ness.

Urgent Care Facility 80% afer Deductible 60% afier Deductibe
Wig (see Eligible Medical Expenses) 80% afier Deductible 60% afer Deductibe
~ Lifetime Maximum Banefit I  $3000
All Other Eligible Medical Expenses | B0% afer Deductibie B0% after Deductible
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PRESCRIPTION DRUG SCHEDULE OF BENEFITS - POS 4 PLAN

BENEFIT DESCRIPTION BENEFIT
NOTE: There is no CoVerage mdarﬂm Plan for Pru::ﬁ:inn Dmgs obtained from & Nﬂn-F'.'artu;qmirg Pmldw

————— . i —— S

CALENDAR YEAR OUT-OF-POCKET MAXIMUM

(inchudes Copays - combined with major medical Out-of-
| Pocket)
. Single $4,500
' Family - ~ §8,000 Sy ]
Ftnuil Pharmacy: 30-day supply
| Generic Drug ' o $20 Copay ' |
Formuiary Drug $40 Copay
Non-Formulary Drug e $60 Copay
Preventive Drug (Prescrption Drugs classified as a $0 Copay (100% paid)
Preventive Drug by HHS)
 Mandatory Specialty Pharmacy Program: 30-day . B
Generc Drug ' $20 Copay
| FormularyDng | ' $40 Copay
Non-Formulary Drug ' | $60 Copay ]
NOTE: Specalty Drugs MUST be obtained directly from the specialty phamacy, Eplctﬂ'l'y' Drugs are not available

| at retail or mail order pharmacies and there are no grace fills pmgldm:l o Coverad Parsons.

i Mail Order Pharmacy: 90-day supply 1
' Genanc Drug o $40 Copay |
' Fﬂﬂﬂulﬂl]f Dug 580 Copay
i' = f*-l«!:-l'l-Fi.'iI'I'I'N..llll'l_|r Drrug __fi_ﬁ.ﬂnpﬂ'y" ope -
Preventive Drug (Prescrption Drugs classified as a $0 Copay {100% paid)
Preventive Dng by HHS) _ B
Dispense as Written

The Plan mquires pharmacies dispense Generic Drugs when available unless the Physician spacifically prescribes
a Formulary or Non-Fomulary Drug and marks the script "Dispense as Writlen" (DAW). Should a Covered Person
choose a Formulary or Non-Formulary Drug rather than the Generic equivalent when the Physician allowed a
Generic Drug o be dispensed, the Covered Person will also be responsible for the cost diference between the
Genaric and Formulary or Non-Formulary Drug. The cost difference is not coverad by the Plan and will nol
accumulate toward your Oul-of-Pocket Maximum.

CVS True Accumulation Program

Some Specialty Drugs may qualify for third-party copayment assistance programs that could lower your oul of-
pockel costs for those products. For any such Specealty Drug whene third-pary copaymen] assistance is used, the
Covered Person shall nol receive credit toward their maximum Out-of-Pocket or Deductible for any Copay or
Consurance amounts that are applied 1o @ manufciurer coupon or rebate

Mandatory Specialty Pharmacy Program

Seff-administered Specialty Drugs that do not require administration under the direct supervision of a Physiclan
must be obiained directly from the specially pharmacy program. For additional information, please contact the
Frescripiion Dneg Card Program Administrator.
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Speclaily Drugs that must be administered in a Physican's office, infusion center or other clinical sefling, or the
Covered FPerson's home by a third party, will be considered under the Madical Benaflls saction of the Plan. Thosa
drugs that can be self-administered and do not requine the direct supendsion of a Physician are only eligible under

the Prescription Drug Program.

Preventive Drug means items which have been identified by the U.S. Depanment of Health and Human Services
(HHS) as a preventive sanvios. You may view the guidalines establshad by HHS by visiting the following website:

For @ |t of Preventive Drugs, contact the Prescriplion Drug Card Program Administrator identified in the Genaral
Plan Infarmation section of this Plan_
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EXHIBIT B

