Stop-Loss Coverage
Quote42811

The City of Haverhill is requesting quotations for stop-loss coverage for their health plan for the plan year July 2011 — June
2012. Quotes are requested for specific only stop loss insurance according to the deductible levels outlined in the Quote

Sheet.

Submission of Quotes

L.

(%)

Bidders shall use the Quote Sheet (Appendix A) attached to this document. Quote Sheets must be signed and dated
by the Bidder to be considered valid.

Quotes will be accepted via mail, fax or email at the City of Haverhill, City Hall, Robert J. DeFusco C.P.M,,
Purchasing Department, Room 105, 4 Summer Street, Haverhill, Massachusetts 01830 by 2:00 p.m., Tuesday, May
31,2011. Quotations should be marked “Stop Loss Insurance” All quotes will be considered confidential until a
contract or agreement has been established with the successful bidder.

Questions concerning this quote must be submitted in writing to: Robert J. DeFusco, email
rdefusco@cityothaverhill.com, before 2:00 p.m., Tuesday, May 14, 2011. Question may be delivered, mailed,
emailed or faxed. Written responses will be emailed to all Bidders on record as having picked up / downloaded the
quote.

Each bidder will submit two (2) copies of all required forms. All quotes must include a signed non-collusion and tax
compliance form, a reference listing and a completed quote sheet.

A bid must be signed as follow: 1) if the bidder is an individual, by her/him personally; 2) if the bidder is a
partnership, by the name of the parmership, followed by the signature of each general partner; and 3) if the bidder is
a corporation, by the authorized officer, whose signature must be attested to by the Clerk/Secretary of the
corporation and the corporate seal affixed.

Per Massachusetts General Laws, Chapter 30B, a contract for the procurement of insurance is exempt from the
public bid laws of the Commonwealth of Massachusetts. As such, the City of Haverhill, at its own discretion, will
select both the firm and level of insurance coverage that it believes, in its own opinion, offers the best all around
package for medical stop loss coverage, based on the following specifications, that the City of Haverhill is seeking to
obtain. Because this insurance coverage is exempt from the bidding laws, the City of Haverhill is free to negotiate
with whatever firms they so choose, in whatever manner they believe is best suited to the City of Haverhill’s needs.
If the City of Haverhill so chooses, the City of Haverhill may continue to solicit additional proposals beyond the
stated bid date listed herein.

Term & Conditions

1.

(V)

This program is contingent upon supplier responses to the quote as well as the availability of municipal funds,
All quotes must remain firm for ninety (90) days following the quote opening.

Proposer must respond to all questions and requests of this quote and submit all items, data, information and reports
requested.

Proposer must certify that a complete contract with no contingencies will be issued within 30 days of the acceptance
of the proposal or the City of Haverhill will have the option to re-award the contract to another bidder.
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5. Bidders will furnish five (5) municipal References (Appendix E) they have provided stop loss insurance coverage

within the past three (3) years.

Completed proposals must include:

a. Quote Sheet ~ Appendix A.
Policy Confirmation — Appendix C.
Certifications — Appendix D.
References — Appendix E
Policy Confirmation
Sample Policy

™o Ao o

Technical Requirements

I.

2.

L2

The City’s Underwriting Data is included in Appendix B.

Reinsurance policy must provide coverage over the City of Haverhill's health benefits plans administered by Bhue
Cross Blue Shield of Massachusetts and must have accepted Blue Cross Blue Shield as a third party administrator.

The proposal prices must be all-inclusive. That is, the Quote must include costs of reinsuring as required; claims
tracking, filing, and reporting; broker commissions; taxes; and any other costs which may accrue to proposer or
carrier as a result of this reinsurance contract, should it be awarded.

The reinsurance company must be rated (A-) or better by A.M. Best and be an admitted carrier in Massachusetts.
Proposer must have the independent capabilities to electronically track and file all claims associated with the
reinsurance contract. The City of Haverhill or its representatives may conduct an on site visit to confirm these

capabilities.

