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Introduction

The City of Parma is a well respected community located just outside Cleveland,
Ohio. City Hall resides in the heart of Parma with several safety, service and
community facilities throughout the City.

Background

The City of Parma has maintained a partially self-insured contract over the past
several years. The group currently uses Medical Mutual of Ohio as their
administrator, re-insurer and network for medical and dental benefits and Medco
Health for prescription drug benefits. In addition, Kaiser is offered as an option
for medical benefits. The group currently offers several options with hourly and
salaried employees enjoying different plan designs based on departments and
hire dates.

Obijectives
The City of Parma’s goal is to enhance the health status of their employees and
families by providing quality benefits. The medical program should promote and
support the best of traditional medical practices. In addition, the program should
be easy to understand, address the diverse needs of the workforce and be
affordable to all.
Specifically, the City of Parma's goals for their medical plan include:

¢ Encouraging wellness through the use of preventive care.

¢ Providing choice and flexibility for a diverse workforce in diverse business
units.

« Designing a medical plan that is simple for employees to understand and
use.

« Encouraging use of local providers and facilities.
¢ Maintaining the trust between patients and providers of care.
e Partnering with a managed care organization that can help manage the

health of the employees and dependents today, and will work with the City
to develop innovative new approaches to health care delivery in the future.



Objectives (Cont.)

Securing the most favorable financial arrangement possible. While
administrative fees and stop loss premiums should be competitive, the
City is also interested in achieving favorable network financial discounts

for its employees.

Key Selection Criteria

The successful vendor will be expected to meet the City of Parma's objectives
(stated previously) and provide the following:

-]

Smooth administration of the proposed plan design, including pharmacy
benefit management.

Exceptional reporting capabilities including the ability to track and report
utilization and cost data by each location.

Competitive pricing based on group demographics and negotiated
discounts.

Superior customer service to the City of Parma and superior member
service to employees.

Internet (Web) based administration, ailowing real time plan sponsor
access to additions, deletions, status changes and claim information
retrieval.

Disease Management intervention and comprehensive weliness
programs.

All guestions concerning the bid specifications and the information contained in
this document should be directed to the following:

Michael S. McGrath

The Fedeli Group

Crown Centre Building
5005 Rockside Road

Fifth Floor, Suite #500
Independence, OH 44131
(216) 328-8080
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Due Date; 09/156/07

Producer:

Request for Proposal
The Fedeli Group

Crown Centre — Fifth Floor

P.O. Box 318003

Cleveland, Ohio 44131-8003

Harry Brownfield

Today's Date: 8/23/07

Phone: (216) 328-8080 Fax: (216) 328-8081

All Proposals to show The Fedeli Group as Presenter

Client Name:

City of Parma

Client Address:

6611 Ridge Road
Parma, OH 44129

County: Cuyahoga
SIC Code:
Business Pursuit; Municipality

Current Carrier:
Current Benefits Design:

Current Rates:

Single
Family

Medical Mutual
{See Attached)

Medical Mutual
See Attached

Please quote both Fully Insured & Self Funded

# Fuli Time Employees:
# Employees Participating:
Employee Contribution %:

Per Union Contract — 10% on Average

Effective Date Requested:

1/1/08

Coverages Requested:

X Medical X Rx X Dental® X Vision®

*Quote with Medical and separafe from Medical

Medical Plan to be Quoted:
Flan 1:

Plan 2:

Duplicate the current plans.

Duplicate current; however, replace Medical Plan #7 with
the attached Core & Buy-Up dual option

Funding Options:
Option 1:

Option 2:

Option 3:

Commission:

Fully-insured

Self-Funded

$150,000 Specific (Medical & Rx)

12115 Contract

125% Aggregate Corridor (Medical & Rx)

Self-Funded

$200,000 Specific {Medical &Rx)

12/15 Contract

125% Aggregate Corridor (Medical & Rx)

2% of Fully insured Equivalent




Buy Up Plan

In Network Non Network
Deductible $0 $ 100/200
Coinsurance 100% 80%
Out of Pocket Max N/A $3,000/$6,000
Office Visits $15.00 copay then 100% Deductible, 80%
Emergency Room $75.00 $75.00
Urgent Care $35.00 Deductible, 80%
PT/OT $10copay Deductible, 80%

Must have Medical Review after 10 visiis

Add Routine Colonoscopy, Endoscopy, Sigmoidoscopy and PSA

Prescription Drug

Retail: $10/$20/$30
Mail Order $20/$40/360

Core Plan
In Network Non Network
Deductible $350/8700 $700/$1,400
Coinsurance 90% 70%
Out of Pocket Max $1,300/$2,600 $2,600/$5,200
Office Visits Deductible then 90% Deduct, 70%
Emergency Room $100.00 $100.00
Urgent Care $35.00 Deduct, 70%
PT/OT Deductible then 90% Deduct, 70%

Must have Medical Review afier 10 visits

Add Routine Colonoscopy, Endoscopy, Sigmoidoscopy and PSA

Prescription Drug

Retail: $10/$20/$30
Mail Order $20/$40/$60




Due Date: 08/15/07

Producer: Harry Brownfield

Request for Proposal
The Fedeli Group

Crown Centre — Fifth Floor

P.O. Box 318003

Cleveland, Ohio 44131-8003
Today’s Date: 8/23/07

Phone: (216) 328-8080  Fax: (216) 328-8081

All Proposals to show The Fedeli Group as Presenter

Client Name:

City of Parma

Client Address:

6611 Ridge Road
Parma, OH 44129

County: Cuyahoga

SIC Code:

Business Pursuit: Municipality
Current Carrier: Medical Mutual
Current Benefits Design: {See Attached)
Current Rates: See Atltached

# Full Time Employees:

# Employees Participating:

Employee Contribution %:

Per Union Contract — 10% on Average

Effective Date Requested.

1/1/08

Coverages Requested;

X Rx

Rx Plan te be Quoted:
Current

Option

Duplicate the current plans.

In addition to the current plans please quote additional
option of. Retail: $10/$20/$30 and MOD: 20/$40/$60

Funding Options:
Option 1:

Qpticn 2:

Commission:

Fully-Insured
Self-Funded/ASO

2% of Fully Insured Equivalent




Request for Proposal
The Fedeli Group
Crown Centre — Fifth Floor
P.0O. Box 318003
Cleveland, Ohio 44131-8003
Today's Date: 8/23/07

Due Date: 08/15/07
Producer: Harry Brownfield Phone: {216) 328-8080 Fax: (216) 328-8081

All Proposals to show The Fedeli Group as Presenter

Client Name: City of Parma

Client Address: 6611 Ridge Raoad
Parma, OH 44129

County: Cuyahoga

SIC Code:

Business Pursuit: Municipality

Current Carrier: Medical Mutual

Current Benefits Design: (See Attached)

Current Rates:
Administration | $2.03
Note: Dental is not covered under stop loss.

# Full Time Employees:

# Employees Participating:

Employee Contribution %: Fer Union Contract — 10% on Average
Effective Date Requesled: 1/1/08

Coverages Requested: X Dental

Dental Plan to be Quoted:
Plan 1: Duplicate the current plans.

Eunding Options:
Option 1: Fully-Insured

Option 2: Self-Funded/ASO

Commission: 2% of Fully Insured Equivalent




Request for Proposal
The Fedeli Group
Crown Gentre — Fifth Floor
P.O. Box 318003
Cleveland, Ohio 44131-8003
Today's Date: 8/22/07

Due Date:  09/15/07
Producer:  Harry Brownfield Phone: (216) 328-8080 Fax: (216) 328-8081

All Proposals to show The Fedeli Group as Presenter

Client Name: City of Parma
Client Address: 6611 Ridge Road
Parma, OH 44129
County: Cuyahoga
SIC Code:
Business Pursuit; Municipality
Current Carrier: Union Eye Care
Current Benefits Design: (See Attached)
Rates: Current Renewal
Administration $4.07 $4.90
Stop Loss $14.31 $15.68
# Full Time Employees:
# Employees Participating:
Employee Contribution %.: Per Union Contract — 10% on Average
Effective Date Requested: 1/1/08
Coverages Requested: X Vision

Rx Plan to be Quoted:
Plan 1: Duplicate the current plan.

Funding Options:
Option 1: Fully-Insured

Commission: Net of commission

Notes:

Quioting carriers will need to co-exist with Union Eye Gare as union-negotiated contracts
dictate that the union plans can not switch to another carrier for the following Sections: 105,
106, 115, 116, 121, 122, 305, 306, 315, 316, 321, 322 (approximately 100 employees).
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CITY OF PARMA - STRUCTURE TRANSITION AS OF 8/1/07

DESCRIPTION SECTION BENEFIT DESCRIFTION
Fire 103 SMP, RX, SuperDental Medical Oplion 7 & Rx Oplion 5
Fica 104 SMP, RX, Direct Reimbursemeant Dental Medical Option 7 & Rx Option 5
Service 105 SMP, RX, SuperDenta! Medical & Rx Option 1
Service 106 SMP, RX, Direct Reimbursemen! Dental Medical & Rx Option 1
Service Supervisors 115 SMP, RX, SuperDental Medical & Rx Oplion 1
Service Supervisors 118 SR, RX, Direct Reimbursemen! Dental Medical & Rx Oplion 1
Record Room 121 SMP, RX, SuperDenta! Medical & Rx Oplion 1
Record Room 122 SMP, RX, Direct Reimbursement Denilal Medical & Rx Option 1
Public Cfficial - New Benefits 125 SMP, RX, SuperDental Madical & Rx Option 1
Public Official - New Benefils 126 SMP, RX, Direct Refmbursement Denlal Meadical & Rx Option 1
Public Official - Old Benefils 127 SMP, RX, SuperDental Medical & Rx Oplion 2
Public Official - Old Benefils 128 SMP, RX, Direct Reimbursement Dental Medical & Rx Oplion 2
Retirees with FT Sludents 132 SMP, RX Medical & Rx Option: 1
Old Relirees 133 Cost Logic (SuperDental) Manual
Old Relirees 134 MMO (Direct Reimbursement Dental} Manual
Retirees SuperDantal 137 SuperDental
Retirees Direct Reimbursemen 138 Direct Reimbursemant Dental
Cobra 140 SMP, RX Madical & Rx Option 1
Cobra 141 SMFP, RX, SuperDental Medical & Rx Option 1
Cobra 142 SMP, RX, Direct Retmbursement Dental Madical & Rx Option 1
Kaiser - Cobra 143 SuperDental
Kaiser - Cobra 144 Direct Reimbussemeni Dental
Kaiser 145 SuperDental
Kaiser 146 Direct Reimbursemeni Dental
Priscners 200 SMP, RX
Sarvice 305 Traditional, RX, SuperDentat Medicai 3 - Rx Option 4
Sarvice 306 Traditional, RX, Direct Reimbursement Dental Medicai 3 - Rx Option 4
Service Superviscrs 315 SMP, RX, SuperDenlal Medical & Rx Option 4
Service Supervisors 316 SMP, RX, Direct Reimbursement Dental Medical & Rx Oplion 4
Record Room 32 SMP, RX, SuperDental Medical & Rx Option 4
Record Room 322 SMP, RX, Direct Reimbursemant Dantal Medical & Rx Option 4
Cobra 340 SMP, RX Medical & Rx Option 4
Cobra 341 SMP, RX, SuperDenlal Medical & Rx Option 4
Cobra 342 SMP, RX, Direct Reimbursemant Dental Medical & Rx Option 4
COBRA 351 SMP, RX, SuperDental Medical Option 7 & Rx Option &
COBRA 352 SMP, Rx, Trad Dental Medical Option 7 & Rx Oplion 5
COBRA 353 SMP, Rx ONLY Medical Oplion 7 & Rx Option 5
Schedule A 401 SMP, RX, SupesDental Medical Oplion 7 & Rx Optlion &
Schedule A 402 SMP, RX, Diract Reimbursement Dental Medical Oplion 7 & Rx Option 5
Police 501 SMP, RX, SuperDental Medical Option 7 & Rx Qption &
Police 502 SMP, RX, Direct Reimbursement Dental Medical Opliors 7 & Rx Option 5
Dispalcher 503 SMP, RX, SuperDental Medical Oplion 7 & Rx Optlion 5
Dispalcher 504 SMP, RX, Direct Reimbursemeni Denial Medical Optior: 7 & Rx Option §
Police Supervisors 505 SMP, RX, SuperDental Medical Option 7 & Rx Option 5
Paolice Supervisors 506 SMP, RX, Direcl Reimbursemend Denial Medical Option 7 & Rx Option 5
Correction Officers 507 SMP, RX, SuperDental Medical Option: 7 & Rx Option 5
Correction Officers 508 SMP, RX, Direct Reimbursement Dental Medicat Option 7 & Rx Qption 5
Schedule A Court 508 SMP Rx, SuperDeantel Medicai Option 7 & Rx Option §
Schedule A Court 510 SMP, RX, Direct Reimbursement Dental Medicai Option 7 & Rx Oplion 5
AFSCME 511 SMP, RX, SuperDental iMedicat Option 7 & Rx Option §
AFSCME 512 SMP, RX, Direct Reimbursement Dental Medicat Option 7 & Rx Qplion 5

Madical Qption 1 - SMP - 510 OV copay
Medical Oplion 2 - SMP - $5 OV copay

Medical Oplion 3 - Traditional - New Hires 2004

Madical Option 4 - SMP - New Hires effective 01/01/04 (Deductible)
Medical Oplion 5 - SMP - 510 OV copay - Fireman only - Routine Tasting
Medical Oplion 7 - $200/3400 PPG Plan

RX Option 1 - $15 Brand / $10 Single Source / $5 Generic with $10/85 mandatory mail order

RX Opticn 2 - $5 Brand / $0 Generic with $10 / $5 mail order
RX Opticn 3 - $15 Brand / $10 Single Source / $5 Generic with $10/85 mail order
X Option 4 - 510 Brand / §5 Generic with $10/85 mandatory mail order - New Hires effeclive 01/01/04
Rx Oplion 5 - $10/Generic, 520/Formulary & $30/Non Formulary mandatory MOD - $25 Generic. $50/Form & $75 Non Form