MEDICAL SCHEDULE OF BENEFITS -gHEHFISFEANW

PARTICIPATING NON-PARTICIPATING
PROVIDERS PROVIDERS
(Subject to Usual and
Customary Charges)
LIFETIME MAXIMUM BEMEFIT Linkirmited
CALENDAR YEAR MAXIMUM BENEFIT Unlimited
CALENDAR YEAR DEDUCTIBLE
(combined with Prescription Drug Card)
Single $3.000 $6.000
Family $6,000 $12,000
CALENDAR YEAR OUT-OF-POCKET MAXIMUM
(includes Deductible, Coinsurance and Copays —
combined with Prescription Drug Card)
Single $6,000 $12,000
Family $12,000 $24,000
MEDICAL BEMEFITS
Acupuncture B80% afier Deductible 60% after Deductible
Calendar Year Maxdmum Benefit 30 visits
S 80% after Deductible Pmd at Patticpating
A B Provider leved of benefits
Ambulatory Surgical Center B afer Deductible G0% after Deductible
Applied Behavioral Analysis (ABA)
Office Visits BO% after Deductible 60% after Deductible
Al Other Qutpatient Care B0% after Deductible B60% after Deductible
Biofesdback (Outpatient) B0% afer Deductible 60% after Deductible
Birthing Center 80% after Deductible B0% after Deductible
Cardiac Rehab (Outpatient) B0% after Deductible 60% after Deductible
Chemotherapy (Outpatient- includes all related 50% after Deductible 60% after Deductible
charges)
Chiropractic Care/Spinal Manipulation 80% after Deductible 80% after Deductible
~ Calendar Year Maximum Beneft 20 visits
NOTE: X-rays will bé sutsact to the Deductible and Coinsurance.
Cochlear Implants (age 18 months and over) B0% aher Deductible 60% after Deductible
Diabatic Education B0% after Deductible B0% after Deductible
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PARTICIPATING m‘ﬂlﬁ
PROVIDERS
(Subject to UIH and
Customary Charges)
Diagnostic Testing, X-Ray and Lab Services
{Outpatient) -
Lab Services B0% afer Deduchble BO%: afler Deductible
¥-Rays BO% after Deduchbla B0% after Deductible
Advanced Imaging (MRI, MRA, CT and PET 80°% after Deductiole 60% after Deductile
Scans, Bone Density, Scintimammagraphy,
Capsule Endoscopy, Muclear Medicine)
Dlll'l& Mh.l Eq“'[ll'l'llil'lt tDEI m IM‘I D'Idl.l-l:ﬂilh ﬁn% lﬂ- Dmﬂllm
Emergency Services/Emergency Room Services BO% afier Deductible Paid at the Participating
| Provider level of benefits
ﬂﬂum After Eﬂlumﬂurn-ry B0% afer Deductible 60% after Deductibbs

Maximum Benefit

1 pair per Surgery, 2 per Lifetime

Hearing Aids [l:l_p o age 19)

80% afer Deductible

60% afer Deductible

Maxirmum Benefit 1 heanng ad every 5 Calendar Years
{induding replacement)
Hemaodialysis (Outpatient) 80% after Deductible 60% after Deduchible
Home Health Care B0% afer Deductible BO% afer Deductibbe
Calendar Year Maximum Benefi! 100 visits
Hospice Care 80% after Deduciible B0% after Deductible
80% afer Deductible B0% after Deductible

Hospice Bereavement Counseling
(within 12 months of Coverad Person's daath)

Lifetime Maximum Banefit & visits per family
Hospital Expenses or Long-Term Acute Care
FacilityMospital (facility charges)
Impatient 80% afier Deduchble 60% after Deductible

Room and Board Allowance”

Semi-Private Room Rate*

Sami-Privale Room Rate*

Intenaive Care Linit

ICUICCLU Room Rate

ICUCCU Room Rate

Miscellaneous Senicas & Supplies

BO0% after Deductible

G0% afier Deductible

Cutpatient

BO% aher Deductible

60% aher Deductible

* A privata room will be considered eligible when Medically Necessary. Charges made

by a Hospital having only

single or privale rooms will be considered al the Ieast expensive rate for a single or private room.

Infertility (Diagnosis and Testing only)

B80% afer Deductible

60% after Deductible

| MOTE: Includes any item or service not olherwise covered under the preventive senvices provision.

1E035-04

10




Maternity (non-lacility charges)®

Freventive Prenatal and Breastfeeding Support
(other than lactation consultations)

100%,; Deductible waived

60% after Deductible

Lactation Consultations

100%; Deductible waived

100%: Deductible waved

All Other Pranatal and Posinatal Care

B0% after Deductible

60% afler Deductible

Delivery

B0% after Deductible

60% after Deduclible

Lab Services

80% after Deductible

60% after Deduchble

“See Preventve Senices under Ebgible Medical Expenses for himitations.