The reinsurance carrier must include as covered expenses all actual claim charges paid by the self-insured plans, as
specified in the plan document.
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Appendix A

Quote Sheet
Quote42811
Specific Reinsurance
Reinsurance Carrier Name and Address:
Broker’s Name and Address:
Carriers current A.M. Best Rating:
Broker’s Commission
Specific Level Claims Claims Paid In Monthly Monthly Family
Incurred Individual Rate Rate
$175,000 12 24
$260,000 12 24
$250,000 12 24

Maximum Liability per Covered Individual: $2,000,000

Company

Address

Authorized Signature

Printed Name of Company Official

Title of Company Official

Phone number

E-Mail

Date:

(V8
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Appendix B
Underwriting Data
Quote042811

SELF-FUNDED PL.ANS

I ENROLIMENT INFORMATION:

Plan Subscribers
Individual Family
1. Blue Care Elect 122 53
2. HMO Blue 617 898

. IN-FORCE SPECIFIC REINSURANCE COVERAGE

Level: $175,000
Term: Incurred Months: 12 Paid Months: 24
Monthly Rates: Individual: $14.47 Family: $32.78

Carrier: Sun Life
Maximum Liability: $2,000,000

Lasers: One claimant (11/11/90) at $350,000

II1.  Please refer to the following attachments as needed:

a) Haverhill Census 2012 SL 2612Census.pdf

b) Hverhill High Claims 2012 SL High Claims.pdf

¢) Large Loss Diagnostic Detail Available on Request

d) Summary of Benefits SL Summary of Benefits.pdf
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Appendix C
Policy Confirmation
Quote(42811

Requirement

Yes

The policy covers dependents as well as the subscribers who are covered
under the plan.

There are no exclusions for those plan members who are not actively at
work.

There are no pre-existing condition exclusions

There are no waiting periods other than those that may be provided in
the Plan.

Mental and nervous services are covered at the levels mandated by the
Commonwealth of Massachusetts.

Prescription drugs are covered in accordance with the Plan Document.

The policy covers retirees properly enrolled in the plan according to the

Plan Document.

Any individual who will have a different deductible (laser) will be
clearly identified.

The undersigned confirms the policy complies with the above requirements.

Company

Address

Signature of Company Official

Printed Name of Company Official

Title of Company Official

Phone number

E-Mail

Date:
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Appendix D
Certifications
Quote042811

Certificate of Non-Collusion

The undersigned certifies under penalties of perjury that this bid or proposal has been made and submitted in
good faith and without collusion or fraud with any other person. As used in this certification, the word "person”
shall mean any natural person, business, partnership, corporation, union, committee club, or other organization,

entity or group or individuals.

Signature of individual submitting bid or proposal

Name of Business

Tax Compliance Certificate

Pursuant to M.G.L. Chapter 62C, Sec. 49A, I certify under the penalties of perjury that, to the best of my
knowledge and belief, I am in compliance with all laws of the Commonwealth relating to taxes, reporting of
employees and contractors, and withholding and remitting child support.

Signature of individual submitting bid or proposal

Name of Business
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Appendix E
References
Quoted42811

Furnish five (5) municipal references who will attest to your ability to provided stop loss insurance coverage
within the past three (3) years.

Community Contact Address Phone Number
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Message Page 1 of' 1

Robert DeFusco

From: Mary Carrington [mcarrington@cityofhaverhill.com]
Sent:  Tuesday, April 19, 2011 2:10 PM

To: '‘Robert DeFusco'

Subject: FW: census and large loss

Hi Bob,
See below!

Mary

Mary Carrington, HR Director »
City of Haverhill » Human Resources Department *

4 Summer Streef Room 306 « Havernill, MA 01830

Main # 978.374.2357 = Fax # 978.374.2343

www.cihaverhil.ma.us/departments/hr/index.htm » mcarringion@cityofhaverhill.com
-----Original Message--—--

From: Chakmakian, Tanya [mailto:Tanya.Chakmakian@bcbsma.com]

Sent: Tuesday, April 19, 2011 1:53 PM

To: Mary Carrington

Subject: census and large loss

Hi Mary —

| got your message and have requested both reports for you. The census is quick and the large loss
takes about one week. e

I'll send them both to you as soon as | receive them back from our reporting area.