Current/ Active

Medical Plan Designs
Medical Mutual




Effective 1/1/03

City of Parma B
SuperiMed Plus
Option 1
Dependent Age Limit 19 Dependent / 28 Student
Removal upon Birth Dale
Lifelime Maximum $2,500,00D
Beneflf Period Deductible — Single/Family’ None $200 / $400
Coinsurance 100% BD%
Coinsurance Out-of-Pocket Maximum None %1,000 /32,000
{Exciuding Deductible) — SinglefFamily :
Physician/Office Services
Office Visit (liness/injuny) © 310 copay, then 100% B0Y% &fter deductible
Urgent Care Facility Sarvices® 510 copay, then 100% B0% after deductible
Voluntary Second Surgleat Opinion 100% B0% afier deductible
Immunizations (tetanus foxoid, rabies vaccine, 100% Not CGovered
and meningbcoceal polyssccharide vaccine
are covered services)
Preventative Services
Difice VisiRouline Physical Exams® %10 copay, then 100% Not Covered
Well Child Care Exams {To age eighisen) %10 copay, then 100% Not Coverad
Well Child Cere Immunizations 100% Not Govered
{To age eighteen)
Weli Child Care Laboratory Tests 100%
(To age eighteen)
Routine Mammogram (One, limited to an 100%
%85 maximum per bepefit perlod)
Routine Pap Test 100%
Routine EKG, Chest X-ray, Gomplete Blood 100%
Count, Comprehensive Metabolic Panel,
Urinalysis
Outpatient Services
Surgicat Services 100% ! B80% after deductible
Diagnostic Services 100%
Physicel and Occupational Therapy — Facliity 100% 80% afier deductible
and Professional (10 visits then Medical
Review)
Chiropractic Therapy — Professtonal Only $10 copay, then 100% B0% after deductible
(Unlimited)
Speech Therapy ~ Facility and Professional 0% 80% after deductible
{10 visits then Medical Review)
Cardiac Rehabilitation 100% B0% after deductible
Emergency use of an Emergency Room 100%
Ncn~Ean;1@rgency use of an Emergency 100% 350 copay, then 80%
Room™

Parmig - WP Dp § DW0NWD3
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Inpatient ilty "

Semi-Private Room and Board 100% B0% after deductible
Meternity 100% 80% after deductible
Skilled Nursing Facility 100% BO% after deductible

{100 days per benefit period)
Additional Services

Allergy Testing and Treatmenis 100% Not Coverad
Ambulance 100% BO% afier deductible
Durable Medical Equipment 100% BO% after deductible
Education and Training 100% Not Covered
Family Planning - 100% Not Covered
Homa Healthcare 100% Not Covered
Hospice 100% Not Coversd
Organ Transplanis 100% B0% afler deductible
Private Duty Nursing 100% B0Y% afier deduclible
Wental Health and Substance Abuse

Inpatient Mental Health and Subslance Abuse 100% Mot Covered

Services {30 days per bensfit period;
Substance Abuse limited to one admission per
benefit period, three admissions per lifstime)
Outpatient Mental Health and Substance 510 copay, then 100% 50%" after deductible
Abuze Services (20 visits per benefi{ peripd)

Note: Services requiring a copayment are not subject (o the single/family deductible

Coinsurance expenses incurred for services by a network provider will only apply to the network coinsurance
out-of-pocket imits Coinsurance expenses incurred for services by a non-network provider will only apply o
the non-network coinsurance out-of-pocket limits

Benefits will be determined based on Medical Mutual's medical and administrative policies and procedures

This document Is only a pertial listing of benefils  This Is not a contract of insurance  No person other than an
officer of Medical Mutual may agree, orally or in writing, to change the benefits listed here  The contract ar
certificate will contaln the complele listing of covered services

In cerain instances, Medical Mutual's payment may not equal the percentage listed above However, the
covered person's colnsurance will always be based on the fesser of the provider’s billed charges or Medical
Mulual's negotiated rate with the provider

Maximum family deductible  Member deductible is the same as single deductible

*The office visit copay applies fo the cost of the office visit only.

*Copay walved if admitted

“The copay applies to room charges only. All other covered charges are subject to dedugtible and colnstrance
*Not applled to Coinsurance Out-of-Pocket Maximum

Pomna - SMP Om Y DDV
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BEfsctive 1/1/03

Benafit Period

City of Parma
2] SuperhMed Plus
Option 2

Dependent Age Limit

19 Dependent / 25 Student
Removal upon Birth Date

Lifetime Maximum 52,500,000

Benefit Pericd Deductible ~ Sinnle/Family’ None $200 / 5400
Coinsurance 100% B0%
Coinsurance Out-of-Pocket Maximum None 31,000/ 52,000

{Excluding Deductible) - SinglefFamily

Physician/Office Services

Office Visit (liness/injury}®

$5 copay, then 100%

B0% after deductible

Urgent Care Facifity Services®

$5 copay, then 100%

80% after deductible

Voluntary Second Surgical Opinion

100%

80% afier deductible

Immunizations (fetanus loxoid, rabies vaccine,
and meningococcal polysaccharide vaccine
are covered services)

100%

Not Covered

Preventafive Services

Office VisitRoutine Physical Exams”

35 copay, then 100%

Not Govered

Well Child Care Exams {To aoe sighteen)

%5 copay, then 100%

Not Covered

Well Child Care Immunizations 100% Not Coverad
(To age elghteen)

Well Child Care Laboralory Tests 100%

{To age eighteen)

Routine Mammogram {One, limited to an 100%

$B5 maximum per benefit period)

Routine Pap Test 100%

Routine EKG, Chest X-ray, Complete Biood 100%

Count, Comprehensive Metabolic Pansi,

Urinalysis

QDutpatient Services

Surgical Services 100% | BO% after deductible
Diagnostic Services 100%

Physical and Occupational Therapy — Facilily 100% B0% after deductible

and Professional (10 visits then Medical
Review)

Chiropractic Therapy ~ Professionai Only $5 copay, then 100% B0% after deductible
{Unlimited)

Spesch Therapy ~ Facility and Professional 100% B0% after deductible
(10 visits then Medical Review)

Cardiac Rehabilitation 100% 80% afier deductible
Emergency use of an Emergency Room 100%

Non-Emergency use of an Emergency 100% %50 copay, then B0%

Room”

Papma - SMP Opi 2 D161/
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Services (30 days per benefit period,
Substance Abuse limited to one edmission per
benefit period, three admissions per lifetirme)

inpatient Facility

Semi-Private Room and Board 100% B0% after deductible

Maternity 100% B0% afler deductible

Skilled Nursing Facility 100% 80% afier deductible

(100 days per benefit period)

Additional Services

Allergy Testing and Treatments 100% Not Covered

Armnbulance 100% B0% after deductible

Durable Medical Equipment 100% 80% aiter deductible

Education and Training 100% Not Covered

Family Planning 100% Not Covered

Home Healthcare 100% Not Covered

Hospice 100% Not Covered
 Organ Transplants 100% B0% after deductible

Private Duty Nursing “100% BO% after deductible

Mental Health and Substance Abuse

Inpatient Mental Health and Substance Abuse 100% Not Covered

Outpatient Mental Health and Substance
Abuse Services (20 visiis per benefit period)

$5 copay, then 100%

50%" after deductible

Note; Services requiring a copeyment are not subjest 1o the singleffamily deductible

Coinsurance expenses incurred Tor services by a network provider will only apply to the network coinsurance
out-of-pocket Hmits Coinsurance expenses incurred for services by a non-network provider will only apply to
the non-network coinsurance out-of-pocket fimits

Bensfits will be determined based on Medical Mutual's medical and administrative policies and procedures

This document is only 2 parial listing of benefls  This is not a contract of insurance  No person other than an
officer of Medical Mutuat may agree, orally or in writing, to change the benefils listed here The contract or
cedificate will contsin the comnplete listing of covered services

in certain instances, Medical Mutual's payment may not equat the percentage listed above However, the
coverad person's colnsurance will always be based on the lesser of the provider's billed charges or Medical

Mutual's negotiated rale whh the provider

Maximum family deductible  Member deductible Is the same a5 singie deductible

“rhe office visit copay applies to the cost of the office visit only

3Copay walved If admitied

“The copay epplies lo room charges only. All other covered charges are subject to deductible and coinsurance

SNot applied to Coinsurance Out-of-Pocket Maximum

Barma - SHAP Opt 2 D310
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Effective 1/1/04

MEDICAL
MUTUAL.

City of Parma
Traditional
New Hires Effective 01/01/04
Medical Plan 3

Dependent Age Limit

19 Dependent / 25 Student
Removal upon Birh Date

Pre-Existing Cendition Waiting Petied

Not Subject to Pre-Ex

Blood Pint Deductible 0 pints
Lifetime Maxirmum 2,600,000
Benefit Period Deductible - Single/Family’ $200 / $400
Coinsurance BO%

Coinsurance Out-of-Pocket Maximum
(Excluding Deductible) - Single/Famlly

$1,000 7 $2,000

Physician/Office Services

Cfiice Visit {liness/injury}

80% afier deductible

Urgent Care Office Visit

B0% after deductible

Voluntary Second Surgical Opinion

B0% after deductible |

Immunizations {tetanus toxold, rabies vactine, and
meningococcal polysaccharide vaccine are covered
services)

B80% after deductible

Preventative Services

Office Visit/Routine Physical Exam
{One exam per benefit period)

B0% afier deductible

Well Child Care Services including Exam and
Immunizations (To age nine}

BD% afier deductible

Well Child Care Laboratory Tests (Te age ning) 100%
Routine Mammogram (One, limited {o an $85 100%
maximum per benefit period)

Routine Pap Test (One per benefit period) 100%
Routine EKG, Chest X-ray, Completa Blood Count, 100%
Comprehensive Metabolic Panel, Uringlysis

Qufpafient Services

Surgical Services BD% aifter deductible
Diagnostic Services 100%

Physical and Occupational Therapy - Facility and
Professional (10 visits then Medical Review)

B0% after deductible

Chiropractic Therapy — Professional Only
(Unlimited)

B0OY% after deductble

Speech Therapy — Facility and Professional
(18 visits then Madical Review)

BO% after deductible

Cardiac Rehabilitation

80% after deductible

Emergency use of an Emergency Room”

350 copay, then 100%

Non-Emergency use of an Emergency Room™

$50 copay, then BO%

Parma - Now - D1OVD4
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Semi-Private Room and Beard

80% after deductible

Maternity

B0% afier deductible

Skilled Nursing Facility {100 days per benefit period)

B0% afler deductible

Additional Services

Allergy Tesiing and Treatrents

B0% after deductible

Ambulance

B0% after deductible

Durable Medical Equipment

BO% afier deductible

Home Healthcare

B0% after deductible

Hospice B0% after deductible
Orpan Transplants B0% after deductible
Private Duty Nursing B0% after deductible

iental Health and Substance Abuse

lnpatient Mental Health and Bubstance Abuse
Services (30 days per benefit period; Substance
Abuse limited to one admission per benefit peried)

50% after deductible

Ouipatient Mental Health and Substance Abuse 50% after deductible
Services (2D visits per benefit period)
Note: Services requiring a copayment are not subject fo the single/family deductible

Non-Contracting and Facility Other Providers will pay the same as Confracting

Benefiis will be determined based on Medlcal Mutual's medicel and adminlstraiive policles and procedures

This document is only a parital fisting of benefits  This is not a contract of insurance  No person other than an
officer of Medical Mutual may agree, orally or In willing, to change the benefits fisted here  The contract or

cerificate will contaln the complete Isting of covered services

in certaln Instances, Medical Mutual's peyment may niot equal the percentage listed above However, the
covered person's colnsurance will always ba based on the lesser of the provider's billed charges or Medical

Mutual's negotiated rate with the provider

"Wiaximum family deduciible  Member deductible is the same 5 single deductible  3-month carryover applies

Copay waived If admitied

*The copay applies 1o room charges only  All other covered charges are subject fo deductible and coinsurance

Poimna - haw - BHOVT
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Bffective 1/1/04

City of Parma
Superied Plus =

New Hires Effective 01/01/04
Medzcal _ _

January “k thmugh December 315‘
19 Dependent / 25 Student
Remova! upon Bith Date
Not Subject to Pre-Ex

Benefit Period st ——— e —ced e
Dependent Age Limi

Pre-Existing Condition Waiting Period

Blood Pint Deductible 0 pinis
Lifetime Maximum 32,500,000
Benefit Period Deductible ~ Single/Famiiy’ 5200/ $400

Colnsurance

BO%

70%

Colnsurance Out-of-Pocket Maximum
(Excluding Deductible) - Single/Family

$1,000/ 52,000

$1,500 / $3,000

Physician/Office Services

Office Visit (liness/injury)

BO% after deductible

70% after deductibla

Urgent Care Office Visit

B0% aiter dedustible

70% aiter deductible

Voluniary Second Surglcal Opinion

B0% after deductible

70% after dedustible

and meningococcal polysaccharide vaccine
are covered seivices)

immunlzations {tetanus toxold, rables vaccing,

80% after deductible

Not Covered

Preventative Services

Office VisitfRowineg Physical Exam
(One exam per benefit period)

80% after deductibie

Not Covered

Weall Child Care Services in¢luding Exam and
Immunizetions {To age nine}

B0O% afier deductible

Not Covered

Well Child Care Laboratory Tests 100%
{To age nine)

Routine Mammogram {One, limited to an 100%
$85 maximum per benefit period)

Routine Pap Test (One per benefit period) 100%
Routing EKG, Chest X-ray, Complete Blood 100%
Count, Comprehensive Metabolic Panel,

Urinalysis

Outpatient Services

Burgical Services BO% after deductible l 70% afier deduciible
Diagnostic Services 100%

Physical and Occupational Therapy — Facility
and Professional (10 visits then Medical
Review)

BO% afier deductible

70% afier deductible

Chiropractic Therapy - Professipnal Only 80% after deductible 70% after deductible
{Unlimited)

Speech Therapy - Facility and Profassional 80% afler deductible 70% after deductible
{10 visils then Medical Review)

Cardiac Rehabilitation 80% after deductible 70% after deductible

Emergency use of an Emergency Roont”

$50 copay, then 100%

Non-Emergency use of an Emergency
Room??