Mental Disorders and Substance Use Disorders

Inpatient

80% afier Deductible

60% after Deductible

Owipatient

80% after Deductible

B0% afer Deductible

NOTE: Emergency cane (ambulance and Emln:? Emvl:uﬁm] will be paid the samea as the banefts for
ambulance services and Emergency Services/Room listed above in the Medical Schedule of Benefits, however_the
Participating Provider level of banafits will always apply regardless of the provider ulilized.

Qutpatient Therapies
[physical, speech, occupational, aguatic)

B0% after Deductible

60% after Deductibe

Combined Calendar Year Maxdmum Benefit*

20 visits™

* The combined Calendar Year maximum benefit does not apply to speech therapy in associabion with autism,
** Additonal Calendar Year visits may be available when Medically Necessary.
MNOTE: Coverage for speech therapy is allowed for Covered Persons up to age 19, without regard to diagnosis

Physician's Services

Inpatient'O patient Services

B0% afer Deductible

B0% after Deductible

Office Visits

B0r% after Deductible

60% after Deductible

Physician Office Eurgw

B0% aher Deductible

#0% after Deductble

_“Copay applies per visit regardless of what services are rendered

Pre-Admission Testing (Outpatient)

80 after Deductible

B0% after Deductible

Preventive Services and Routine Care

Frevantive Services

| tincludes the office visit and any other elgible
tem or service recalved at the same tima,

| whethers billed al the same lime or separately)

100% ; Deductible walved

0% after Deductible

Routing Cans

lincludes any routine care ilem or service not

otherwise covered under the preventive services
provision above)

100%, Deductible waived

60% afler Deductible

CeolonoscopySigmoidoscapy (Routing and 100%:; Deductible waived 80% afler Deductible
Diagnastic) ages 50 and aver
Routine Mammagrams 100%; Deductible waived 60% after Daductible
Maximum Benefit For Covered 1 baseline mammogram
Persons Ages 35 = 38
Calendar Year Maximum Benefit For 1 mammogram
Covered Persons Ages 40 — 49 =
Calendar Year Maximum Benefit For Undimited
Covered Persons Age 50 and over - _
Routine Eye Exam 100% ; Deductible waived B0% after Deductible

16035-04
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Second Sungical Opinion

| (Subject 'lﬁ'ﬁlﬁf il and
Customary Cha

Private Duty Nursing (Outpatient) B0% after Deductible 60% after Deductible

Prosthetics B0% after Deductible 0% afler Deductible

Radiation Therapy (Outpatient- includes all B0% after Deductible B60% afier Deductible
related charges)

Respiratory/Pulmonary Therapy (Outpatient) B0% after Deductible B0% afer Deductible

BO% afer Deductible B0% afler Deductible

Skilled Nurzing Facility and Rehabilitation Facility

80% after Deductible

B0% after Deductible

Combingd Calendar Year Maximum Benafit

45 days

Telemedicineg

Mental Disorders & Substance Use Disorders

Paid same as PCP office

Paid same as PCP aoffice

vist benafils vizif benefils

(no maximums or exclusions (no maximums or

applied) exclusions applied)
Al Cther Provider Services Paid same as PCP and Paid same as PCP and
Specialist office visit Specialist office visit
benefits benefits

| (no maximums of exnclislong [ makimums of

applied) exclusions apphed)

’ Temporomandibular Joint Dysfunction (TM.J)

| OMfce Visils

B0% afer Deductible

B0% aher Deductible

All Dther Dulpatient Care

B0 after Deductble

B0% afier Deductibla

Transplants

B0% after Deductibla

(Antna IOE Program)®

60% afier Deductible
(Al Dthar Network

Providers)

G0% after Deductible

* Please refer to the Astna Instilute of Excellence (JOE) Program section of this Plan for @ more detaled descrphion
of this benefid, including travel and lodging maximums. Travel and lodging will be pasd at 100% afler Deductible.

the same as any other liiness.