Tanya Chakmakian | Account Executive| Blue Cross Blue Shield of MA
401Park Drive | Boston, MA 02215 | B: 617.246.5742 | 2:617.246.4647| /&
www.bluecrossma.com

This message is a PRIVATE communication. If you are not the intended recipier
please do not read, copy or use it and do not disclose it to others. Please r
the sender of the delivery error by replying to this message and then delete f
your system. Thank you.

4/19/2011













Your Medical Benefits (continued) -

Inpatient Care (inciuding maternity care)

General or chronic disease hospital care (as many days as medically necessary) Mathing
Rehabilitation hospital care {up to 80 days per calendar year) Nothing
Skilled nursing facility care (up to 100 days per calendr year) Nathing
Prescription Drug Benefits
At designated retail pharmacies $10 for Tier 1
{up to a 30-day formulary supply for each prescription or refil}) $20 for Tier 2
$35 for Tier 3
Through the designated mail service pharmacy $10 for Tier 1
{up to a 90-day formulary supply for each prescription or refilf) $20 for Tier 2
$35 for Tier 3

Healthy Blue Programs

At Blue Cross Blue Shield of Massachusetts we offer you Healthy Blue, a group of programs, discounts and savings,
resources, and tools to help you get the most you can from your health care plan. Calf us at 1-800-782-3675 to receive

our Healthy Biue booklet, which outlines these special programs.

LranG HEALTHY Babies®

No charge

A Fitness Benefit toward membarship at a health club (see your benefit description for details)

$150 per year, per
individual/family

Reimburserment for a Blue Cross Blue Shield of Massachusetts designated weeight loss program

$7150 per year, per
individual/family

Living Healthy™ Vision—discounts on eyewear (frames, lenses, supplies, and faser vision correction surgery) Discount varies
Discounts on safety helmets and home safety items Discount varies

Biue Care® Line to answer your health care questions 24 hours a day—call 1-888-247-BLUE (2583) No charge

Living Healthy™ Naturally—discounts on different types of complementary and alternative medicine services Up to a 30% discount
such as acupuncture, massage therapy, nutritional counseling, personal training, Pilates, tai chi, and yoga

Visit wawvw.AHealthyMe.com for an around-the-clock healthy approach to fitness, family, and fun No charge

Questions? Call 1-800-782-3675.

For questions about Blue Cross Blue Shield of Massachusetrs, visit the website at www.bluecrossma.com.

Limitations and Exclusions. These pages summarize the benefits of your health care plan. Your benefit descriprion and riders define the full terms and
conditions in greater detail. Should any questions arise concerning benefits, the benefit description and riders will govern. Some of the services not covered are:
chiropractic services; cosmetic surgery; custodial care; hearing aids; most dental care; and any services covered by workers’ compensation. For a complete list of

limirations and exctusions, refer to your benefit descriprion and riders.

Please note: Blue Cross and Blue Shield of Massachuseus, Inc., administers claims paymeat only and does not assume financial risk for claims.

® Registered Marks of the Bie Cross 3nd Blue Shicld Association. ' Registerad Marks of Blue Cross and Biue Shield
of Massachusetis, Irc.. and Blue Cross and Biue Shield of Massachuseits HMG Bive, Inc. ™ Trademark of 8lue Cross
Bhre Shicid of Massschusclts. © 2008 Biue Cross and Blue Shiald of Massachuseds, inc. Printed at Blue Cross and

Biue Shieid of Massachusetts, Ing. .
’ 839228 {5/08) 7.5C J




BhueCross
BhieShield

Blue Care” Elect Preferred (PPQ

Summary of Benefits

City of Haverhill

This health plan meets Minimum Creditable Coverage Standards for Massachusetts residents that will be
effective January 1, 2009, as part of the Massachusetts Health Care Reform Law.

An Asseciation of independent Blue Cross and 3iue Shield Plans




Your Choice

When You Choose Preferred Providers.

You receive the highest level of benefits under your health
care plan when you obtain covered services from preferred
providers. These are called your “in-nerwork” benefits.

You can also obtain covered services from non-preferred
providers, but your out-of-pocket costs are higher. These are
called your “out-of-network™ benefits.