%50 copay, then 80%

$50 copay, then 70%

Parmz~ SMP -~ Now OU01DE
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Inpatient Facility
Semi-Private Room and Board B80% siter deductible 70% after deductible
Maternity BO% afier deductible 70% after deductible

Skilled Nursing Fauility
{100 days per bensfit period)

B0% afier deductible

70% after deductible

Additional Services

Allergy Testing and Treatments B0% after deductible Not Covered
Ambulance B0% after deductible 70% afier deductible
Durable Medical Eguipment BO% after deductible 70% aiter deductible
Home Healthcare BD% after deductible Not Covered
Hospice BO% after deductible Not Covered
Organ Transplants B0% afier deductible 70% afler deduclible
Private Duty Nursing 80% after deductible 70% after deductible

Mental Health and Substance Abuse

Inpatient Mental Health and Substance Abuse
Services (30 days per benefit period;
Substance Abuse limited to one admission per
benefit period)

50% after deductible

Not Covered

Outpatient Mental Health and Substance
Abuse Serviess (20 visits per benefit perlod)

50% after deductible

50%" after deductible

Mote; Setvices requiring @ copayment are not subjact o the single/family deductible

Coinsurance expenses incusred for services by a network provider will only apply 1o the network colnsurance
out-of-pucket imits Coinsurance expenses Incurred for services by a nen-network provider will only apply to
the non-network coinsurance out-of-pocket Himits

Non-Contracting and Facility Other Providers will pay the same as Contracling.

Banefits wili be determined based on Medical Mutual's medical and administralive policies and procedures

This document is only 2 partial fisting of benefits This le not a contract of Insurance  No person other than an
officer of Medicat Mutual may agree, orally or In writing, to change the benefils listed here  The conlract or
ceriificate will contain the complete listing of covered services

In cettaln instances, Medical Mutual's payment may not equal the percenlage Hsied above However, the
coverad person's coinsurance will always be based on the Jesser of the provider's bilied charges or Medical

Mutual's negotialed rate with the provider

"Maxirmur family deductible  Member deductible is the same as single deductible

“Copay waived if admitted

*The copay applies to room charges only. All other covered charges are subject to deductible and coinsurance

‘Not applled to Coinsurance Out-of-Pocket Maximum

Parma ~ 5MP - How DHELDA
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Medical Plan #7

City of Parma o
MUTUAL SuperMed Plus Supérivied
) $200/$400 Deductible Plan —— pus

Benefit Period

January 1% through December 31°

Dependent Age Limit 19 Dependent / 25 Student
Removal upon Birth Date

Pre-Existing Condition Waiting Period Not Subject to Pre-Ex
Blood Pint Deductibie 0 pints
Lifetime Maximum $2,500,000
Benefit Period Deductible — Single/Family’ $200 / $400 $400/ $800
Coinsurance 90% 70%
Coinsurance Qut-of-Pocket Maximum %1,000/ §2,000 $2.000/ %4,000
{(Excluding Deductible) — Single/Family
Physician/Office Services
Office Visit (liiness/injury) 90% after deductible 70% after deductible
Urgent Care Office Visit 90% after deductible 70% after deductible
Voluntary Second Surgical Opinion 90% after deductible 70% after deductible
Imrmunizations (tetanus toxoid, rabies vaccine, and
meningococcal polysaccharide vaccine are covered 90% after deductible Not Coverad
services)
Preventative Services
Office Visit/Routine Physical Exam 890% after deductible Not Covered
(One exam per benefit period)
Well Child Care Services including Exam and 0% after deductible Not Covered
immunizations {To age eighteen)
Well Child Care Laboratory Tests 100%
{To age eighteen)
Routine Mammogram (One per benefit pericd) 100%
Routine Pap Test (One per benefit period) 100%
Routine EKG, Chest X-ray, Complete Blood Count, 100%
Comprehensive Metabolic Panel, Urinalysis
Outpatient Services
Surgical Services 90% after deductible I 70% after deductible
Diagnostic Services 100%
Physical and Occupational Therapy — Facility and 90% after deductible 70% after deductible
Professional {10 visits then Medical Review)
Chiropractic Therapy — Professional Only 90% after deductible 70% after deductible
{Unlimited)
Speech Therapy — Facility and Professional 90% after deductible 70% after deductible
{10 visits then Medical Review)
Cardiac Rehabilitation 90% after deductible 70% after deductible
Emergency use of an Emergency Room” $50 copay, then 100%
Non-Emergency use of an Emergency Room™" $50 copay, then 90% ] $50 copay, then 70%




Beneflts et ———————————

] NonNetwork __J

| Inpat:ent Facllity

Semi-Private Room and Board

90% after deductible

70% after deductible

Maternity 90% after deductible 70% after deductible
Skilted Nursing Facility (100 days per benefit 90% after deductible 70% after deductible
period)

Additional Services

Allergy Testing and Treatments

90% after deductible

Inpatient 70% after deductible

Qutpatlient Not Covered
Ambulance 80% after deductible 70% after deductible
Durabie Medical Equipment 90% after deductible 70% after deductible
Home Healthcare 90% after deductible Not Covered
Hospice 90% after deductibie Not Covered
Organ Transplants 0% after deductibie 70% afier deductible
Private Duty Nursing 80% afler deductible 70% after deductible
Mental Health and Substance Abuse
Inpatient Mental Health and Substance Abuse
Services (30 days per benefit period; Substance 50%* after deductible Not Covered

Abuse limited to one admission per benefit period)

Qutpatient Mental Health and Substance Abuse 50% after deductible 50%" after deductible

Services (20 visits per benefit period)

Note: Services requiring a copayment are not subject to the single/ffamily deductible.

Coinsurance expenses incurred for services by a network provider will only appiy fo the network coinsurance
out-of-pocket limits Coinsurance expenses incurred for services by a non-network provider will only apply to
the non-nefwork coinsurance out-of-pocket limits. - .

Non-Contracting and Facility O%her Providers will pay the same as Contracting.

Benefits will be determined based on Medical Mutual’s medical and administrative policies and procedures
This document is only a partial listing of benefits. This is not a contract of insurance No person other than an
officer of Medical Mutual may agree, orally or in writing, to change the benefits listed here. The confract or
certificate will contain the complete listing of covered services

tn certain instances, Medical Mutual's payment may not equal the percentage listed above However, the

covered person’s coinsurance will always be based on the iesser of the provider's billed charges or Medical
Mutual's negotiated rate with the provider.

Maximum family deductible  Member deductible is the same as single deductible.

Copay waived if admitted.

The copay applies to room charges only. All other covered charges are subject to deductible and coinsurance
“*Not applied to Coinsurance Out-of-Pocket Maximum.



8% KAISER PERMANENTE
Kaiser Permanente HMO

Rate Listing
for CITY OF PARMA - 0102

RENEWAL
Rates Effective 1/1/2007 - 12/31/2007

OUTPATIENT CARE
Office Visits including:

*Exams, allergy testing, well-child care, hearing tests $10 per visit
*Allergy treatment No Charge
*Outpatient surgery $10 per visit
*Specialty care $10 per visit
“Vision Exams available through affiliated providers $10 per visit
Frenatal Care No Charge
Urgent Care
At Kaiser Permanente facilities or outside the service area $10 per visit
Physical, Spesach, and Occupational Therapy $10 per visit
«Up to 2 months or 30 visits per therapy, whichever is greater, per medical
episode
DIAGNOSTIC SERVICES
*Laboratory and diagnostic {esting, X-rays No Charge
HOSPITAL INPATIENT CARE
No annuatl or lifetime limit on covered days, including: No Charge
*Physictan and surgeon services; Room and board, anesthesia, operating
and recovery rooms, Laboratory and diagnostic testing, x-rays
EMERGENCY SERVICES (Fee waived if admitted)
Emergency Services provided at a Plan Facility $10 per visit
Emergency Services provided at a non-Plan Facility $10 per visit
AMBULANCE SERVICES
Onrly when transportation in any other vehicle would endanger your health No Charge
MENTAL HEALTH SERVICES
Inpatient - 30 days of hospital care per calendar year No Charge
Cutpatient - 20 visit maximum
«Individual Therapy $10 per visit
-Group Therapy(each visit counts as one-half visit against maximum) $5 per visit
CHEMICAL DEPENDENCY SERVICES
Inpatient
Detoxification in a general hospital No Charge
-Detoxification in a specialized facility--1 admit per year No Charge
Cutpatient
-Detoxification $10 per visit
*individual Therapy $10 per visit
«Group Therapy $5 per day
ALTERNATE CARE
Home Health Services No Charge
Hospice Home Care/Respite Care No Charge
Skilled care in a Skilled Nursing Facility No Charge
+Up to 100 days per calendar year
INFERTILITY SERVICES
sInpatient 30%*
*Qutpatient 30%
PRESCRIPTION DRUGS

KaiserSO



Covered Formulary Drugs and Accessories up to a 31 day supply at $5 copay
Kaiser Permanente and affilialed network facilities

Up to 62 day supply of maintenance drugs by mail order from the Kaiser
Permanente Mail Order Pharmacy

DURABLE MEDICAL EQUIPMENT
Coverage limited to specific durable medical equipment No Charge

*When a plan deductible is indicated, inpatient infertility services are subject to deductible.

Notes and Restrictions
s The benefits listed above arc onty a summary  Detailed benefit information and exclusions are available on request

KaiserS0O
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CITY OF PARMA - 716636 TRANSITION

PESCRIPTION SECTION BENEFIT DESCRIPTION
Police 101 SMP, RX, SuperDenlal CL.OSED BAN/2006
Paolice 102 SMP, RX, Direct Reimbursement Dental CLOSED 8/1/2006
Fire 103 SMP, RX, SuperDental Med Ogpticn 5 & Rx Cption 1
Fire 104 SMP, RX. Direct Reimbursement Dental Med Option 5 & Rx Option 1
Service 105 SMP, RX, SuperDentai Med & Rx Option 1
Service 106 SMP, RX, Direct Reimbursement Denial Med & Rx Gption 1
AFSCME 107 SMP, RX, SuperDentai CLOSED 8142007
AFSCME 108 SMP, RX, Direct Reimbursemenl Gental CLOSED 8/1/2007
Dispaicher 108 SMP, BX, SuperDental CLOSED 9/1/2006
Dispaicher 110 SMP, RX, Direcl Reimbursement Dental CLOSED 9/1/2006
Schedulg A 111 SMP, RX, SuperDenial CLOSED 5/1/2006
Schedule A 112 SMP, RX, Direct Reimbursement Dental CLGSED 5/1/2006
Police Supervisors 113 SMP, RX, SuperDental CLOSED 9/1/2006
Police Sunervisors 114 S5MP, RX, Direct Reimbursement Dental CLOSED 9/1/2006
Service Supervisors 115 SMP, RX, SuperDental Mad & Rx Oplion 1
Service Supervisors 116 SMP, RX, Direcl Reimbursement Dental Med & Rx Option 4
Schedule A Court 117 SMP, RX, SuperDental CLOSED 8/1/2067
Schedule A Courl 118 SMP, RX, Direct Reimbursement Denlal GLOSED 8l1/2067
PT Assistant Law Direclors 119 SMP, RX, SuperDental Med & Rx Option 1
PT Assistant Law Direclors 120 SMP, BX, Direct Reimbursement Dental Med & Rx Option 1
Record Room 121 SMP, RX, SuperDental Med & Rx Option 1
Record Room 122 SMP, RX, Direct Reimbursement Denta} Med & Rx Oplion 1
Correction Officers 123 SMP, RX, SuperDenial CLOSED 9/1/2005
Correction Officers 124 SMP, RX, Direct Reimbursement Dentai CLOSED 9/1/2006
Public Official - New Benasfits 125 SMP, RX, SuperDentat Med & Rx Oplion 1
Public Official - New Benafils 126 SMP, RX, Direct Reimbursement Dental Med & Rx Option 1
Public Ofictal - Old Benefils 127 SMP, RX, SuperDental Med & Rx Cption 2
Pubilic Official - Old Benefits 128 SMP, RX, Diract Reimbursement Dental Med & Rx Oplion 2
Employee Senior Dependents 129 SMP, RX, SuperDentai CLOSED 0B/Q1/2007
Employee Senior Dependents 130 SMP, RX, Direct Reimbursement Denlal CLOSED 08/01/2007
Close 131
Retirees with FT Siudents 132 SMP, RX Med & Rx Option 1
Old Retirees 133 Cost Legic (SuperDentaly Manuat
Qld Retirees 134 MMO (Direcl Reimbursement Denlal) Manuai
Close 135
Close 136
Relirees SuperDental 137 SuperDentai
Relirees Direc! Reimbursemen 138 Diract Reimbursement Dental
Relirees - Pending 139 DRUG Rx Oplion 3
Cobra 140 SMP, RX Mad & Rx Option 1§
Cobra 141 SMP, RX, SuperDental Med & Rx Option 1
Cobra 142 SMP, RX, Direct Reimbursement Derilal Med & Rx Option 1
Kaiser - Cebra 143 SuperDenial
Kaiser - Cobra 144 Direct Reimburserment Dental
Kaiser 145 SuperDanial
Kaiser 146 Direct Reimbursement Dental
Prisoners 200 SMP, RX

Medica! Oplion 1 - SMP - $10 OV copay
Medica! Oplicn 2 - SMP - $5 OV copay

Medicat Option 3 - Traditiona! - New Hires 2004

Medicai Option 4 - SMP « New Hires effective 01/04/04 {Deductible)
Medicat Opticn 5 - SMP - 510 OV copay - Firemen only - Routine Tesling
Medical Option & - Traditionat - New Hires 2004 - Firemen only - Rouline Testing

RX Opfior: 1 - $15 8rand / $10 Single Source / $5 Generic with $10/58 mandatory mait order

RX Option 2 - 35 Brand / 50 Generic with 310/ $5 mail crder
RX Option: 3 - $15 Brand / $10 Single Source / 35 Generic with $10/85 mail order
RX Option 4 - 510 Brand / $5 Generic with $10/85 mandatory mail order - New Hires effective 61/01/04

Parma Structure
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CITY OF PARMA - 716636