MOTE: Cornea transplants performed by any provider are covered under the Plan as a separate benefit and paid

Urgent Care Facility 80% after Deductible 80% afer Deductible

Wig (see Eligible Medical Expenses) B0% after Deductible 0% after Deductible
Lifetime Maximum Benefit 33,000

All Other Eligible Medical Expenses B0% after Deductible 60% after Deductible

16035-04
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EXHIBIT C

PRESCRIPTION DRUG SCHEDULE OF BENEFITS - HDHP 5 PLAN

BENEFIT DESCRIPTION

e ——

CALENDAR YEAR DEDUCTIBLE
{combined with major medical Deductible)

NOTE: There is no coverage ur'lduf lhn F‘I-ln l'nr Pmm:'.riplllnn Drugs nb‘l#nnd from a Hun-Flmﬁplmg Provider,

—_— e

Single $3,000
Family $6.000
CALENDAR YEAR OUT-OF-POCKET MAXIMLIM
rinclucdes Deductibbe and Copays = combined with major
medical Qul-of-Pocket)
Single §6.000
Family $12.000
Retall Pharmacy: 30-day supply
Genenc Drug Deductible, then $20 Copay
Fﬂl'l'l'll.lhf)l' fhug Deductible, then mmy
Non-Formulary Drug Deductible, then $60 Copay
Preventve Dmg tPr-ﬁmpt-m Dmgs classified az a 30 Copay (100%; Deductible waived)
Preventive Drug by HHS)
Mandatory Specialty Pharmacy Program: 30-day
supply
Generic Drug Deductible, then 520 Copay
Formulary Drug Deductible, then $40 Copay

Deductible, then $60 Copay

— T

retail or mail order pharmacies and there are no grace fills

MNOTE: Ep-enalt:,- Drugs MUST be obtamed directly from the specialty pharmacy. Specialty Drugs are not available at

provided to Covered Persons

Mail Order Pharmacy: 90-day supply

Deductible, then $40 Copay

Generic Dri Drug

Formulary Drug Deductible, then $80 Copay
Mon-Formulary Drug Deductible, then $120 Copay
Prevenive ﬁrug {F'rampllm Em-m classified as a 80 Copay (100%; Deductble walved)
Preventive Drug by HHS)

NOTE: Cerfain Prescription Drug classes are subject fo Step Therapy. (See the Prescription Drug Card
Program section for further defails regarding Step Therapy.)

Dispense as Written

The Plan requires pharmacies dispense Genenc Drugs when available unless the Physician specifically prescnbes a
Formulary of Mon-Formulary Drug and marks the script "Dispense as Written" (DAW). Should a Covened Parson
choose a Formulary or Non-Fomiulary Drug rather than the Generic equivalent when the Physican allowed a Genearnc
Drug to be dispansed, the Coverad Person will also ba responsible for the cost difference between the Genanc and
Fomulany or Mon-Formulary Drug. The cost difference is not covered by the Plan and will not accumulate toward your

Qut-of-Pocket Maximum.

16035-04
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O3 DELTA DENTAL

Delta Dental PPO plus Premier
LAKE COUNTY SCHOOL DISTRICT - GROUP # 12558

51,750 per indivdunl

Individual Deductible - 5 50.00
Family Deductible -  5150.00

COVERED SERVICES BENEFIT INFORMATION

Oral Exams and Cleanings Twice each in a 12-month period. Two additonal cleanings

for special neads

Sealants Onece per tooth for permanent malars in children theouwagh
4
100% | 100% 100% el
Bitewing X-Rays Once in 8 12-month perlod
| |
Full Mouth X-Rays Ona ir @ 60-month period
Fluarids Twice in & 12-manth pariad, through age 15
Space Mantainers Children through age 13

Once per tooth in 2 12-month period; amalgam filings on

I
Fillings back testh; compotite {white) lilkngs on front tasth

Simple Extraction

Ciral Surgery [General
Anesthena)

Endodontics/Pericdontics

Crownas [/ implants Omce per tooth in a B0-month period
50 LT, L0 Ome in a 60-month period, only when an éxisting prosthesis
Dentures/Bridges cannot be made serviceable. Fined bridges or removable

partials are not a benefit for children under age 16

S0% S0%. Lo Children to age 19; 52,000 lifetime maximum

You are enrolled in a Delta Dental PPO plus Preméer plan. You and your family members may vis®t any boensad dentist, but will enjoy
the greatest out-of-pocket spvings |f you see a Delta Dental PPO dentist. There are three lewels of dentits 1o choode from