Generally, you have full coverage for most hospiral, physician,
and other provider covered services. And, for some outpatient
services, you pay a $10 copayment for each visic.

Please note: If a preferred provider refers you to another
provider for covered services (such as a lab or specialist), make
sure the provider is a preferred provider in order to receive
benefits at the in-network level. If the provider you use is not
a preferred provider, you're still covered, but your benefies will
be covered at the out-of-network level, even if the preferred
provider refers you.

How to Find a Preferred Provider.
There are several ways to find a preferred provider:
Look up a provider in the preferred provider directory. If you

need a copy of your provider directory, call Member Service
at the number on your 1D card.

Visic the Blue Cross Blue Shield of Massachusetts website
at www.blzecrossma.com for Massachusetts providers.

®

Visit the BlueCard® Provider Finder website at
www.bchs.com/healthtravel/finder.html,

s Call the BlueCard Program at 1-800-810-BLUE (2583),

24 hours a day, seven days a week.

When You Choose Non-Preferred Providers.

You must pay a calendarvyear deductible for most
out-of-network covered services. The calendar-year deductible
begins on January 1 and ends on December 31 of each year.
The deductible is $250 for each member (or $500 per family).
After you have met your deductible, you pay 20 percent
co-insurance for most out-of-network covered services. When
the money you pay for the 20 percent co-insurance equals
$1,000 for 2 member in a calendar vear {or $2,000 per family),
benefits for that member (or that family) will be provided in full
for those covered services, based on the allowed chaige, for the
rest of that calendar year.

Emergency Room Services.

In an emergency, such as a suspected heart attack, stroke, or
poisoning, you should go directly to the nearest medical facility
or call 911 (or the local emergeney phone number). You paya
$25 copayment per visit for in-network or out-of-network
emergency room services. This copayment is waived if you are
admitted to the hospital or for an observation stay. There is no
deductible for these services.

Utilization Review Requirements.

You must follow the requirements of Utilization Review,
which are Pre-Admission Review, Concurrent Review and
Discharge Planning, Prier Approval for Home Health Care,
and Individual Case Management. Information concerning
Utilization Review is detailed in your benefit description.

If you need non-emergency or non-maternity hospitalization,
you of someone on your behalf must call the number on your
1D card for pre-approval. If you do not notify Blue Cross
Blue Shicld and receive pre-approval, your benefits may be
reduced or denied.

Dependent Benefits.

Your plan covers your unmarried dependent children until age
19, or full-time students until age 25. Student coverage ends
when the student turns 25, marries, or on November 1 following
the date the student discontinues full-time classes or graduates,
whichever comes first.




Your Medical Benefits

Calendar-year deductible None $250 per member
$500 per family
Calendar-year co-insurance maximum None $1.000 per member

OCutpatient Care

Emergency room visits

$25 per visit
{waived if agmitted or
for observation stay)

$2,000 per family

$25 per visit. no ceductible
{waived I admitted or
for observation stay)

Allergy injections $710 per visit 20% co-insurance
Clinic visits; physicians, podiatrists, and chirepractors’ office visits 310 per visit 20% co-insurance
Routine check-ups, including related tests, according o $10 per visit 20% co-insurance

age-based schedule as follows:

» 10 visits during the first year of life

» Three visits during the second year of life
- One viskt per calendar year from age 2

(no cost for routing tests)

Routine GYN exams, including related lab tests 310 per visit 20% co-insurance
(one per calendar year) (no cost for routine tests)

Routine hearing exams $10 per visit 20% co-insurance
Routine vision exams {one every 24 months) $10 per visit 20% co-insurance
Family planning services-office visits - $10 per visit 20% co-insurance
Short-term rehabilitation therapy—physical and accupational $10 per visit 20% co-insurance
{up ta 100 visits per calendar year”)

Speech, hearing, and language disorder treatment—speech therapy | $70 per visit 20% co-insurance
Diagnostic X-rays, lab tests, and other tests Nothing 20% co-insurance
Oxygen and equipment for its administration Nothing 20% co-insurance
Prosthetic devices and repairs Nothing 20% co-insurance
Home health care, including hospice services Nothing 20% co-insurance
Durable medical equipment and repairs—such as wheelchairs, Nothing 20% co-insurance
crutches, hospital beds