DESCRIPTION SECTION BENEFIT DESCRIPTION

Palice 301 Traditional, RX, SuperDenial CLOSED 8/1/2006
Police 302 Traditional, RX, Direct Reimbursement Denlal CLOSED 8/1/2006
Fire 303 Traditional, RX, SuperDenial CLOSED 2/1/2006
Fire 304 Traditional, RX, Direct Reimbursement Denlal CLOSED 2/1/2006
Service 305 Tradi#ional, RX, SuperDenial Med 3 - Rx Onlion 4
Service 306 Traditional, RX, Direc! Reimbursement Dental Med 3 - Rx Option 4
AFSCME 307 Traditional, RX, SuperDenial CLOSED 08/1/2607
AFSCME 308 Traditional, RX, Direct Reimbursement Dental CLOSED 08/1/2007
Dispatcher 308 Tradiional, RX, SuperDental CLOSED 8/1/2006
Dispaicher 310 Tradifional, RX, Direct Reimbursement Denlal CLOSED 9/1/2006
Schedule A 311 SMP, RX, SuperDenlal Mead & Rx Oplion 4
Schedule A 312 SMP, RX, Direct Reimbursemant Denlal Mad & Rx Oplion 4
Palice Supervisors 313 Traditional, RX, SuperDenial CLOSED 8112006
Police Supervisors 314 Traditional, RX, Direct Reimbursement Denlal CLOSED 8/1/2006
Service Supervisors 315 SMP, RX, SuperDental Mad & Rx Oplion 4
Service Supervisors 316 SMP, RX, Direct Reimbursement Denizl Med & Rx Option 4
Schedule A Court 317 Traditional, RX, SuperDenial CLOSED 08/1/2007
Schedule A Court 318 Traditional, RX, Direct Reimbursement Dental CLOSED 08/1/2007
PT Assistant Law Directors 319 Tradiional, RX, SuperDenial Med 3 - Rx Option 4
PT Assistant Law Direclors 320 Traditional, RX, Direct Reimbursement Dental Med 3 - Rx Onlion 4
Record Reom 321 SMP, RX, SuperDenital Mad & Rx Oplion 4
Record Rocom 322 SMP, RX, Direct Reimbursemani Denial Med & Rx Option 4
Correction Officers 323 Traditional, RX, SuperDenial CLCSED 8/1/2006
Correction Officers 324 Traditional, RX, Direct Reimbursement Dental CL.OSED 8/1/2006
Public Official - New Benefils 325 SMP, RX, SuperDental Med & Rx Option 4
Pubiic Official - New Benefils 326 SMP, RX, Direct Reimbursemeant Dental Mead & Rx Oplion 4
Cobra 340 SMP, RX Med & Rx Option 4
Cobra 3414 SMP, RX, SuperDental Med & Rx Cption 4
Cobra 342 SMP, RX, Direct Reimbursement Dental Med & Rx Option 4
Cobra 351 SMP, RX, SuperDental

Cobra 352 SMP, Rx, Trad Denial

Cobra 353 SMP, Rx ONLY

Medical Option 1 - SMP - $18 OV copay
Medical Option 2 - SMP - 35 OV copay

Medical Option 3 - Traditiona! - New Hires 2004

Medical Option 4 - SMP - New Hires effective 01/01/04 (Deduclible}

Medical Option § - SMP - $10 OV copay - Firemen only - Reuline Testing

Medical Option 6 - Traditiona! - New Hires 2004 - Firemen oniy - Rouline Testing

RX Option 1 - §15 Brand ! 510 Single Source / 55 Generic with 510/55 mandatory mall order
RX Option 2 - §5 Brand / $0 Generic with $10 / 85 mall order

RX Oplion 3 - 515 Brand / $10 Single Source / $5 Generic with $10/55 mail order

RX Option 4 - $10 Brand / 55 Generic with 510/35 mandatory mail order - New Hiras effeclive 01/04/04

Parma Struciure
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Medical Plan Designs

Medical Mutual
Effective January 1, 2006 thru January 1, 2007




Effective 2/1/06

Delete/Termed 1/1/07

« MEDICAL
MUTUAL.,

— ;

City of Parma
SuperMed Plus
Firemen Only

Effective 2-1-06

~January 1 through December 31°

Dependent Age Limit

19 Dependent / 25 Student: Removal upon Birth Date

Pre-Existing Condition Waiting Period

Not Subject to Pre-Ex

Blood Pint Deductible 0 pints

Lifetime Maximum $2,500,000

Benefit Period Deductible ~ Single/Family’ $200/ $400 $400 / $800
Coinsurance . 90% 70%
Coinsurance Out-of-Pocket Maximum $1,000/%2,000 52 000 / $4,000
(Excluding Deductible) ~ Single/Family

Physician/Office Services

Office Visit (Hliness/injury) 90% after deductible 70% after deductible

Urgent Care Office Visit

90% after deductible

70% after deductible

Voluntary Second Surgical Opinion

80% afier deductible

70% after deductible

immunizations (tetanus toxoid, rabies vaccine,
and meningococcal polysaccharide vaccine
are covered services)

90% after deductible

Not Covered

Preventative Services

Office Visit/Routine Physical Exam
(One exam per benefit period)

00% afier deductible

Not Covered

Well Child Care Services including Exam and
Immunizations (To age nine)

90% after deductible

Not Covered

Well Child Care Laboratory Tests (To age 100%
nine)

Routine Vision Exam (employee only 1 per 100%
henefit period)

Routine Mammogram (One per benefit 100%
period)

Routine Hearing Exam (employee only 1 100%
per benefit period)

All Routine Labs, X-rays and Medical Tests 100%
{employee only)

Routine Pap Test (One per benefit period) 100%
Routine EKG, Chest X-ray, Complete Blood 100%
Count, Comprehensive Metabolic Panel,

Urinalysis

Outpatient Services

Surgical Services 90% after deductible | 70% after deductible

Diagnostic Services

100%

Physical and Occupational Therapy - Facility
and Professional (10 visits then Medical
Review)

0% afier deductible

70% after deductible

Chiropractic Therapy — Professional Only

Parma — SMP - Naw 01/01/04

90% after deductible

70% after deductible




Network

10 visits then Medical Revéew

Emergency use of an Emergency Room®

$50 copay, then 100%

Non-Emergency use of an Emergency
Room®®

$50 copay, then 90%

$50 copay, then 70%

Inpatient Facility

Semi-Private Room and Beoard 90% after deductible 70% after deductibie
Maternity 90% after deductible 70% after deductible
Skilled Nursing Facility 90% after deductible 70% after deductible

(100 days per benefit period)

Additional Services

Allergy Testing and Treaiments

890% after deductible

Not Covered

Education and Training

90% after deductible

Not Covered

Ambulance

90% after deductible

70% after deductible

Durable Medical Egquipment

90% after deductible

70% after deductible

Home Healthcare 00% after deductible Not Covered
Hospice 90% after deductible Not Covered
Organ Transplanis 20% after deductible 70% after deductible
Private Duty Nursing 90% after deductible 70% after deductible

Mental Health and Substance Abuse

Inpatient Mental Health and Substance Abuse

50% after deductible

Not Covered

Services (30 days per benefit period;
Substance Abuse limited to one admission per
benefit period)

Outpatient Mental Health and Substance
Abuse Services (20 visits per benefit period)

50% after deductible 50%" after deductible

Note: Services requiring a copayment are not subject to the single/family deductible.

Deductible and Coinsurance expenses incurred for services by a network provider will only apply to the
network deductible and coinsurance out-of-pocket limits. Deductibie and Coinsurance expenses incurred for
services by a non-network provider will only apply to the non-network deductible and coinsurance out-of-
pocket limits

Non-Contracting and Facility Other Providers will pay the same as Confracting.
Benefits will be determined based on Medical Mutual's medical and administrative policies and procedures.

This document is only a partial listing of benefits. This is not a contract of insurance No person other than an
officer of Medical Mutual may agree, orally o in writing, to change the benefits listed here. The coniract or
certificate will contain the complete listing of covered services.

In certain instances, Medical Mutual's payment may not equal the percentage listed above. However, the
coverad person's coinsurance wifl always be based on the lesser of the provider's billed charges or Medical
Mutual's negotiated rate with the provider.

"Maximum family deductible. Member deductible is the same as single deductible.

Copay walved if admitied.
*The copay applies to room charges only. All other covered charges are subject to deductible and coinsurance

“Not applied to Colnsurance Out-of-Pocket Maximum.
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Effective 9/1/06

Medical Plan #8 (will be eliminated as of 1/1/07)

City of Parma o
m%%lgﬁi SuperMed Plus Suglﬁg‘mpzi[}i.

$200/$400 Deductible Plan

J___NonNetwork

Benefit Period January 1% through December 31
Dependent Age Limit 19 Dependent / 25 Student

Removal upon Birth Dale
Not Subject to Pre-Ex

Pre-Existing Condition Waiting Period

2008-December 31, 2006
then $200 / $400 January 1 -
December 31 theraafter

Biood Pint Deductible 0 pints
Lifetime Maximum $2.500,000
Benefit Period Deductibie — Single/Family’ $100 / $200 September 1, $200/ $400 September 1,

2006— December 31, 2006
then $400 / $800 January 1
— December 31 thereafter

Coinsurance

90%

70%

Coinsurance Qut-of-Pocket Maximum
(Excluding Deductible) — Single/Family

500/ $1,000 September 1,
2006 ~December 31, 2006
then $1000 / $2000 january 1
— December 31 thereafter

$1,000 /7 $2,000 September 1,
2006 -December 31, 2006 then
$2,000 / $4000 January 1~
December 31 thereafter

Physician/Office Services

Office Visit (liiness/Injury)

0% afier deductible

70% after deductible

Urgent Care Office Visit

0% after deductible

70% after deductible

Voluntary Second Surgical Opinion

80% after deductibie

70% after deductible

Immunizations (tetanus toxoid, rabies vaccine, and
meningococcal polysaccharide vaccine are covered
services)

90% after deductible

Not Covered

Preventative Services

Office Visit/Routine Physical Exam
(One exam per benefit period)

90% after deductible

Not Covered

Well Child Care Services including Exam and
immunizations (To age eighteen)

00% after deductible

Not Covered

Comprehensive Metabolic Panel, Urinalysis

Well Child Care Laboratory Tests 100%
{To age eighteen)

Routine Mammogram (One per benefit period) 100%
Routine Pap Test (One per benefit period) 100%
Routine EKG, Chest X-ray, Complete Blood Count, 100%

Outpatient Services

Surgical Services

90% after deductible

70% after deductible

Diagnostic Services

100%

Physical and Occupational Therapy — Faciiity and 80% after deductible 70% after deductible
Professional (10 visits then Medical Review)

Chiropractic Therapy —~ Professional Only 80% after deductible 70% after deductible
(Undimited)

Speech Therapy — Facility and Professional 90% after deductible 70% after deductible
{10 visits then Medical Review)

Cardiac Rehabilifation 80% after deductible 70% after deductibie

Emergency use of an Emergency Room*

$50 copay, then 100%

Non-Emergency use of an Emergency Room™

$50 copay, then 80%

$50 copay, then 70%




Inpatient Facility

Semi-Private Roem and Board 20% after deductible 70% afier deductible
Maternify 90% after deductible 70% after deductible
Skilled Nursing Faciiity {100 days per benefit 50% after deductible 70% after deductibie
period)

Additional Services

Allergy Testing and Treatmenis

90% after deductible

inpatient 70% after deductible

Ouipatient Not Covered
Ambulance 90% after deductible 70% after deductible
Durable Medical Equipment 90% after deductible 70% after deductible
Home Healthcare 90% after deductible Not Covered
Hospice 50% after deductible Not Coverad

Organ Transplants

80% after deductible

70% after deductible

Private Duty Nursing

90% after deductible

70% after deductible

Mental Health and Substance Abuse

inpatient Mental Health and Substance Abuse

Services (30 days per benefit period; Substance 50%" after deductible Not Covered
Abuse limited to one admission per benefit period)
Outpatient Mental Health and Substance Abuse 50%" after deductible 50%" after deductible

Services (20 visits per benefit period)

Note:

Services requiring a copayment are not subject o the singleffamily deductible.

Coinsurance expenses incurred for services by a network provider will only apply o the network coinsurance
put-of-pocket limits. Coinsurance expenses incurred for services by a non-network provider will only apply to
the non-network coinsurance out-of-pocket limits.

Non-Contracting and Facility Other Providers will pay the same as Contracting

Benefits will be determined based on Medical Mutual's medical and administrative policies and procedures.

This document is only a partial listing of benefits. This is not a contract of insurance. No person other than an
officer of Medical Mutual may agree, orally or in writing, to change the benefits listed here. The contract or
certificate will contain the complete fisting of covered services.

In certain instances, Medical Mutual's payment may not equal the percentage listed above. However, the
covered person’s coinsurance will always be based on the lesser of the provider's billed charges or Medical

Mutual's negotiated rate with the provider.

"Maximum family deductible. Mermber deductible is the same as single deductible.

“Copay waived if admitted.

*The copay applies to room charges only. All other covered charges are subject to deductible and coinsurance.

“Not applied to Coinsurance Out-of-Pocket Maximum.




