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Keenan ' )PACE 2 7
City of Desert Hot Springs MARKETING =

PACE Plan Comparison
Summary of EPO Plans

CalChoice CalChoice PACE Desert Hot Springs - 2015
7/1/2017 : 7/1/2017 . 1/1/2017 S S /71
= 1/1/2018 . pos
_ Anthem Blue Cross ‘

Cal Choice - Platinum HMO A Cal Choice - Gold HMO A
| General Plan Information il sl s B R enita e ol

Annual Deductible/Individual

$0 |
Annual Deductible/Family i e s Ok < L% |
Coinsurance ) : N 3 | _NA
Office Visit/Exam $30 copa _$20copay
Outpatient Specialist Visit - $50 copa _ $20copay
Annual Out-of-Pocket Limit/Individual L 81,500
Annual Out-of-Pocket Limit/Family B copoo e iR 00 o ~$3,000

|_Primary Care Physician Election Required | Yes T ves . R T
| Outpatient Services
| Preventive Services

Well-Child Care - 100% Covered  100%covered | 100%covered |
. Immunizations  EOAC R M VY MM  100%covered | 100%covered
| WellWoman Exams L 100% covered _100%covered
BN 100% Covered | 100%Covered  EEEELCTS 100% covered
|__Adult Periodic Exams with Preventive Tests | SRR AC T r R B Ao M~ 100%covered | 100% covered
| Diagnostic X-Ray and Lab Tests 100% covered i 100% covered
| aternity Caref s St issoase o e L e

Maternity Care

Pregnancy and Maternity Care (Pre-Natal Care) Covered as any illness Covered as any illness $15 copay ! $20 copay
Inpatient Hospital Services ot DT e sy T it St USRI SR U L R R i e e
T I T A 100 copay (per admit)

Inpatient Hospitalization s
Pre-Authorization of Services Required Yes
Surgical Services

Outpatient Facility Charge $50 copay (per admit) ﬁ $100 copay (per admit)
|Emeizency Servicesinsee itz ettt sabve | 0 L BT e |5 R e o | SR U S L PSR St L H SR
BN 5200 copay (waived if admitted SRRl EVANENC e )8 $100 copay (waived if admitted) ~$100 copay (waived if admitted) |

i $100 copay (per trip $100 copay (per trip) _$100 copay (per trip)
$100 copay {per trip $100 copay (per trip) $100 copay (per trip) $100 copay (per trip)

| Urgent Care Facility S50 copay S75 copay $15 copay | $20 copay

| 1
| |

Yes Yes | Yes

i

R . _____authorization required) - _ e pue |
OutpatientCare $40 copay $50 copay R S5 copay! R S ERT _ $20copay

Mental Health & Substance Abuse
Inpatient Care

CONFIDENTIAL: The information in this chart is intended for the exclusive use of the recipient in connection with the recipient’s review of this proposal. Ir is not

) e . . i : s : G Keenan & Associates
intended for any other purpose. The information described on rhis page is only intended to be a summary of vour benefits. It does not include all benefir provisions, CA License # 0451271
limirations, exclusions, or qualifications for coverage. Please review your Summary Plan Description (SPD) for a complete summary of your benefits. If the information Page 1 of 2
on this page conflicts in any way with the SPD, the contract provisions of the appropriate policy or plan document (available through your employer) will prevail.

4/18/2017



Keenan = )PACE 2 7
MARKETING == \J 1| 1§

City of Desert Hot Springs ot
PACE Plan Comparison

Summary of EPO Plans
CalChoice CalChoice PACE Desert Hot Springs - 2015

T A e T A 112017 o 7/tj2014
7/1/2018 1/1/2018 S 7/1/2015 ]
EPO 15 | HMO20/$10/$25/$45/20% |

United Healthcare United Healthcare
Cal Choice - Platinum HMO A Cal Choice - Gold HMO A

: g ' ':A_hth_enjp‘!ug Cross 7; Aﬁthe;n- Blue er§st ) 7 |

. $10copay $10 copay

Prescription Drug Benefits

Generic . ‘, . 2
Brand (Formulary) S35 copay S50 cop $25 copay $25 copay

; _Brand (Non-Formulary/Non-preferred) = S35 copa S50 copa o 845 copay o $45 copay i
' MailOrder - BRI oE meahna s e Y e -
| Generic -~ ¢ S30¢opay = S30capay o St S0 copayil $10 copay
| Brand (Formulary/Preferred) $100 copay = NS S50 copayi T e $50 copay
|__Brand (Non-Formulary/Non-preferred) |y R L So0copayi s B R 590 copay
| Number of Days Supply for Mail Order 90 days 90 days 90 days | 90 days