Surgery and related anesthesia

- Office setting $10 per visit 20% co-insurance
- Ambutatory surgical facility, hospital, or surgical day care unit Nothing 20% co-insurance
Inpatient Care {including maternity care)

General or chronic disease hospital care Nothing 20% co-insurance
(as many days as medically necessary)

Rehabilitation hospital care {up to 80 days per calendar year) Nothing 20% co-insurance
Skilied nursing facility care (up to 100 days per calendar year) Nothing 20% co-insurance

®  No visit limit applies when short-term rehabilitation therapy is furnished as part of covered home health care.




Your Medical Benefits (continued)

» Mntal Health and Substance Abuse Treatment

Biclogicaily based conditions®
Inpatient admissions in a general or mental hosgital Nothing 20% co-insurance

Qutpatient visits $10 per visit 20% co-insurance

Non-biologically based mental conditions
(inchudes drug addiction and alcoholism}

Inpatient admissions in a general hospital Nothing 20% co-insurance
Inpatient admissions in a mental hospital or substance abuse Nothing 20% co-insurance
reatment facility (up to 80 days per calendar year)

Qutpatient visits {up to 24 visits per calendar year) $10 per visit . 20% co-insurance

Alcoholism treatment
(in addition to non-biologically based mental conditions)

Inpatient admissions in a generat hospital Nothing 20% co-inswrance
Inpatient admissions in a substance abuse treatment facility Nothing 20% co-insurance
{up to 30 days per calendar year)
Qutpatient visits {up to B visits per calendar year*'} $10 per visit 20% co-insurance
Prescription Drug Benefits
At designated retall pharmacies $10 for Tier 1 Not Covered
{up to a 30-day formulary supply for each prescription or refill) $20 for Tier 2

$35 for Tier 3
Through the designated mail service pharmacy $10 for Tier 1 Not Covered
{up 102 90-day formulary supply for each prescription or refilf) $20 for Tier 2

$35 for Tier 3

* Treatment for rape-related mentat or emotional disorders and treatment for children under age 19 are covered 1o the same extent as biologicalty based conditions.

Healthy Blue Programs

At Blue Cross Blue Shield of Massachusetts we offer you Healthy Blue, a group of programs, discounts and savings, resources, and
ools to help you ger the most you can from your health care plan. Call us at 1-800-782-3675 to receive our Healthy Biue bookler,

which outlines these special programs.

LiviNG HeaLTHY Babies” : No charge

A Fitness Benefit toward membership at a health club (see your benefit description for details) $150 per year, per individual/family
Reimbursement for a Blue Cross Blue Shield of Massachusetts designated weight loss program $150 per year, per individual/family
Living Healthy” Vision—discounts on eyewear {frames, lenses, supplies. and laser vision correction surgery) | Discount varies

Discounts on safety helmets and home safety items Discount varies

Blue Care” Line to answer your health care questions 24 hours a day—call 1-888-247-BLUE (2583) No charge

Living Healthy™ Natwrally—discounts on different types of complementary and alternative medicine services | Up to a 30% discount
such as acupunciure, massage therapy, nutritional counseling, personal training, Pilates, tai chi, and yoga

Visit www.AHealthyMe.com for an around-the-clock heaithy approach to fitness, family, and fun No charge

Questions? Call 1-800-782-3675.

For questions about Blue Cross Blue Shield of Massachusetts, visit the website at www.blueerossma.com.

Limitations and Exclusions. These pages summarize the benefits of your health care plan. The bencfir descriptions and ridets define the full terms and
conditions in greater detail. Should any questions arise concerning benefits, the benefit descriptions and riders will govern. Some of the services not covered ase:
cosmetic surgery; custodial case; hearing aids; most dental care; and any services covered by workers” compensation. For a complete list of limitarions and exclusions,
refer 1o your benefit descriptions and riders. Please note: Blue Cross and Blue Shield of Massachuscts, Inc. administer s claims paymenr onty and does not
assume financial risk for claims.