Effective 5/1/06

Medical Plan #9 (Schedule A Employees)

City of Parma
MEDICAL Superiied Plus 3!}3]@@[ Eﬂ
MUTUAL, $200/$400 Deductible Plan (e
Effective May 1, 2006
B Benefifs
Benefit Period anuary rough December 31
Dependent Age Limit 18 Dependent / 25 Student
Removal upon Birth Date
Pre-Existing Condition Waiting Period Not Subiect to Pre-Ex
Blood Pint Deductible 0 pints
Lifetime Maximum $2,500,000
Benefit Period Deductible ~ Single/Family’ 3200/ $400 $400 / $800
Coinsurance 80% 70%
Coinsurance Qut-of-Pocket Maximum $1.000/ $2,000 $2,000/ $4,000
(Excluding Deductible) - Single/Family
Physician/Office Services
Office Visit {Hliness/injury) 00% after deductible 70% after deductible
Urgent Care Office Visit 80% after deductible 70% aiter deductible
Voluntary Second Surgical Opinion 00% after deductible 70% after deductible
immunizations (tetanus toxoid, rabies vaccine, and
meningococcal polysaccharide vaccine are covered 80% after deductible Not Covered
services)
Preventative Services
Office Visit/Routine Physical Exam 90% after deductible Not Covered
(One exam per benefit period)
Well Child Care Services including Exam and 90% after deductible Not Covered
Immunizations (To age eighteen)
Well Child Care Laboratory Tests 100%
(To age eighteen)
Routine Mammogram (One per benefit period) 100%
Routine Pap Test (One per benefit period) 100%
Routine EKG, Chest X-ray, Complete Blood Count, 100%
Comprehensive Metabolic Panel, Urinalysis
Outpatient Services
Surgical Services 50% after deductible ! 70% after deductible
Diagnostic Services 100%
Physical and Occupational Therapy - Facility and 90% after deductible 70% after deductible
Professional (10 visits then Medical Review)
Chiropractic Therapy — Professional Only 00% after deductible 70% after deductible
{Unlimited)
Speech Therapy — Facility and Professional 80% after deductible 70% after deductible
(10 visits then Medical Review)
Cardiac Rehabilifation 00% after deductible 70% after deductible
Emergency use of an Emergency Room” 350 copay, then 100%
Non-Emergency use of an Emergency Room™ $50 copay, then 80% | $50 copay, then 70%




Inpatient Facility

Serni-Private Room and Board 80% after deductible 70% after deductible

Maternity 80% after deductible 70% after deductible

Skilled Nursing Facility {100 days per benefit 0% after deductible 70% after deductible

pericd)

Additional Services

Allergy Testing and Treatments 90% after deductible Inpatient 70% after deduciible
Quipatient Not Covered

Ambulance 90% after deductible 70% after deductible

Durable Medical Equipment 90% after deductible 70% after deductible

Home Healthcare ‘ 00% after deductible Not Covered

Hospice 80% after deductible Not Covered

Organ Transplants 80% after deductible 70% after deductible

Private Duty Nursing 80% after deductible 70% after deductibie

Mental Health and Substance Abuse

Inpatient Mental Health and Substance Abuse

Services (30 days per benefit period, Substance 50%" after deductible Not Covered

Abuse limited to one admission per benefit period)

Outpatient Mental Health and Substance Abuse 50%" after deductible 50% after deductible

Services (20 visits per benefit period)

Note: Services requiring a copayment are not subject to the single/family deductible

Coinsurance expenses incurred for services by a network provider will only apply to the network coinsurance
oput-of-pocket limits. Coinsurance expenses incurred for services by a non-network provider will only apply to
the non-network coinsurance out-of-pocket limits.

Non-Contracting and Facility Other Providers will pay the same as Contracting.

Benefits will be determined based on Medical Mutual's medical and administrative policies and procedures.
This document is only a pariial listing of benefits. This is not a contract of insurance. No person other than an
officer of Medical Mutual may agree, orally or in writing, to change the benefits listed here. The contract or
certificate will contain the complete listing of covered services.

in certain instances, Medical Mutual's payment may not equal the percentage listed above. However, the

covered person's coinsurance will always be based on the lesser of the provider's billed charges or Medical
Mutual's negotiated rate with the provider.

"Maximum family deductible. Member deductible is the same as singie deductible.

“Copay walved if admitted,

*The copay applies to room charges only. All other covered charges are subject fo deductible and coinsurance.
“Not applied to Coinsurance Out-of-Pocket Maximum.



§% KAISER PERMANENTE.
Kaiser Permanenie HMO

Rate Lisdng
for CITY OF PARMA - 0102 CITY OF PARMA

Renewal-Current Plan Design
Rates Efective 1/1/2006 - 12/31/2006

OUTPATIENT CARE
Office Visits including:

Exams, allergy testing, well-child cars, hearing tests $10 per visit
Allergy treatment Ne Charge
{Outpatient surgery $10 per visit
«Speciaity care $10 per visit
WVision Exams available through affillated providers $10 per vigit
Prenatal Care No Charge
Urgent Care
At Kaiser Parmanente facilifies or ouiside the service area $10 per visit
Physical, Spesch, and Ocsupational Therapy 510 per visit
oUp fo 2 months or 30 visits per therapy, whichever is greater, per medical
_gplsode
DIAGNOSTIC SERVICES
-Laboratory and diagnostic festing, X-rays No Charge
HOSPITAL INFATIENT CARE
Mo anpual or lifetime limit on covered days, Including: Na Charge
*Physician and surgeon services; Room and board, anesthesia, operating
and recovery rooms; Laboratory and diagnostic testing, x-rays
EMERGENCY SERVICES (Fee waived If admitted)
Emergency Services provided at a Plan Facility §10 per visit
Emergency Services provided at a non-Plan Facility $10 per visit
AMBULANCE SERVICES
Only when transportation in any other vehicle would endanger your health  No Charge
MENTAL HEALTH SERVICES
inpatient - 30 days of hospital care per calendar year No Charge
Outpatient - 20 visit maximum
Jndividual Therapy $10 per visit
“Group Therapy{each visk counts as one-half visit agalnst maximum) $5 per visit
CHEMICAL DEPENDENCY SERVIGES
Inpatient
Detoxifization In & general hospita! No Charge
Detoxification in a specialized facility—1 admit per year No Charge
Outpstient
Detoxification 510 per visit
JIndividual Therapy $10 per visit
*Group Therapy B6 per day
ALTERNATE CARE
Homz Health Services No Charge
Hospice Home Care/Resplte Cara No Charge
Skilled care in a Skifled Nursing Facility No Charge
«Up to 100 days per calendar year
INFERTILITY SERVICES
Jnpatient 30%*
+Qutpatient 30%
PRESCRIFTION DRUGS

1276310.doc



«Covered Forrnulary Drugs and Accessories up fo 2 31 day supply at §5 copay
Kaiser Permanente and affiliated network faciities

vUp to 62 day supply of maintenance drugs by mail order from the Kaiser
Permanente Maill Order Pharmacy

DURABLE MEDICAL EQUIPMENT
Coverage lirnited to specific durable medical squipment No Charye

*When a plan deductible is indicated, inpatient infertility services are subject to deductible.

Notes and Restrictions
Rarzs are manthly and based upon census submitied, Finel rows will be baged on selual enroliment.
Do not cancel your currenl ingdical covernpe untit you have reeeived approval from Kuicer Permancatz.,
Medicare eligible employess warking for groups witl: less than 20 empleyess arc NOT ELIGIBLE for Added Cheics coverage,
Fina! risk catepory detormined by medical evalustion.
The henefits listed above ers only 0 summary, Deteilzd benefit informnation and exclusions rre evallobie on request

4 & » O O
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2005 Structure -

CITY OF PARMA - 716636

DESCRIPTION SECTION BENEFIT DESCRIPTION
Paolice 101 SMP, RX, SuperDental Med & Rx Option 1
Police 102 SMP, RX, Direct Refmbursemen! Denial Med & Rx Option 1
Fire 103 SMP, RX, SuperDental Med Option 5 & Rx Option 1
Fire 164 SMP, RX, Direct Reimbursemeni Denial ¥ed Oplion 5 & Rx Option 1
Service 105 SMP, Rx, SuperDentat WMed & Rx Oplion 1
Service 108 SMP, RX, Direct Reimbursement Dental Mad & Rx Option 1
AFSCME - 107 SMP, RX, SuperDentai Med & Rx Oplion 1
AFSCME 108 SMP, RX, Direcl Reimbursement Dental Med & Rx Option 1
Dispatcher 109 SMP, RX, SuperDenia!l Med & Ry Optlon 1
Dispatcher 110 SWP, RX, Direcl Reimbursement Denlal Med & Rx Option 1
Scheduie A 131 SMP, RX, SuperDental Med & Rx Dption 1
Schedule A 112 SMP, RX, Direct Reimbursement Dental Med & Rx Oplion 1
Police Supervisors 113 SMP, RX, SuperDental Med & Rx Option 1
Police Supervisors 114 ~ SMP, RX, Direcl Reimbursemant Dental — ~ Med & Rx Dplion 1
Service Supehvisprs 115 ' SMP, RX, SuperDental Med & Rx Oplion 1
Service Supervisors ' 116 _ _SMP, RX, Direct Reimbursement Denial Med & Rx Dption 1
Schedule A Courl 117 SME, RX, SuperDantal Met & Rx Option 1
Schedule A Courl 118 SMP, RX, Direct Reimbursemant Dental Med & Rx Dption 1
PT Assistant Law Directors 118 SMP, RX, SunerDental Med & Rx Option 1
PT Assistant Law Directors 120 SMP, RX, Direct Reimbursemeni Depial Med & Rx Oplion 1
Record Robm 121 SMP, RX, SuperDental Med & Rx Option 1
Record Room : 122 SMP. RX, Direc! Reimbursemenl Dental Med & Rx Option 1
Correction Dfficers 123 SMP, RX, SuperDental Med & Ry Ogtion 1
Corraction Diiicers 124 SMP, RX, Direct Reimbursement Dental Med & Rx Dplion 1
Public Official - New Benefils 125 SMP, RX, SupserDental Med & Rx Option 1
Public Official - New Benefils 126 SMP, RX, Diretd Reimbursernent Deptal Med & Rx Option 1
Public Officlal - Old Benefils 127 SMP, RX, SuperDental Med & Rx Option 2
Public Official - Old Benefils i28 SMP, RX, Direct Reimbursement Denlal Med & Rx Opliop 2
Employee Senior Dependents i29 SMP, RX, SuperDentat Med & Rx Option 1
Employee Senior Dependents 130 SMP, RX, Direct Reimbursement! Denlal Med & Rx Option 1
Closg 131
Refirees with FT Students 132 SMP, RX Wed & Rx Dption 1
Oid Refirees 133 Cost Logic (SuperDental) Manual
Old Relirees 134 MMO [Direct Relmbursement Dental) Manual
Close 135
Close 136
Refirees SuperDental 137 SuperDental
Relirees Direct Reimbursemen 138 birect Reimbursemen| Denlal
Retirees ~ Pending 138 DRUG Rx Oplion 3
Cobra 140 SMP, RX Med & Rx Option 1
Cobra 141 SMP, RX, SuperDental Wed & Rx Oplion 1
Cobra 142 SMP, RX, Direct Reimbursemen! Denlal Wed & Rx Option 1
Kaiser - Cobra 143 SuperDental
Kaiser - Cobra 144 Girec! Relmbursement Dantal
Kaiser ‘ 145 SuparDentat
Kaiser 146 Dirzcl Reimbursement Dental
Prisoners 200 ShiP, RX

Medical Option 1 - SMP - $10 OV copay

Medical Option 2 - SMP - 5 OV copay

Medical Option 3 - Traditional - Naw Hires 2004

Medical Option 4 - SMP - New Hires effective 01/01/04 {Daductible)

Metiica! Option 5 - SMP? - 510 OV copay - Firernan only - Routing Tesling

Wedica) Dpfion 6 - Traditional - New Hires 2004 - Firamen only - Routine Testing

RX Option 1 - $15 Brand / $10 Single Source / 55 Generic with $10/55 mandalory maif order

RX Option 2 - §5 Brand / 30 Generic with $10 / §5 mall order

R¥ Option 3 - $15 Brand / 510 Single Source { 55 Generic with $10/55 mail order

RX Option 4 - $10 Brand / §5 Generls with $10/$5 mendalory mail order - New Hires effective 01/01/04

Parma Slruciure 1



CITY OF PARMA - 716636

DESCRIPTION SECTION BENEFIT DESCRIPTION
Peolice 301 Tradilicnal, RX, SuperDenia Med 3 - Rx Oplion 4
Police 302 Tradifional, RX, Direct Reimbursement Dental Mad 3 - Rx Oplion 4
Fire 303 Traditional, RX, SuperDental Med B - Rx Option 4
Fire 304 Traditional, RX, Direct Reimbursement Dental Med 6 - Rx Option 4
Service 305 Traditional, RX, SuperDenltal hied 3 - Ry Option 4
Service 306 Tradilional, RX, Direct Reimbursement Dental Wied 3 - Rx Oplion 4
AFSCHE 307 Tradillonal, RX, SuperDental Med 3 - Rx Oplion 4
AFSCME 308 Tradilionsl, RX, Direcl Reimbursement Dental Med 3 - Rx Option 4
Dispaicher 308 Traditional, RX, SuperDental Med 3 - Rx Option 4
Dispalcher 310 Tradilional, RX, Direct Relmbursement Dental Med 3 - Rx Option 4
Schedtule A 311 SMP, RX, SuperDental Med & Rx Option 4
Schedule A 312 SMP, RX, Diregl Reimbursement Dental Med & Rx Option 4
Police Supervisprs 313 Traditignel, RX, SuperDental Med 3 - Rx Option 4
Police Supervisors 314 Tradifional, RX, Direct Reimbursemenl! Dental Mad 3 - Rx Option 4
Service Supenvisars 318 SWP, RX, SuperDental Med & Rx Oplion 4
Service Supenvisors 316 SMP, RX, Direcl Relmbursemenl Dental Med & Rx Oplion 4
Schedule A Courl 47 Traditional, RX, SuperDantal Med 3 - Rx Option 4
Schedulz A Court 318 Tradifonal, RX, Direct Reimbursemeni Denlal Mead 3 - Rx Option 4
PT Assisian Law Direclors 319 Traditional, KX, SuperDentaj Mad 3 - Rx Opfion 4
PT Assistant Law Direclors 320 - Tradiional, RX, Direct Reimbursemant Denlal Med 3 - Rx Option 4
Record Room 321 SWP, RX, SuperDental Med & Rx Option 4
Record Room 322 SMP, RX, Direcl Reimbursement Dental Med & Rx Oplion 4
Correction Officers 323 Traditional, RX, SuparDenial Med 3- Rx Oplion 4
Cornrection Officers 324 Traditionat, RX, Direct Relmbursement Dental Med 3 - Rx Option 4
Public Dffictal - New Benefils 325 SMP, RX, SuperDental Med & Rx Option 4
Public Official - New Benefits 326 M, RX, Direcl Reimbursement Dental Med & Rx Oplion 4
Cobra 340 SMP, RX Med & Rx Dption 4
Cobra 341 SMP, RXA, SuperDenial Med & Rx Option 4
Cobra 342 SMP, RX, Direct Reimbursement Deniaf Med & Rx Option 4

WMedical Optiont 1 - SMIP - $10 OV copay
Wedical Option 2 - SMP - 5 OV copay

Medical Option 3 - Traditional - New Hires 2004

Medical Option 4 - SMP - New Hires effeciive 01/01/04 {Deduclible)

Medical Optlion 5 - SMP - $10 OV copay - Firemen only - Routine Testing

wedical Optian 6 - Traditional - Naw Hires 2004 - Firemen only - Rouline Tesling

RX Option 1 - $15 Brand / $10 Single Source / 55 Generic with $10/85 mandalory mall order
RX Dption 2 - §5 Brand / 50 Genaric with 10/ §5 mail order

RX Option 3 - $15 Brand / 510 Single Source / §5 Generle with 510/85 mall arder

RX Option 4 - $10 Brand / §5 Generic with $10/%5 mandaiory mail order - New Hires effeclive 01/01/04
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Medical Plan Designs

Medical Mutual
Effective January 1, 2003 thru January 1, 2007



Effactive 1/1/03

City of Parma
= SuperiMed Plus
Option 1
Benefit Period January 1 through December 317
Dependent Age Limit 19 Dependent / 25 Student
Removal upon Birth Date

Lifestine Maximum $2,500,000

Benefif Period Deductible ~ Single/Family’ Nong $200 / $400

Coinsurance 100% 80%

Coinsurance Qut-of-Pocket Maximum None $1,00D/%2,000

(Excluding Deductible) ~ Single/Family .