R T T
| Durable Medical Equipment [T 70% I RS TR0 Coverpd e TR ] 80% covered

, Home Healtt o —— { $20 copay (100 visits/year) $30 copay (100 visits/year 2 ‘515 copay (100 visits/year) $20 copay (100 visits/year)
| Skilled Nursing or Extended Care Facility 70% (100 days/year 70% (100 days/year . 100%(l00days/year) | 100%(100days/year) |

Hospice Care
Chiropractic Services

{

$15 copay (20 visits max per year) $15 copay (20 visits max per year) o $15 copay (60-day care Ii}ﬁit) i $20 copay (60-day care limit, "combined
R T Tl with Rehab. and Chiro)
$20 co

| Acupuncture $10 copa $10 copay 15 copay pay
utpatient Rehabiltative Therag B mr oo T R T
‘ $20 copay $30 copay $15 copay (60-day care limit) fSZO copay (60-day care limit, combined

Physical, Occupational, & Speech

i { with Rehab. and Chiro) |

S E 100% 100% _100% covered | 100% covered

CONFIDENTIAL: The information in this chart is intended for the exclusive use of the recipient in connection with the recipient’s review of this proposal. It is not Keenan & Associates
CA License # 0451271

intended for any other purpose. The information described on this page is only intended to be a summary of your benefits. It does not include all benefit provisions,
limitations, exclusions, or qualifications for coverage. Please review vour Summary Plan Description (SPD) for a complete summary of your benefits. If the information Page2of 2
on this page conflicts in any way with the SPD, the contract provisions of the appropriate policy or plan document (available through vour employer) will prevail. 4/18/2017



Keenan )PACE

City of Desert Hot Springs
PACE Plan Comparison
Summary of EPO Plans
CalChoice PACE PACE

1/1/2017
7/1/2018 _ 1/1/2018

Annual Deductible/Individual o e
|__Annual Deductible/Family o 000 S0

| Coinsurance ) ) B N/A : 7 SN AL ]
| Office Visit/Exam ) g $30 copay (ded waived) $10 copa = cSl5copay: S
Outpatient Specialist Visit B N $30 copay $10 copa i $15copay
|__Annual Out-of-Pocket Limit/Individual . $6,750 $3,500 SRS TIe 00 S
___Annual Out-of-Pocket Limit/Family $13,500 $7,000 i GESSI000NE s Cae
Deductible Included in Out-of-Pocket Limits Yes N/A ; L NN s S

Primary Care Physician Election Required No No

Outpatient Services _

| Preventive Services

| Well-Child Care - B 100% covered 100% covered = ; 100% covered
. Immunizations B coxesiered ¢ TR TR ooRicovered - ) o _100%covered
| Well Woman Exams ) ) — 100% covered 100% covered e __100% covered

| Mammograms - 100% covered 100% covered _100%covered /'

| Adult Periodic Exams w Hrléreventir\}e‘]’eétsr - 100% covered 100% covered : ~100% covered

Diagnostic X-Ray and La Tests 100% covered 100% covered 100% covered |
_——
| Pregnancy and Maternity Care (Pre-Natal Care) Covered as any illness Covered as any illness |

Inpatient Hospital Services —
o $600 copay per day - 5 days max S300 copay per day - 5 days max e ot

| _Inpatient Hospitalization -
' n of Services Required

e Yes Yes e L O Nes sl B e 0 X
0om & Board 6
Surgical Services ——_
Outpatient Facility Charge $15 copay |
[EME s S s RS S e e

ergency Services

|_EmergencyRoom [ R e Y R copay waived if admitted |
| Ambulance - Air o ] $250 copa $200 copa i : 100% |
1

___Ambulance-Ground i $250 copa $200 copay Y 100%

CONFIDENTIAL: The information in this chart is intended for the exclusive use of the recipient in connection with the recipient’s review of this proposal. It is not
intended for any other purpose. The information described on this page is only intended to be a summary of your benefits. It does not include all benefit provisions,
limirations, exclusions, or qualifications for coverage. Please review your Summary Plan Description (SPD) for a complete summary of your benefits. If the information
on this page conflicts in any way with the SPD, the contract provisions of the appropriate policy or plan document (available through vour emplover) will prevail.