& Registered Marks of the Blue Cross and Blue Shiekt Association. %7 Registered biarks of Blue Cross and Blue Shield of Massachusens, Inc., and Blue Cross and
Biuc Shieid of Massachuseits HMO Biue, Inc. © 2008 Blue Cross and Biue Shicld of Massachuseuts. kic. Printed al Blue Cross and Blue Shield of Massachusatts, Inc.
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Network Blue New England

Summary of Benefits

City of Haverhill

This health plan meets Minimum Creditable Coverage Standards
for Massachusetts residents that will be effective January 1, 2008,
as part of the Massachusetts Health Care Reform Law.

An Assoclation of independent Biue Cross and Blue Shield Plans




Your Care

Your Primary Care Physician.

When you join HMO Blue New England, you must choose a
primary care physician (PCP) for you and each member of your
family from any New England state. There are several ways 1o
find a PCP: visit the Blue Cross Blue Shield of Massachusetts
website at www.bluecrossma.com; consult the A4/0 Blue
New Lngland Provedlr Divecrory, or call our Physician Selection
Service at 1-800-821-1388. If you have trouble choosing a
doctor, the Physician Selection Service can help. We can tell you
whether a doctor is male or female, the medical school(s} ke or
she attended, and if any languages other than English are
spoken in the office. '

Referrals You Can Feel Better About.

Your PCP is the first person you call when you need routine

or sick care (see Emergency Care—Wherever Yon Are for emergency
care services). If you and your PCP decide thar you need to see
a specialist for covered services, your PCP will refer you to an
appropriate network specialist. The specialist will usually be
cne your PCP knows, probably someone affiliated with your
PCP’s hospiral or medical group. Your physician may also work
with Blue Cross Blue Shield concerning the Utilization Review
Requirements, which are Pre-Admission Review, Concurrent
Review and Discharge Planning, Prior Approval for Certain
Qurpatient Services, and Individual Case Management.
Information concerning Utilization Review is detailed in your
benefit description.

Emergency Care-Wherever You Are.

In an emergency, such as a suspected heart atrack, stroke, or
poisoning, vou should go directly to the nearest medical facility
or call 911 {or the local emergency phone number). There

is a $25 copayment per visit for emergency room services. This
copayment is waived if you're admitted to the hospital or for an

observation stay.

Service Area.

The plan’s service area includes all cities and towns in the
Commonwealth of Massachusetts, State of Rhode Island, State
of Vermont, State of Connecticut, State of New Hampshise,
and State of Maine. Please see your benefit description for

a complete definition of the service area.

When Outside the Service Area.

If you're traveling outside the service area and you need urgent
or emergency care, go to the nearest appropriate health care
facility. You are covered for the urgent or emergency care visit
and one follow-up visit while outside the service area. Any
additional follow-up care must be arranged by your PCP. Please

" see your benefit description for more information.

Dependent and Student Benefits,

Your health care plan covers your unmarried dependent children
until age 19, or full-ume students undl age 26. Student coverage
ends when the student turns 26, or marries, or on November 1
following the date the student discontinues full-time classes

or graduates, whichever comes first.




Your Medical Benefits |

Qutpatient Care

Emergency room visits $25 per visit )
(waived if admitted or for observation stay)

Well-child care visits $5 per visit (no cost for immunizations
and routine tests)

Routine aduit physicat exams, including related tests $5 per visit (no cost for routine tests)

Routine GYN exams, including related lab tests (one per calendar year) $5 per visit {no cost for routine tests)

Routine hearing exams $5 per visit

Routine vision exams (one per calendar year) $5 per visit

Family planning services—office visits : $5 per visit

Preventive dental care for children under age 12 {one visit each six months) Nothing

Office visits $5 per visit

Short-term rehabilitation therapy—physical and occupational $5 per visit

{up to 60 visits per calendar year’}

Speech, hearing, and language disorder treatment—speech therapy $5 per visit

Allergy injections only Nothing

Diagnostic X-rays, lab tests, and other tests Nothing

Home health care, including hospice services Nothing

Oxygen and equipment for its administration Nothing

Prosthetic devices and repairs Nothing

Durable medical equipment and repairs—such as wheelchairs, crutches, hospital beds Alf charges beyond the calendar-year