Physician/Office Services

Office Visit (liness/injury) * $10 copay, then 100% B0% after deductible
Urgent Care Facility Services” $10 copay, then 100% 80% after deductible

Voluntary Second Surgical Opinion 100% B0% afier deductible

Immunizations (tetanus foxoid, rabies vaccine, 100% Not Coverad

and meningococcal polysaccharide vaccine

are covered services)

Preventative Services

Office Visit/Routine Physical Exams® $10 copay, then 100% Not Covered

Well Child Care Exams (To age eighteen) * $10 copay, then 100% Not Covered

Well Child Care Immunizations 100% Not Covered

{To age eighteen)

Well Child Care Laboratory Tests 100%

{To age eighteen)

Routine Mammogram (One, limnited to an 100%

$85 maximum per benefit period)

Routine Pap Test 100%

Routine EKG, Chest X-ray, Complete Blood 100%

Count, Comprehensive Metabolic Pane!,

Urinalysis

Qutpatient Services

Surgical Services 100% I 80% after deductible

Diagnostic Services 100%

Physical and Occupational Therapy — Facllity 100% B0% after deductible

and Professional (10 visits then Medical

Review)

Chiropractic Therapy — Professional Only $10 copay, then 100% 80% after deductible

{Uniimited)

Speech Therapy — Facility and Professional 100% 80% after deductible

(10 visits then Medical Review)

Cardiac Rehabilitation 100% 80% after deductible

Emergency use of an Emergency Room 100%

Non-Emergency use of an Emergency 100% $50 copay, then 80%

Room" ¢

Parnt ~ SHMP Opt 1 B1/THO3
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Benefits e

inpatient Facility

Semi-Private Room and Board 100% B80% afier deductible
Maternity 100% 80% after deductible
Skilled Nursing Facility 100% B0% after deductible
{100 days per benefit period)

Additional Services

Allergy Testing and Treaiments 100% Not Covered
Ambulance 100% 80% after deductible
Durable Medical Equipment 100% B0% after deductible
Education and Training 100% Not Covered
Family Planning 10D0% Not Covered
Home Healthcare 100% Not Covered
Hospice ‘ 100% Not Covered
Organ Transplants 100% BD% after deductible
Private Duty Nursing 100% 80% afier deductible
Wiental Health and Substance Abuse

inpatient Mental Health and Substance Abuse 100% Not Covered
Services (30 days per benefit period;

Substance Abuse limited ta one admission per

benefit period, three admissions per lifetime)

Oufpatient Mental Health and Substance $10 copay, then 100% 50%° after deductible
Abuse Services (20 visits per benefit period)

Note:

Services requiring a copayment are not subject to the single/family deductible

Coinsurance expenses incurred for sarvices by a network provider will only apply {o the network coinsurance
out-of-pocket limits Coinsurance expenses incurred for services by a non-network provider will only apply to
the non-network coinsurance out-of-pocket limits

Benefits will be determined based on Medical Mutual's medical and administrative policies and procedures

This document is only a partial listing of benefits This is not & contract of insurance. No person other than an
officer of Medical Mutual may agree, orally or in writing, to change ihe benefits listed here. The conlract or
certificate will contain the complete listing of covered services

in certain instances, Medical Mutual's payment may not equal the percentage listed above However, the
covered person's colnsurance will always be based on the fesser of the provider's billed charges or Medical
Mutual's negotiated rate with the provider

"Maximum family deductible  Member deductible is the same as single deductible

The office visit copay applies to the cost of the office visit only.

Copay walved if admitted

“The copay applies to room charges only. All other covered charges are subject to deductible and coinsurance.
5Not applied to Coinsuranca Out-of-Pocket Maximum.

Parma - BMP OpL 1
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Efective 1/1/03

City of Parma
[ SuperMed Plus =
Opiion 2

Janu‘i5

J___Nonetwork |

gh December 31%

Dependent Age Limit

18 Dependent / 25 Student
Removal upon Birth Date

Lifetime Maximum , $2,500,000

Benefit Period Deductible — Single/Family’ None $200 /%400
Coinsurance 100% B0%
Coinsurance Out-of-Pocket Maximum None $1,000/7%2.000

(Exciuding Deductible) ~ Single/Family

Physician/Office Services |

Office Visit (liness/njury)”

$5 copay, then 100%

B0% after deductible

Urgent Care Facility Services”

$5 copay, then 100%

BD% after deductible

Voluntary Second Surgical Opinion

100%

80% after deductible

Immunizations (tetanus toxoid, rabies vaccine,
and meningococeal polysaccharide vaccine
are covered services)

100%

Not Covered

Praventative Services

Office VisivRoutine Physical Exams®

$5 copay, then 100%

Not Covered

2

Well Child Care Exams {To age eighteen)

35 copay, then 100%

Not Covered

Well Child Care Immunizations
(To age eighteen)

100%

Not Covered

Well Child Care Laboratory Tests
(To age eighteen)

100%

Routine Mammogram {One, limited to an
$85 maximum per benefit period)

i00%

Routine Pap Test

100%

Routine EKG, Chest X-ray, Complete Blood
Count, Comprehensive Metabolic Panel,
Urinalysis

100%

Ouipatient Services

Surgical Services

100%

B0% after deductible

Diagnostic Services

100%

Physical and Occupational Therapy — Facility
and Professional (10 visits then Medical
Review)

100%

80% after deductible

Chiropractic Therapy ~ Professional Only
{Unlimited)

$5 copay, then 100%

80% after deductible

Speech Therapy — Facility and Professional 100% B0O% after deductible
(10 visits then Medical Review)

Cardiac Rehabilitation 100% B0% after deductible
Ermnergency use of an Emergency Room 100%

Non-Emergency use of an Emergency 100% $50 copay, then BO%

Room>*

Pamna ~ SMP Opt 2 G103
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Be I Wewor T NonNewonr |

Inpatient Facility

Semi-Private Room and Board 100% B0% after deductible
Maternity 10D% B0% after deductible
Skilled Nursing Faclility 100% BO% after deductible

{100 days per benefit period)
Additional Services

Allergy Testing and Treatmants 100% Not Covered
Ambulance 100% 80% after deductible
Durzble Medical Equipment 100% 80% ajter deductible
EFducation and Training 100% Not Covered
Family Planning 100% Not Covered
Home Healthcare ' 100% Net Covered
Hospice 100% Not Covered
Organ Transpiants 100% L B0O% afier deductible
Private Duty Nursing “100% ' B0O% after deductible
Mental Health and Substance Abuse

Inpatient Menta! Health and Substance Abuse 100% Not Covered

Services (30 days per benefit period;
Substance Abuse limited to one admission per
benefit perlod, three admissions per lifetime)
Outpatient Mental Health and Substance %5 copay, then 100% 50%° after deductible
Abuse Services (20 visits per benefit period)

Note: Services requiring a copayment are not subject to the singleffamily deductible

Coinsurance expenses incurred for services by a network provider will only apply to the network coinsurance
out-of-pocket limits Coinsurance expenses incurred for services by a non-network provider will only apply to
the non-network coinsurance out-of-pocket fimits

Benefits will be determined based on Medical Mutual's medical and administrative policles and procedures.

This document is only a parial listing of benefits This is not a confract of insurance. No person other than an
officer of Medical Mutuz! may agree, orally or In writing, to change the benefis listed here The contract or
certificate will contain the complete listing of covered services

In certain instances, Medical Mutual's payment may not equal the percentage listed above However, the
covered person's coinsurance will always be based on the lesser of the provider's bilted charges or Medical
Mutual's negotiated rate with the provider

TMaximum family deductible Member deductible is the same as single deductible

*The office visit copay applies to the cost of the office visit only

3Copay waived if admitied

“The copay applies to room charges only. All other covered charges are subject to deductible and coinsurance
*Not applied io Coinsurance Out-of-Pocket Maximum

S8 ]
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Effective 1/1/04

MEDICAL

City of Parma
Traditional

MUTUAL,

Benefit Period

New Hires Effective 01/01/04
Medical Plan 3

Dependent Age Limit

19 Dependent / 25 Student
Removal upon Birth Date

Pre-Exjsting Condition Waiting Period

Not Subiject {o Pre-Ex

Blood Pint Deductible 0 pints
Lifetime Maximum 32,500,000
Benefit Period Deductible — Single/Family’ $200 / $400
Coinsurance 80%

Coinsurance Out-of-Pocket Maximum
{Excluding Peductible} — Single/Family

$1,000/%2,000

Physician/Office Services

Office Visit (liiness/Injury)

B0D% after deductible

Urgent Care Office Visit

BD% afier deductible

Voluntary Second Surgical Opinion

BD% after deductibie .

immunizations (tetanus toxoid, rabies vaccine, and
meningococcal polysaccharide vaccine are covered
services)

80% after deductible

Preventative Services

Office Visit/Routine Physical Exam
(One exam per benefit period)

BO% after deductible

Well Child Care Services including Exam and
Immunizations (To age ning)

B0% after deductible

Well Child Care Laboratory Tests {To age nine) 100%
Routine Mammogram {One, limited to an $85 100%
maximum per benefit period)

Routine Pap Test (One per benefit period) 100%
Routine EKG, Chest X-ray, Complete Blood Count, 100%
Comprehensive Metabolic Panel, Urinalysis

Outpatient Services

Surgical Services 80% after deductible
Diagnostic Services 100%

Physical and Occupational Therapy - Facility and
Professional (10 visits then Medical Review)

B0% after deductible

Chiropractic Therapy — Professional Only
{Unlimited)

B0% after deductible

Speech Therapy — Facility and Professional 80% =after deductible
(10 visits then Medical Review)
Cardiac Rehabilitation 80% aiter deductible

Emergency use of an Emergency Room”

$50 copay, then 100%

Non-Emergency use of an Emergency Room™"”

$50 copay, then B0%

Parha ~ Kow - D10D4
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Semi-Private Room and Board

B0% aiter deductible

Maternity

B0% after deductible

Skilled Nursing Facility (100 days per benefit period)

B0% afler deductible

Additional Services

Allergy Testing and Treatments

B0% after deductible

Ambulance

B0OY% after deductible

Durable Medical Equipment

80% after deductible

Home Healthcare

80% after deductible

Hospice 80% after deductible
Organ Transplanis B0% after deductible
Private Duly Nursing BD% =after deductible

iiental Health and Substance Abuse

Inpatient Menia! Health and Substance Abuse
Services (30 days per benefit period; Substance
Abuse limited o one admission per benefit period)

50% after deductible

Outpatient Mental Health and Substance Abuse
Services (20 visits per benefit period)

50% after deductible

Note: Sarvices requiring a copayment are not subject to the single/family deductible

Non-Caontracting and Facility Other Providers will pay the same as Confracting

Benefits will be determined based on Medical Mutual's medical and administrative policies and procedures

This document is only a partial listing of benefits  This is not a contract of insurance  No persan other than an
officer of Medical Mutual may agree, orally or in writing, to change the benefits fisted here  The contract or
certificate will contain the complete listing of covered services

In certain Instances, Medical Mutual's payment may not equal the percentage listed above. However, the
covered person's coinsurance will always be based on the lesser of the provider's billed charges or Medical

Mutual's negotiated rate with the provider

Maxirum family deductible. Member deductible is the same as singie deductible. 3-month carryover applies

2Copay waived if admitted

*The copay applies to room charges only Al other covered charges are subject to deductibie and coinsurance

Pormn ~ Now ~ D1/01/04

013304




Effective 1/1/04

City of Parma

= Superiied Plus e

New Hires Effective 01/01/04
_ Medical Plan

Bensfit Period__

~January 1°

2 '. December 31°

Dependent Age Limit

19 Dependent / 25 Student
Removal upon Birth Date

Pre-Existing Condition Waiting Period

Not Subject o Pre-Ex

Blood Pint Deductible 0 pinis
Lifetime Maximum $2,500,000
Bencht Period Deductible — Single/Family’ 3200 / $400

Coinsurance

80%

70%

Coinsurance Out-of-Pocket Maximum
{Excluding Deductible) — Single/Family

$1,000/%2,000

$1,500/ $3,000

Physician/Office Services

Office Visit {liness/Injury) B0% after deductible 70% afier deductible
Urgent Care Difice Visit 80% after deductible 70% after deductible
Voluptary Second Surgical Opinion B0% after deductible 70% after deductible
Immunizations (tetanus toxoid, rabies vaccine, 80% after deductible Not Covered

and meningococcal polysaccharide vaccine
are covered services)

Preventative Services

Office Visit/Routine Physical Exam
{One exam per benefit period)

80% after deductible

Not Covered

Well Child Care Services including Exam and
Immunizations {To age ning)

B0% =fter deductible

Not Coveraed

Well Child Care Laboratery Tests
{To age ning)

100%

Routine Mammogram {One, limited fo an
885 maximum per benefit pericd)

100%

Routine Pap Test (One per benefit period)

100%

Routine EKG, Chest X-ray, Complete Blood
Count, Comprehensive Metabolic Panel,
Urinalysis

100%

Outpatient Services

Surgical Services

80% after deductible

70% after deductible

Diagnostic Services

100%

Physical and Occupational Therapy ~ Facility
and Professional {10 visits then Medical
Review)

BO%% after deductible

70% after deductible

Chiropractic Therapy — Professional Only
{Unlimited)

B0% after deductible

70% after deductible

Speech Therapy ~ Facility and Professional
{10 visits then Medical Review)

80% afier deductible

70% after deductible

Cardiac Rehabilitation

B0% after deductible

70% after deductible

Emergency use of an Emergency Room”

%50 copay, then 100%

Non-Emergency use of an Emergency
Room®®

$50 copay, then 80%

$50 copay, then 70%

Parmy — SKP « New 01/D1D4
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MBeneits. ]  MNetwork _Jl _ NonNetwork |
inpatient Facility
Semi-Private Room and Board B0% after deductible 70% afier deductible
Maternity B0% after deductible 70% aiter deductible

Skilled Nursing Facility
(100 days per benefit period)

BO% after deductible

70% afier deductible

Additional Services

Allergy Testing and Treatments 80% after deductible Not Covered
Ambulance 80% after deductible 70% after deductible
Durable Medical Equipment B0% after deductible 70% after deductible
Home Healthcare 80% after deductible Not Covered
Hospice BD% after deductible Not Covered
Organ Transplants B0% afier deductible 70% after deductible
Private Duty Nursing B0% after deductible 70% after deductible

Mental Health and Substance Abuse

Inpatient Mental Health and Substance Abuse
Services (30 days per bensfit period;
Substance Abuse limited to one admission per
banefit period)

50% after deductible

Not Covered

Outpatient Mental Health and Substance
Abuse Services (20 visits per benefit period)

50% after deductible

50%" after deductible

Note:

Services requiring a copayment are not subject fo the single/family deductible.