MARKETING

2017

Keenan & Associates
CA License # 0451271
Page 1 of 2
4/18/2017



Keenan ' )PACE 2 7
City of Desert Hot Springs MARKETING R e ]

[ coakanon spiss o)
PACE Plan Comparison

Summary of EPO Plans

CalChoice PACE PACE
R T Ve 0 1/1/2007
,, 1/1/2018 5
Kaiser Permanente |

Cal Choice - GOLD HMO A Cal Choice - Platinum HMO 15 HMO 15 ‘
| Urgent Care Facility $30 copay (ded waived $15 copay

Mental Health & Substance Abuse —
|__InpatientCare O $600 copay per day -5 days max $300 copay per day - 5 days max __100% pre-authorization required ;

Outpatient Care $30 copay (ded waived $15 copay

| Prescription Drug Benefits BRI
Prescription Drug Deductible . e e |

Rx Annual Out-of-Pocket Individu
| RxAnnual Out-of-Pocket Limit/Family N/A AR $ 230900 52,000
| Generic R $15 copa i
|_Brand (Non-Formulary/Non-preferred) R e A e e e B B e e e e,
. Numberof DaysSupply e
| Mail Order

miindvicual S BN S o0

$10 copay

| Mail Order Mandatory N/A RERNS ;
| Generic_ - ~_$20 copay |
_Brand (Formulary/Preferred) __ $40copay 1

_ Brand (Non-Formulary/Non-preferred)

Number of Days Supply for Mail Order
Other Services and Supplies

SR T

| Durable Medical Equipment 80% (ded waived L% T
|_Home HealthCare B 100% (100visitsperyear) | 100% (100 visits/year _100% (100 visits/year)
LT SR N T I TV 5300 copay perday-5daysmax | 5150 copay per day-5 daysmax __ [EEERECO At

_Hospicecare R 100% 100% . - |
Chiropractic Services _ T e R T T M 515 copay (30 visits/year) |
Acupuncture Not covered |
|outaatient Rehahilitative Theripyissgtasisens Lo oin 5 700 ony v el s e i e e e R o s e

31- 100 days

. Physical $30 copay (ded waived S s cepayk R B |
|_Occupational $30 copay (ded waived $10 copa : $15 copay ‘

— £0ccoa L ARG T e

CONFIDENTIAL: The information in this chart is intended for the exclusive use of the recipient in connection with the recipient’s review of this proposal. It is not

Keenan & Associates
intended for any other purpose. The information described on this page is only intended to be a summary of your benefits. It does nort include all benefit provisions, CA License # 0451271
limirations, exclusions, or qualifications for coverage. Please review your Summary Plan Description (SPD) for a complete summary of your benefits. If the information Page2of 2

on rhis page conflicts in any way with the SPD, the contract provisions of the appropriate policy or plan document (available through your employer) will prevail. 4/18/2017
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Keenan  )PACE

City of Desert Hot Springs
PACE Plan Comparison
Summary of PPO Plans

CalChoice PACE

MARKETING

Desert Hot Springs - 2015

2017

T mpon
e e o Cyiow
© themBuecross
~ eeozsoporo
in-Network __Out-of-Network
 GeneralPlaivinformationtei bl M asEruRe | i Coh o TR D e g g L et e |
Annual Deductible/Individual o

$250 $250

Annual Deductible/Family ) $1,500 $2,000 T sms0 — S0 B

Coinsurance 80.00% 50.00%  90%covered | 70%covered

Office Visit/Exam ) $25 copay (first 3 visits) - 80% (ded 50% 7$'20 (deductible waived)
waived for first three visits

70% covered

__Annual Out-of-Pocket Limit/individual | $6,000 512,000 8250 | %6500
| Annual Out-of-Pocket Limit/Family ] $12,000 $24,000 . $s000 . $13,000

Deductible Included in Out-of-Pocket Limits

Outpatient Services T T R e e ey e R B 8

| Preventive Services
| Well-Child Care

N ' ) - 100% (deductible waivedSO% (after deductible) 77 ; 710000‘% 7 7 77;7 7

 70% (after deductible)

Mammograms A 100% {deductible waived 50% (after deductible o -100.00% - i . ‘ ~ 70% (after_ded?ucitiibjfe),fi

Adult Periodic Exams with Preventive Tests 100% (deductible waived) 50% (after deductible) ' 100.00% | 70%(after deductible) |

' 'biagnostic X-Ray and Lab Tests 100% (deductible waived 50% (after deductible) o

Maternity Care

100.00% i 70% (after deductible)