(up to $1,500 per calendar year™} benefit maximum

Surgery and related anesthesia

= Office setting Nothing

- Ambulatory surgical facility, hospital, or surgical day care unit Nothing

Inpatient Care {including maternity care)

General or chronic disease hospital care (as many days as medically necessary) Nothing

Rehabilitation hospital care (up to 50 days per calendar year) Nothing

Skitled nursing facility care {up to 100 days per calendar year) Nothing

Prescription Drug Benefits

At designated retail pharmacies ; $10 for Tier 1

(up to a 30-day formulary supply for each prescription or refill) $20 for Tier 2
$35 for Tier 3

Through the designated mait service pharmacy $10 for Tier 1

{up to a 90-day formulary supply for each prescription or refilf) $20 for Tier 2
$35 for Tier 3

* No visit limi applies when short-term rehabilitation therapy is furnished as part of covered home health care.
* No dotfiar limit applies when durable medical equipment is furnished as part of covered home dialysis, home health care, or hospice services.




Your Medical Benefits (continued)

Mental Health and Substance Abuse Treatiment

Biologically based conditions”
inpatient admissions in a general hospital or mental hospital Nothing

Outpatient visits $5 per visit

Non-biologically based mental conditions
{includes drug addiction and alcoholism)
Inpatient admissions in a general hospital Nothing

Inpatient admissions in @ mental hospital or substance abuse Nothing
treatment facility {up to 60 days per calendar year)

Qutpatient visits {up to 24 visits per calendar year) $5 per visit

Alcohofism treatment
{in addition to non-biologically based mental conditions}

Inpatient admissions in a general hospital Nothing
Inpatient admissions in a substance abuse treatment Facility Nothing
{up to 30 days per calendar year)

Qutpatient visits {up to 8 visits per calendar year) $5 per visit

Treatment for rape-related mentat or emotional disorders and treatment for children under age 19 are covered to the same extent as biclogically basad conditions,

Healthy Blue Programs

At Blue Cross Blue Shield of Massachusetts we offer you Healthy Blue, a group of programs, discounts and savings, resources,
and tools to help you get the most you can from your health care plan. Gall us at 1-800-782-3675 1o receive our Healthy Blue

booklet, which outlines these special programs.

LivinGg HealTHY Babies® No charge
A Fitness Benefit toward membership at a health club {see your benefit description for details} $150 per year, per individual/family
Reimbursement for a Blue Cross Blue Shield of Massachusetts designated weight loss program $150 per year, per individual/family

Living Healthy™ Vision—discounts on eyewear (frames, lenses, supplies, and laser vision correction surgery} Discount varies

Discounts on safety helmets and home safety items : Discount varies

Living Healthy® Naturaily—discounts on different types of complementary and alternative medicine services Up to a 30% discount
such as acupuncture, massage therapy, nutritional counseling, persenal training, Pilates, tai chi. and yoga

Biue Care® Line to answer your health care questions 24 hours a day—call 1-888-247-BLUE (2583} No charge
Visit www. AHealthyMe.com for an around-the-clock healthy approach to fitness, family, and fun No charge

Questions? Call 1-800-782-3675.

For questions about Blue Cross Blue Shield of Massachusetts, visit the website at www.bluecrossma.com.

Limitations and Exclusions. These pages summarize the benefits of your health care plan. Your benefit description and riders define the full rerms and
conditions in greater derail. Should any questions wise concerning benefits, the benefit description and riders will govern. Some of the services nat covered are:
chiropractie services; cosmetic surgery; custodial care; hearing aids; most dental care; and uny services covered by workers” compensarion. For a complete list of
limirations and exclustons, refor to your benefic description and riders. Please note: Blue Cross and Biue Shield of Massachusens, Inc., administers claims payment

only and does not assume financial risk for claims.

& Registered Marikes of the Blue Cross and Blue Shield Asseciation, & Regisiered Marks of Blue Cross and Blue Shiekd of
Mzssechusetts, Inc. and Blue Ciess andd Blue Shicld of Massachusaits HMO 8Blue, inc, ® 2008 Biue Cross and 8luc Shield

of Massachusens, Inc. Printed at Blue Cross and Blue Shield of Massachusells, fnc. i -
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