Coinsurance expenses incurmed for services by a network provider will only apply to the network coinsurance
out-af-packet limits Coinsurance expenses incurred for services by a nen-network provider will only apply to
the non-network coinsurance out-of-pocket limits

Non-Contracting and Facility Other Providers will pay the same as Contracting.

Benefits will be determined based on Medical Mutual's medical and administrative policies and procedures
This document is only a partial listing of benefits  This Is not a contract of insurance  No person other than an
officer of Medical Mutual may agres, orally or in writing, to change the benefits listed here The eontract ot
certificate will contain the complete lisling of covered services

In certain instances, Medical Mutual's payment may not equal the percentage listed above. However, the

covered person's coinsurance will always be based on the lesser of the provider's billed charges or Medical
Mutual's negotiated rate with the provider

‘Maximum family deductible. Member deductible is the same as single deductible

“Copay waived if admitted

*The copay applies to room charges only. All other covered charges are subject to deductible and coinsurance
“Not applied to Coinsurance Out-of-Pocket Maximum

armp = SHP -« Now DITA/DE
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wffective 1/1/05

Delete/Termed 1/1/07

| Beneﬁt Perod

City of Parma
SuperMed Plus
Option 5
Firemen Only

(Excluding Deductible) — Single/Family

Dependent Age Limit 18 Dependent / 25 Student
Removal upon Birth Date

Lifetime Maximum $2,500,000

Benefit Period Deductible — Single/Family’ None $200 / $400

Coinsurance 100% B0%

Coinsurance Out-of-Pocket Maximum Neone $1,000/ %2,000

Physician/Office Services

Office Visit (liness/Injury) ©

510 copay, then 100%

B0% after deduciible

Urgent Care Fagility Services®

510 copay, then 100%

80% after deductible

Voluntary Second Surgical Opinion

100%

80% after deductible

Immunizations (tetanus toxoid, rabies vaccine, and
meningococcal polysaccharide vaccine are
covered services)

100%

Not Coverad

Preventative Services

Office VisittRoutine Physical Exams®

$10 copay, then 100%

Not Covered

Well Child Care Exams (To age eighteen) ©

$10 copay, then 100%

Not Covered

Well Child Care Immunizations (To age eighteen)

100%

Not Covered

Well Child Care Laboratory Tests
(To age eighteen)

100%

Routine Hearing Exam (Employee only)

100%

Routine Vision Exam (Employee only)

100%

Routine Mammogram (One, limited to an $85
maximum per benefit period)

100%

Routine Pap Test

100%

All Routine Labs, X-rays and Medical Tests
(Employee only)

100%

Routine EKG, Chest X-ray, Complete Biood Count,
Comprehensive Metabolic Panel, Urinalysis

100%

Quipatient Services

Surgical Services

100%

| BO% after deductible

Diagnostic Services

100%

Physical and Occupational Therapy — Facility and
Professional (10 visits then Medical Review)

100%

B0% after deductible

Chiropractic Therapy — Professional Only
(Unlirnited)

$10 copay, then 100%

B0% after deductible

Speech Therapy ~ Facllity and Professional
(10 visits then Medical Review)

100%

BO% after deductible

Cardiac Rehabilitation

100%

80% after deductible

Emergency use of an Emergency Room

100%

Non-Emergency use of an Emergency Room™

100%

| $50 copay, then B0%

Paania ~ BWP Opt & « Fiemon - D1/01/05
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inpatient Facility

Services (30 days per benefit period; Substance
Abuse limited fo one admission per benefit period,
three admissions per lifstime)

Semi-Private Room and Board 100% 80% after deductible
Maternity 100% B0% after deduciible
Skilled Nursing Facility 100% B0% after deductible
{100 days per benefit period)

Additional Services

Allergy Testing and Treatments 100% Not Covered
Armbulance 100% B0% after deductible
Durable Medical Equipment 100% B0% after deductible
Education and Training 100% Not Covered
Family Planning 100% Not Covered
Home Healthcare 100% Nof Covered
Hosplce 100% Not Covered
Organ Transplants 100% BO% after deductible
Private Duty Nursing 100% B0% zfter deductible
Mental Health and Substance Abuse

Inpatient Menta! Health and Substance Abuse 100% Not Covered

Outpatient Mental Health and Substance Abuse
Services (20 visits per benefit period)

$10 copay, then 100%

50%" after deductible

Nota:

Services requiring a copayment are not subject to the single/family deductible

Coinsurance expenses incurred for services by a network provider wifl only apply to the network coinsurance
put-of-pocket fimits Coinsurance expenses incurrad for services by a non-network provider will only apply fo
the non-network coinsurance out-of-pocket imits

Benefits will be determinad based on Medical Mutual's medical and administrative policies and procedures

This document is only a partial fisting of benefits. This is not a contract of insurance. No person other than an
officer of Medical Mutual may agree, orally or in writing, to change the benefits listed here  The contract or
cerificate will contain the complete listing of covered services

In certain instances, Medical Mutual's payment may not equal the percentage listed above However, the
covered person’s coinsurance will always be based on the lesser of the provider's billed charges or Medica!

Mutual's negotiated rate with the provider

TMaximum family deductible  Member deductible is the same as singie deductible.
®The office visit copay applies to the cost of the office visit only

3Copay waived if admitted

“The copay applies ko room charges only Al other covered charges are subject to deductible and coinstrance

®Not applied fo Coinsurance Out-of-Pocket Maximum
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Effective 1/1/05

Firemen Only
Medical Plan 6

Benefit Period

City of Parma
MEDICAL Traditional
MUTUAL, New Hires Effective 01/01/04

~ January 1% through December 31°

Dependent Age Limit

12 Dependent / 25 Student
Removal upen Birth Date

Pre-Existing Condition Waiting Period

Not Subieci fo Pre-Ex

Blood Pint Deductible O pints
Lifetime Maximum 32,500,000
Benefit Period Deductible — Single/Family’ $200 / $400
Coinsurance B0%

Coinsurance Out-of-Pocket Maximum
(Excluding Deductible) ~ Single/Family

$1,000 7 $2,000

Physician/Office Services
Office Visit (liness/Injury) 80% after deductible
Urgent Care Office Visit 80% after deductible

Voluntary Second Surgical Opinion

B0% after deductible

Immunizations (fetanus foxoid, rabies vaccine, and
meningococcal polysaccharide vaccine are covered
sepvices)

B0% after deductible

Preventative Services

Office Visit/Routine Physical Examn
{One exam per benefit period)

B0% after deductible

Well Child Care Services including Exam and
Immunizations (To age nine)

BO% afier deductible

Comprehensive Metabolic Panel, Urinalysis

Well Child Care Laboratory Tests (To age nine) 100%
Routing Mearing Exam (Employee only) 100%
Routing Vision Exam (Employee only) 100%
Routine Mammogram {One, limited to an $85 100%
maximum per benefit period)

Routine Pap Test (One per benefit period) 100%
All Routine Labs, X-rays and Madical Tesis 100%
(Employee only)

Routine EKG, Chest X-ray, Complete Blood Count, 100%

Qutpatient Services

Surgical Services

B0% afier deductible

Diagnostic Services

100%

Physical and Occupational Therapy - Facility and
Professional (10 visits then Medical Review)

80% after deductible

(10 visits then Medical Review)

Chiropractic Therapy — Professional Only B0% after deductible
(Unlimited)
Speech Therapy ~ Facility and Professional B0% after deductible

Cardiac Rehabilitation

BD% after deductible

Emergency use of an Emergency Room*”

$50 copay, then 100%

Non-Emergency use of an Emergency Room™”

$50 copay, then 80%

Parm —Opton B - Firpresn — B0 105
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Inpatient Facility

Semi-Private Room and Board B0Y% afler deductible
Maternity B0Y% after deductible
Skilled Nursing Facility (100 days per benefit period) ' 80% after deductible
Additional Services

Allergy Testing and Treatmenis BO% after deductible
Ambulance B0% after deductible
Durable Medical Equipment B0% after deductible
Home Healihcare B0% afier deductible
Hospice BO% afier deductible
Organ Transplants 80% aiter deductible
Private Duty Nursing - 80% after deductible
Mental Health and Substance Abuse

Inpatient Mental Health and Substance Abuse

Services (30 days per benefit period; Substance 50% after deductible
Abuse limited to one admission per benefit period)

Outpatient Mental Health and Substance Abuse 50% after deductible
Services (20 visits per benefit period)

Nota: Services requiring a copayment are not subject to the singlefiamily deductible
Non-Contracting and Facility Other Providers will pay the same as Confracting
Benefits will be determined based on Medical Mutual's medical and administrative poficies and procedures
This document is only a partial listing of benefits. This is not a contract of insurance. No person other thanan
officer of Medica! Mutual may agree, orally or in writing, {o change the benefits listed here  The contract or
cerificate will contain the complete listing of covered services
In certain Instances, Medical Mutual's payment may not equal the parcentage listed above. However, the

covered person's coinsurance will always be based on the lesser of the provider's billed charges or Medical
Mutual's negotiated rate with the provider.

"Maximum family deductible Member deductible is the same as single deductible 3-month carryover applies
2Copay waived if admitted
*The copay applies to room charges only. All other covered charges are subject to deductible and coinsurance
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Effective 1/1/05

$ KAISER PERMANENTE.
Kaiser Permanente HMO BENEFITS AND SERVICES

Medical services provided or aranged by your Kaiser Permanente physician

For CITY OF PARNA

MEMBER PAYS

OUTPATIENT CARE
Office Visits including:
» Exams, allerpy testing, well-child care, hearing tests 510 per visit
v Allergy treatment No Charge
= Qutpatient surgery 510 per visit
» Specialty care $10 per visit
« Vision Exams available through affiliated providers 310 per visit
Prenatal Care No Charge
Urgent Care
« At Kaiser Permanente facilities or outside the service area 310 per visit
Physical, Speech, and Occupational Therapy $10 per visit
» Up to 2 months or 30 visits per therapy, whichever is greater, per medical
episode
DIAGNOSTIC SERVICES
» Laboratory and diagnostic testing, X-rays No Charge
HOSPITAL INPATIENT CARE
No annual or lifetime limit on covered days, including: No Charge
» Physician and surgeon services; Room and board, anesthesia, operating and
recovery rooms; Laboratory and diagnostic testing, x-rays
EMERGENCY SERVICES (Fee waived if admitted)
Emergency Services provided at a Plan Facility $10 per visit
Emergency Services provided at a non-Plan Facility 510 per visit
AMBULANCE SERVICES
Only when transportation in any other vehicle would endanger your health Np Charge
MENTAL HEALTH SERVICES
Inpatient - 30 days of hospital care per calendar year No Charge
Qutpatient - 20 visit maximum
» Individual Therapy £10 per visit
« Group Therapy(each visit counts as one-half visit apainst maximum) 35 per visit
CHEMICAL DEPENDENCY SERVICES
Inpatient
« Detoxification in a general hospital No Charge
» Detoxification in a specialized facility—1 admit per year No Charge
Outpatient
+ Detoxification $10 per visit
» Individual Therapy $10 per visit
« Group Therapy £5 per day
ALTERNATE CARE
Home Health Services No Charge
Hospice Home Care/Respite Care No Charge
Sidiled care in a Skilled Nursing Facility No Charge
» Up to 100 days per calendar year
INFERTILITY SERVICES
+ Inpatient 30%*
» Outpatient 0%

PRESCRIPTION DRUGS



88 KAISER PERMANENTE,
Kaiser Permanente HMO BENEFITS AND SERVICES

Medical services provided or arranged by your Kaiser Permanente physician MEMBER PAYS

» Covered Formulary Drugs and Accessories up to a 31 day supply at Kalser 35 copay
Permanente and affiliated network facilities

» Up to 62 day supply of maintenance drugs by mail order from the ICaiser
Permaneste Mail Order Pharmacy

DURABLE MEDICAL EQUIPMENT
Coverage limited to specific durable medical equipment No Charge

EXTENDED DEPENDENT COVERAGE
» Dependents are covered up to age 19 at the end of the month
¢ Full-Time Students are covered up to age 25 at the end of the month

*When a plan deductible is indicated, inpatient infertility services are subject to deductible.

This summary of benelits contains highlights only.