PPO Dentist - Payment i based on the PPO dentist's allowable fee, or the actual fee charped, whichever |3 less,
Premiler Dentist - Payrment is based on the Premiber Mammum Plan Allowance (MPA) or the fee actually charged, whichever & lass.
Out-of -Metwaork Dentist - Payment is based an the out-of-network Masimem Plan ABowance [MPA), Members re responsible for the
difference between the out-of-netwerk MPA and the full fes changed by the dentist. You will recene the best benefit by choosing a PPD
dentist

Open Enrollment apples. Membsers may add coverage once per year

This is @ brief description of services covered under your dental plan, Please refer to the Employee Benefit Booklet for full plan detais,
differencey it batween thi wmmary and the Employés Benelit Bookiet, the Employes Benaln Booklet will povern

Delta Denital of Colorado Customer Service: 1.B00L61000201 - customer service@ddpen com, Find us online at www delladenalCo com
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odditional complete pair
of prescription eyeglasses

20&-

non-covered ilems,
inchuding non-
prescription sunglosses

Find an eye doctor
(Insight Network)

« 8668040982

» eyemed.com

+ EyeMed Members App

+ For LASIK, call
1L800.988 4221

Heads Up

You may have
odditional benefits.

Log Into
eyemed.com/member
to see oll plans included
with your benafits.

Lake County School District

SUMMARY OF BENEFITS
WIRIOM CARE IM-METWORE OUT-OF-METWORK
SERVICES MEMEBEER COST MEMEBER BEIMBURSEMENT
ERAM SERVICES
Exairn S0 copory Lip 1 540
Betinal maging Up ta 539 Mot covered
COMTALCT LENS FIT AMD FOLLODW-UP
Fiz and Fallew-up - Ssanderd U ta G40 Mt eavered
Fit and Fallow-up - Premium 1% off retail prce Mo covered
FiuaME
Frorre 50 eopoy. 20E off balorce Lip 1o 581
avar 5130 allveands
LEMSES
Sngle Wishon 575 copay Upio 30
Bracal L3 copay Up 1o 550
Trfacol 523 copay U to 570
Leniticulor 525 copay Up o 570
Progressive - Standord S50 oy Up 1o S50
Progressva - Premium Tierl - 32 £330 - 138 copoy Up o S50
Frogreswse - Premium Tier 4 580 copay, 20 alf retoil prce Up o 550
s 5120 ollpwonce
LEMS ORTIONS
Ani Peﬂ-minl:-w#g - Dansdarg 5 Mot consensd
&ntl Refsctive Comteg - Prémium Tarl - & 557 - oA Met covened
Anti Reflective Cooteg - Pressum Tier 3 2 off retail prce Mot covered
Photechramic - Men-Glass 575 Mot oonered
Folycorbonote = Siondond o a Mot cowered
Serateh Cooting - Standand Plostic 215 Mot oo
Tk - Solkd ond Grodent 515 Mot cowernd
L Treowrrant 515 Mod cowered
AN Ciher Lens Deilicns 20 alf relail gfce Ml Eowprad
CONTACT LENSES
Contocts - O oreea sl copoy. 15% off bolonce cver Lip to S130
130 alisssanoe
Contocts - Disposoble S0 100 of bolorce Lip to S1E0
130 allowance
Contocks - Medecoily Mo oy 50 copty Lip 1o R0
OTHER
L ol Cars Mo A on Mebasrk Lis e BAR &M haaring sicle coll Net sayvarsd
- 1LEF? S0308TE ?
LASIK or PREK frorm U S Lo Network ISE aff retenl o 5K oM prams Nl coversd

FREQILIENCY
Ewaim

Liaan

Frome

Corviat Lenses

price: coll L BOG0 988 433
ALLOWED FREQUENLY -
ADULTS

Once ewery 12 monthe from the
dofte of service

nge vy B4 marihe from

the daie of sordce
Once 24 manths from
ihe daie of servee

Ot gy D8 i fram
the daie of service

ALLOWED FRECUEMCY - EIDS

e overy 12 meonths fram the
ol af service

Cirges myery 24 manths fram
thet S ta of Sorviie

Circe wy 24 manths fram
the doite of service

Oince geery 24 rgnihs fram
tha dote of service

(Mg allsess Tha /i BT T8 fid il BILhEr EEATEErs O PO O Foems ond Bns LEryioes )