Inpatient Hospital Services

| Outpatient Specialist Visit [l 525 copay (first 3 visits) - 80% (ded 50% 520 (deductible waived) | 70%covered |
- . waived for first three visits) ‘ -

|

|
_Immunizations 100% (deductible waived 50% (after deductible ~100.00% | 70% (after deductible)

| Well Woman Examsj B ) ‘ 100% (deductible waived 50% (after deductible) 77'" ‘ 100.00% - —1 ) k:_7_pi/o_(aftg|jg§du§t,iblg) .

|

=

Pregnancy and Maternity Care (Pre-Natal Care) Covered as any illness Covered as any illness $20 (deductible waived) | 70% covered (after deductible)

Inpatient Hospitalization Tier 1- 80% 50% (up to $650 per day) 90% (after deductible) | 70% (after deductible); up to

Tier 2 - $500 copay - 80% $1,000 per day for non-emergency|
|

— L . admission
Pre-Authorization of Services Required Yes ‘ Yes
Surgical Services

Outpatient Facility Charge Tier 1- 80% 50% 0 $650 per day) 90% covered

(after deductible) | 70% covered after deductible;
o I T Tier 2 - $250 copay - 80% o

| $350 benefit max per admit

CONFIDENTIAL: The information in this chart is intended for the exclusive use of the recipient in connection with the recipient’s review of this proposal. It is not
intended for any other purpose. The information described on this page is only intended o be a summary of vour benefits. It does not include all benefit provisions,
limitations, exclusions, or qualifications for coverage. Please review your Summary Plan Descriprion (SPD) for a complete summary of vour benefits. If the information
on this page conflicts in any way with the SPD, the contract provisions of the appropriate policy or plan document (available through vour employer) will prevail.

{
i

|

%

|

- =

____7/1/2015
~ AnthemBlueCross PRt
Premier PPO 250/20/20/$10/$25/$45/20%

In-Network

$250
$750
Rk 807657 e
$20 (deductible waived)

$20 (deductible waived)

i
i

Out-of-Network

~ $750
$2,250
T R
60% (after deductible)

60% (éf-tef deductible)

S EO0N. ermn
_$7,000 i $14,000
Yes i Yes

_100% (deductible waived)
100% (deductible waived)
100% (deductible waived)

100% (deductible waived)

—F
41 TR

_ 60% (after deductible)
___60% (after deductible)

{

__60% (after deductible) |

_60% (after deductible)

$350 benefitmax

100% (deductible waived) | 60% (after deductible)
80% (deductible waived) | 60% (after deductible)
80% (deductible waived) | 60% (after deductible)
80% (after deductible) ! 60% (after deductible);
} $500 copayment for failure to |
b e e s el obtalnipre-authorization - |
i No i Yes
80% (after deductible) 60% (after deductible)

Keenan & Associates
CA License # 0451271
Page 1of 2
4/18/2017



City of Desert Hot Springs MARKETING
PACE Plan Comparison

Summary of PPO Plans

Keenan ' )PACE 7

CalChoice PACE Desert Hot Springs - 2015
yapory 0 00 FEEREGE SR i
Bl nsararnie e aemms 777, R e ,
~ AnthemBlueCross  AnthembBlueCross
. PPO250/20/10 Premier PPO 250/20/20/$10/$25/$45/20%
In-Network | Out-of-Network In-Network Out-of-Network
e T e e

$250 Copay - 80% $250 Copay - 80% _$150 (waived if admitted) | $150 (waived if admitted) | $100 (waived if admitted) |

| Emergency Room
' Ambulance

$100 (waived if admitted)

» i i

Air , _ 90%(after deductible) | 90%(after deductible) | 80% (after deductible)
| Ground 90% (after deductible) 90% (after deductible)
[Ursant caradRsosmiann il maiia s |

 80% (after deductible)
80% (after deductible)

80% (after deductible)

| Urgent Care Facility $20 copay; deductible waived | 70% (after deductible) $20 (deductible waived) i 60% (after deductible)
Mental Health & Substance Abuse [ i Ten gl FRU DR V] B

Inpatient Care Tier 1- 80% 90% (after deductible)
Tier 2 - $500 copay - 80%

80% (after deductible) 60% (after deductible)

?70% after deductible; up to $1,000!
per day for non-emergency |

P —— e P i i oo QOTDISSIOTY e o BEMESR SO VI SR o s

Outpatient Care $25 copay (first 3 visits) - 80% (ded 50.00% 90% (after deductible) k 70% after deductible; $350 max | $20 (deductible waived)
waived for first three visits per visit |