This is not a contract.  Specific benefits, exclusions and limitations are contained in the Group Agreéement we have with your employer and
the Evidence of Covernge you will recelve when you become & member. For specific questions about coverage, existing Members may call
our Costomer Relations Departrnent at {216) 621-7100 or toll-free at 1-B00-686-7100 New Members may call a Kaiser Permanente
Representntive af (216) 479-5770 or tol)-free at 1-800-400-1907 Our TTY line is {216) 635-4444 for the hearing impaired

Qut of Pocket Maximum

The Plan's Deductible, any benefit speeific dedoctible, and the following benefits do not apply towards the satisfaction of the Out of Pocket
Maximum: Copayments and Coinsurance on services that are not Basic Health Care Services, such as but not limited to: Skilled Nursing,
Durable Medical Equipment/Prosthetics and Orthotics, and Prescription Drug Benefits

General Exclusions including but not limifed to:

s Services that are not medically necessary ¢ Services and supplies not provided, armanged or suthorized by a Plan Physiclan ¢ Alternative
medical services ineluding acupuncture » Alternative reproductive technologies such as: In vitro fertilization, ovum transplants, gemete
intrafallopian transfer, zygote intmfallopian tansfer, donor semen, donor eggs and services refated fo their procurement and storage  Non-
Mental Health biofzedback services o Cosmetic surgery or services o Custodial or intermediate care ¢ Hypnotheropy end Hypnotic
anesthesia ¢ Cerfain Physical examinations o Services related to sexual reassignment » Experimental ot investigational services

w Services that are the financial responsibility of zn empioyer or services or 8 government agency e Services provided under any Workers'
Compensation or employer’s liability law e Cardiac rehabilitation ¢ Non-human or artificiz] organs and their implantztion  Reversal of
voluntary infertility o Long term rehabilitation



Health Plan Drug Formulary

Kaiser Foundation Health Plan of Ohio uses a closed drug fonmulery  The medications included in the Kaiser Permanente Formulary
are chosen by a group of Kaiser Permanente physicians, pharmacists, and nurses known as (he Pharmacy and Therapeutics
Committee. This Committee meets regularly to evaluate and choose those medications that are effective, safe, and useful in caring
for our members  Non-formulary drags may be approved for coverage if certain criteria are met

Please note that some Kaiser Permanente health benefit plans provide coverage of non-formulary drags at a higher non-formulary
copeyment

Not al} Xaiser Permarente health benefit plans include coverage for prescription drugs  Some drugs may be excluded from coverage
Somé plans have limitations on the dollar amount of toverege  Some medications may have quantity restrictions lirniting the amount
of the drug you can receive per prescription or copayment. Coverape of certain formulary medications may also be subject to
restrictions established by the Pharmacy and Therapeutics Commitiee.

For more information regarding our prescription drug benefit procedures or your benefit, please call our Customer Relations
Department at 216-621-7100 or 1-800-686-7100 or visit kaiserpermanente.org to view the Member Drug Formulary

Additiona) Kaiser Permanente Services

As 8 Xaiser Permanente member, you will have access to complimentary services and discount programs Al subscribers receive a
copy of our Healthwise Handbook and subscription to our Parmers in Health magezine  The Healthwise Handbook Is a self-care
rmanue} that intludes basic guidelines on recognizing and coping with some of the most common health problems  Partiers in
Health is » magazine containing articles addressing current heelth issues, health and wellness topics, es well as self-care topics. To
supplement these two publications, all members have access to our website, kaiserperimanente.org, and our telephone advice line
Through kaiserpermanente.org members can aceess information on featured health topics, search for specific topics in our health
and drug encyclopedias, participate in discussion boards, schedule non-urgent appointments, refill prescriptions, order ID cards, and
emai] questions to an advice nurse, pharmacist, and/or member service representative  Members also have access to our Telephone
Advice line 24 hours a day, 7 days a week. Kaiser Permanente registered nurses with training in various medical specialties staff the
phone lines

Kaiser Permanente believes that health care does not recessarily begin and end in the doctor’s office. We believe that the integration

of self-care skills into our everyday interactions with our members can produce some powerful and positive outcomes resulting in
healthier and rmore setisfied members

ODI # MCD 9112336






Prescription Drug

Plan Designs

Medical Mutual
Effective January 1, 2006 thru January 1, 2008




Bttective ¢/1/06 Fire, Schedule A, Police, Dispatchers,
Rx. Plan#5  police Supervisors & Corrections

MEDICAL City of Parma
MUTUAL Prescription Drug Program

Benefit Period’ January 1% through December 315
Dependent Age Limit 18 Dependent / 25 Student
Removal upon Birth Date

Formulary Retail Program with Oral Contraceptive Coverage - mandatory mail order after the second
refall fill of a prescription drug

Generic Copayment $10 30
Formulary Copayment $20 30
Non-Formulary Copayment 330 30
Formulary Mail Order Program with Oral Contraceptive Coverage

Generic Copayment 325 50
Form'uEary Copayment 50 o0
Non-Formulary Copayment $75 90

Note:  In an effort fo continue our commitment to quality care and help contain the increasing cost of prescription
drug coverage, a formulary feature is included in your prescription drug benefit. A formulary drug is a FDA
approved prescription medication reviewed by an independent Pharmacy and Therapeutics Committee
brought together by Medco Health Solutions, Inc. Formulary drugs can assist in maintaining quality care while
meeting your plan's cost containment objectives.

Beneiits will be determined based on Medical Mutual's medical and administrative policies and procedures.
This document is only a partial listing of benefits. This is not a contract of insurance. No person other than an

officer of Medical Mutual may agree, orally or in writing, to change the benefits listed here. The contract or
certificate will contain the complete listing of covered services.







Prescription Drug

Plan Designs

Medical Mutual
Effective January 1, 2003 thru January 1, 2008




Effective 1/1/03

5 City of Parma
Prescription Drug Program 1
Mandatory Mail Order

Benefit Period January 1% through December 31*
Dependent Age Limit 19 Dependent / 25 Student
Removal upon Birth Date
Retail Program with Oral Contraceptive Coverage - for the initial filling and one refill of a
prescription drug
Generic Copayment $5 30
Single Source Copayment 510 30
Brand Copayment $15 30
Retail Program with Ora! Contraceptive Coverage —~ after the second retail fill of a prescription drug
Generic Copayment Not Covered N/A
Single Source Copayment Not Covered N/A
Brand Copayment Not Covered N/A
Wail Order Program with Oral Contraceptive Coverage
Generic Copayment 35 50
Brand Copayment 310 80

Note:  In an effort io continue our comemitment fo quality care and help contain the increasing cost of prescription
drug coverage, a preferred feature Is included in your prescription drug benefit A preferred drug is a FDA
approved prescription medication reviewed by an independent Pharmacy and Therapeutics Commitiee
brought together by Merck-Medeo Managed Care, LLC Preferred drugs can assist in maintaining quality
care while mesting your plan's cost containment objectives.

Benefits will be determined based on Medical Mutual's medical and administrative policies and procedurss
This document is only a partial listing of benefits This is nota contract of insurance No person other than an

officer of Medical Mutual may agree, orally or in writing, to change the benedits listed here  The contract or
certificate will contain the complete listing of covered services
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Effective 1/1/03

City of Parma
Prescription Drug Program 2

Benefit Period January 1* through December 31%

Dependent Age Limit 19 Dependent / 25 Student
Removal upon Birth Date

Retail Program with Oral Contraceptive Coverage

Generic Copayment $0 34

Brand Name Copayment 35 34

Mail Order Program with Oral Contraceptive Coverage

Generic Copayment 35 a0

Brand Name Copayment 310 80

Note:  Benefits will be determined based on Medical Mutual's medical and administrative policies and procedures

This document is only a partial listing of benefits. This is not a contract of insurance No person other than an
officer of Medical Mutua! may agree, orally or in writing, to change the benefits isted here  The contract or
certificate will contain the complete listing of covered services
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Effective 1/1/03

Prescription Drug Program 3

City of Parma
Preseription Drug Program
Section 139 only

Benef‘ t Penod January 15‘ through December 31‘”“

Dependent Age Limit 19 Dependent / 25 Student
Rernoval upon Birth Dale

Retail Program with Oral Contraceptive Coverage

Generc Copayment 35 3
Single Source Copayment 310 30
Brand Name Copayment ' 515 30
Mail Order Program with Oral Contraceptwe Coverage

Generic Copayment $5 80
Brand Name Copayment $10 90

Note:  Benefits will be determined based on Medical Mutual's medical and administrative policies and procedures

This docurnent is only a partial listing of benefits  This Is not a contract of insurance No person other than an
oificer of Medical Mutual may agrae, orally or in writing, to change the benefits listed here  The contract or
certificate will contain the complete listing of covered services
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Effective 1/1/04

Prescription Drug Program 4

Benefit Period

City of Parma
Prescription Drug Program
Mandatory Mail Order
New Hires Effective 01/01/04

January 1% through December 31%

Dependent Age Limit

19 Dependent / 25 Student
Removal upon Birth Date

prescription drug

Retail Program with Oral Contraceptive Coverage ~ for the initial filling and one refill of a

Generic Copayment

33

34

Brand Copayment

310

34

Retail Program with Oral Contraceptive Coverage — after the second retail fill of a prescription drug

Generic Copayment Not Covered N/A
Brand Copayment Not Covered N/A
Mail Order Program with Oral Contraceptive Coverage

Generic Copayment 35 80
Brand Copayment 310 80

Note:  In an effort to continue our commitment {o quality care and help contain the increasing cost of prescription
drug coverage, a preferred feature is included in your prescription drug benefit. A preferred drug is a FDA
approved prescriplion medication reviewed by an independent Pharmacy and Therapeutics Committea
brought together by Merck-Medco Managed Care, L L G Preferred drugs can assist in maintaining quality
care while meeting your plan's cost containment objectives.

Benefits will be determined based on Medical Mutual's medical and administrative policies and procedures

This document is only a partial listing of benefits. This Is nota contract of insurance No person other than an
officer of Medical Mutual may agree, orally or in writing, to change the banefits fisted here  The contract or
certificate will contain the complete listing of covered services.
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Dental Plan Designs

Medical Mutual
Effective January 1, 2003 thru January 1, 2008




Effective 1/1/03

City of Parma
m%l?rlg QII: Traditional Dental
" With Orthodontia
I\ Benefits e — I S
Benefit Period January 1 through December 31°
Dependent Age Limit 19 Dependent / 25 Student
Removal upon Birth Date
Benefit Period Maximum (per mamber) 31,500
Benefit Period Deductible (per member) ‘ 550
Orthodontic Lifetime Maximum (per eligible $1,500
dependent up to age 19)
Periodontal Lifetime Maximum {per member) $3,000
Preventive, Restorative and Complex Services
First $150 of services 100% of billed charges
$151 - $200 of services (naxt $50) Apply $50 deductible
3201 - $700 of services (next $500) B0% of biiled charges
$701 - $2,427.28 of services (next $1727.28) 55% of billed charges
Periodontal Services
Periodontal Services B0% UCR after deductible
Orthodontic Services
QOrthodontic Diagnostic Services 60% UCR after deductible
Minor Treatment for Tooth Guidance 60% UCR after deductible
Minor Treatment for Harmful Habits 60% UCR after deductible
Interceptive Orthodontic Treafment 60% UCR after deductible
Comprehensive Orthodontic Treatment 60% UCR after deductible

Note: Benefits will be determined based on Medical Mutual's medical and administrative policies and procedures

This document is only a partial listing of benefits  This is not a contract of insurance No person other than
an officer of Medical Mutual may agree, oraliy or in writing, to change the benefits isted here  The confract
or cerificate will contzin the complete listing of covered services

In certain instances, Medical Mutual's payment may not equal the percentage listed above However, the
covered person's coinsurance will always be based on the lesser of the provider's billed charges or Medical
Mutual's negotiated rate with the provider

City uf Parmn = Trod Dontal $4/01/03
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Effective 10/1/02

MEDICAL
MUTUAL.

v

City of Parma
SuperDental

J__ Network | NonNotwork ]

January 1% December 31°

Dependent Age Limit

19 Dependent / 25 Student;
Remeoval upon End of Month

Benefit Period Maximum (per member) 51,500
Benefit Period Deductible (per member) 350
Orthodontic Lifetime Maximum (per eligible %1.500
dependent up o age 19) !
Periodontal Lifetime Maximum (per member) 33,000

Preventive Services'

Oral Exams — two per benefit period

$10 copay, then 100%

" Not Covered

Bite Wing X-Rays — iwo setfs per benefit period 100% Not Covered
Prophylaxis (cleaning) - two per benefit period 10D% Not Covered
Fluoride Treatment — One treatment per bensfit o

period, limited to dependents up to age 19 100% Not Covered
apaags ?ﬂgamtamers- limited to eligible dependents up 100% Not Covered
Emergency Palliative Treatment — includes 100% Not Covered

gmergency oral exam

Restorative Services

Consultations and Other Exams by Specialist

85% after deductible

50% after deductible

Diagnostic X-Rays — including Full Mouth/Panorex,
which are limited to one every 36 consecutive
moenths

B5% safter deductible

50% after deductible

Amalgam Fillings

B5% after deductible

50% after deductible

Resin Fillings — Anterior and Posterior Surfaces

B5% after deductible

50% after deductible

Endodontics/Pulp Services

B5% afier deductible

50% after deductible

Repairs, Relines & Adjustments of Prosthetics

£5% afier deductible

50% after deductible

Exiractions 85% after deductible 50% after deductible
Impactions B5% after deductible | 50% after deductible
Minor Oral Surgery Services B5% after deductible 50% after deductible
General Anesthesia 85% after deductible 50% aiter deductible

Complex Services

Dental Implants

B80% after deductible

30% after deductible

Gold Foll Restoration

80% after deductible

30% after deductible

Inlays, Onlays ~ one every five years

60% after deductible

30% after deductible

Crowns — ope evely five years

50% after deductible

30% afier deductible

Bridgework (Pontics & Abutments) — one every five
years

B50% afler deductible

30% afier deductible

Pariial and Gomplete Dentures — one svery five
years

50% after deduciible

30% after deductible

Periodontal Services'

B50% after deduciible

60% after deductible

Parina SupntDantal - 100102
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Orthodontic Service
Orthodontic Diagnostic Services 50% after deductible 60% after deductible
Minor Treatment for Tooth Guidance 60% after deductible B0% after deductible
Minor Treatment for Harmiul Habits 60% after deductible 60% after deductible
interceptive Orthodontic Treatment 60% after deductible 80% after deductible
Comprehensive Orthodontic Treatment 60% after deductible 60% after deductible
Note: Benefits will be determined based on Medical Mutual's medical and administrative policies and procedures

This document is only a pariial isting of benefits This is not a contract of insurance No person other than
an officer of Medical Mutuai may agree, orally or in writing, {o change the benefits listed here The contract

or certificate will contain the complete listing of covered services

! Services do not accumulate to the Benefit Period Maximum
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Vision Plan Design

Union Eye Care
Effective thru January 1, 2008
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