Fagn chorged by o Prosser for mersce aomar fhoen o coswred DEred © ons orey kel aeaie o Fecer=i topes = st b2 preid o Sl by tra ins oo Sareee i St Droaides Sk e 1oz o
wag rpeaErang bolence for & sune e s ihe ey some lerets Freguercy Some prossione, beenarfiby. sschusionn ar

P DR T ST OOV it the Poley & praaie
Bvw i bitimd nai@ e Say vory By 1ot o basmaliin el e sl 07 e 0L G Snles ey 00N e T ecl well g ¢l
WIr L RIS ran peaeed o pan ot a Comprer

S i G TR G e e P S R
satepsimr Pecesl, poges nir u.bdr.m thereof orithnpne nr wssn

mieringd o p

S b e S Wl . ::;.-u--ned pey

e i el oy

e L ]

e gidin =yl
MTHPHH i 5 BRSO o e . Sl R, P TeRE e OFSE Wi OO e

e
m-ﬂnﬂ e Fat ore eglnced br|n'r|l Su rent Bersfl freguescy st innn Saenoh s et

(=5 L TR
T gl e medcster s

I e iyt v K8 BF Rifapebaa

o o5 O 'aEedt 0l oy dor e

Sl G B st tarschiried 1 i nduridl Baricr: e withan 51 days S e do0e oF fudh oo, ol e
avmintie Thn m o o of pou berafibs The Certdoale

sistmnrmol

i WeREE u-r:--Emmimmwwaﬂmwh\nnmimmwumﬂ-.r\-ulummn LT
B T T o L T I e R P S R R P,
P el P DL 0 e £ ST Lrk s Fokly Salsge sehsn s Masroly

ik, PO OO S b, G

o A Pl ] | e B e PMissibey fedaren i 0 0N dipbiaa’ o BRE e | ireiend By U B0 OF o Mdtears it e il §ses i apg by 16 Brdsaiee |6 e abi s i o el @
wordod Erans $Mon oeocuen s corecd. b cam beseed ast orr Ol doccurts 0 rorrdleseol ST o e lan 5 ok miecibercs ey B Fegued B gy Thid Pull vl ril o ol sl Thes

hired disgmend rone wiih oemigin poreEopo?
[TREEDLTY G 9 G0 TR WS el nal b ompk
i e P ol e ey b e e al
-_..l:. [} ':IE;E:-N g T D i @es R eaiinea evedny. Ll nckerei e by Faclsbty Se0urmy LA Irgeronine Cam

widery Pz see orlre pressdar lecobor fo delermms ahes @a

orowcher o

1o frae chacounies rete

o oertoin s dpriurey’ El‘.-_-ll; Thg Pior msypr ey hp -'I-"‘"h;-mr,ll Shgrges e the produr sy o poch (67 o e marebe it

L ohei i | ) ok WaEl

widhis s @rY raf gl oo pee e o b e e ot el e

Ied & el Oiveres A B e obea o' s
oA Enrags Tty Minsnun Policy ek W0 - T form coans

T~ s TN mﬁgn:-ﬂ -0 i b Worh SRR Dy POy B ity L% nganmesn Soemgniy of By Voru Bploy Mumieps WON-1L farm reembor Se-4

o D-um o v WLF-TE Porm wrnisee S



Ready to live
your best

EyeMed life”?

There's so much more Lo your vision
benefits than copa

ready to see the good stuff for yourself,

Your network is the place to start

See who you want, when you want You have
thousands of providers 1o choose from —
independent eye doctors, your fovorte retail
stores, even online aplions,

Keep your eyes open for extra discounts

Membaers alreody save on average 71% off retail
using their EyeMed benefits,! but our long list of
spacial offers takes benefits even further

Remember, you're never alone

Wea're olwoys here to help you use your banefits
like a pro. Stay in-the-know with text alerts or
heakthy vision resources from the experts, If it
can make benefits easier for you, we do it

faced on vweghled overage of pareple froninciecs. Eye®led Insght
Tty 510 axnm capoy 510 Moterios copoy 5120 fnoere or oot

ler= olerwirsoe

Create a member account
at eyemed.com

Everything is right there in one spot. Chedk cloims ond benefils, ses
special offers and find an eye doctor - search far ane with the hours,
lecation ond bronds you want. For maximum mobility, try the Eyeltad

. Members App (Google Ploy or App Store)

INDEPEMDEMNT PEAELE
PRCWIDER <= | ensCRAFTERS RO OPTICAL
NETWORK VISION @

SO - 280 - P42