Prescription Drug Benefits EEESnSa s 5 s s assie s enisen T s L A e et v s [aai e T S sl ]

[Rx Deductible - ESESEETaaTYOREe om0 I e DS AR
‘Generic . $5 copay/$20 copa $5 copay/$20 copa %10 _ $10+50% { e SIS 5 ST0EES0% G out |

 60% (after deductible) |

| Brand (Formulary/Preferred) _ $40 copa %30 _ $30+50% ) P e i B ORI i 0 G
|_Brand (Non-Formulary/Non-preferred) B " se0copay. i | ih e SRocopay s . (Y- S __ 550450%  ECECEIREERGAnRNe e $45+50%
| Number of Days Supply EET e e s0days | _30days b EEET R aabdlags e o] T R R0 daye o
Mail Order BN 000 [

Generic BRSSO D iR e T s i _Not covered | $10 ‘ Not covered

| Brand (Formulary/Preferred) . a0 o Notcovered $50 | Notcovered
___Brand (Non-Formulary/Non-preferred) [ D $100 | Notcovered | 890 | _ Notcovered |
___ Number of Days Supply for Mail Order (S aamiiReTan & R Ty s benns e 90 days é N/A i 90 days N/A
|Othiesservices and SupplissssiBa s easamnle =00 S Sani e e e L oo R e b )
Durable Medical Equipment 50% T o0 (after deductible) 70% (after deductible) | 80% (after deductible) __60% (after deductible)
HomeHealthCare [ R ey e R BT AT RV LI PR OO el 90% (100 visits/year) | 70%(100visits/year) | 80%(100visits/year) | 60% (100 visits/year)
Skilled Nursing or Extended Care Facility  RCOPARIMIEoC0 e e T T R B (T R RS T C MMM 0% (100 days/year) | 70% (100 days/year) _ 80%(100days/year) | 6
_60% (after d

| Hospice Care _ o . 100% 100% (deductible waived) 70% (after deductible) 100% (deductible waived) |
60% after ded.

Chiropractic Services

O 50% (20 visits/year I YT B 520 copay (30 visits/year) | 70% (30visits/year) | 80%after ded. (24 visits/year)
i {

. Acupuncture $20 copay (20 visits/year) 70% (20 visits/year) | 80% after ded. (12 visits/year) sits,
| Outpatient Rehabilitative Therapy ——_——_
| Physical, Occupational, and Speech ___90%(after deductible) | 70% (after deductible) | 80%after ded. (24 visits/year) | 60%after ded. (24 visits/year) |

CONFIDENTIAL: The information in this chart is intended for the exclusive use of the recipient in connection with the recipient’s review of this proposal. It is not
intended for any other purpose. The information described on this page is only intended to be a summary of your benefits. It does not include all benefit provisions,
limiations, exclusions, or qualifications for coverage. Please review your Summary Plan Descriprion (SPD) for a complete summary of vour benefits. If the information
on this page conflicts in any way with the SPD, the contract provisions of the appropriate policy or plan document (available through vour employer) will prevail.

Keenan & Associates
CA License # 0451271
Page 2 of 2
4/18/2017
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City of Desert Hot Springs [t ]

Rate Comparison
Effective July 1, 2017

PACE PACE
_ Anthem _Anthem
EPO $15 PPO $250

624.45 |

{
‘ 15503 |
11/820i53 550 i =

Employee + Family

L

Keenan & Associates
CA License # 0451271
Page 1 of 1
4/18/2017

CONFIDENTIAL: The information conrained in this chart is intended for the exclusive use of the recipient in connecrion with the recipient’s review of this proposal.
It is nort intended for any other purpose. The rates outlined are intended as a sample rate comparison only. Final rates may differ and are based upon actual enrollment,

plan design(s) selecred, and underwriting approval.
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City of Desert Hot Springs
Rate Comparison
Effective July 1, 2017

|__Employee-Only
| Employee + Spouse
;' ployee + Child(ren)

Keenan & Associates
CA License # 0451271
Page 1 of 1
4/18/2017

CONFIDENTIAL: The information contained in this chart is intended for the exclusive use of the recipient in connection with the recipient’s review of this proposal.
It is nor intended for any other purpose. The rates outlined are intended as a sample rate comparison only. Final rates may differ and are based upon actual enrollment,

plan design(s) selecred, and underwriting approval.



