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TO ALL ELIGIBLE EMPLOYEES:

The Plan is designed to provide adequate protection and to meet the health needs of You and Your dependents.
The purpose of the Plan is to help protect You and Your family from the financial problems that can be caused by
an accident or sickness.

The Plan is as comprehensive as possible while being consistent with sound financial policy. To help You
understand the Plan and how it will best serve You, the following pages of this Summary describe the Benefits
available.

We hope that each of You will enjoy good health throughout Your career, but injuries and sickness are always a
possibility and usually unexpected and expensive.

Should You have any questions about Your Coverage, please contact Your Employer.
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BPU-Active (Spira)-SPD-20



Discrimination is Against the Law

Your Plan Administrator complies with applicable Federa! civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex. Your Plan Administrator does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Your Plan Administrator:
» Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electraonic formats,
other formats)

* Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Customer Service, 816-395-6340 (local), 844-395-7126 (Toll
free), languagehelp@bluekc.com.

If you believe that your Plan Administrator has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance by directly contacting your Plan Administrater. You can file a grievance in person or by
mail, or email. If you need help filing a grievance, your Plan Administrator is available to help you.
You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal hhs,gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

If you, or someone you're helping, has questions, you have the right to get help and information in
your language at no cost. To talk to an interpreter, call 1-844-395-7126.

Spanish:
ATENCION: si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia linguistica. Llame
al 1-844-395-7126 (TTY: 1-816-842-5607).

Chinese
AT R EERAYEP - T Ll e R EEESREIRTS - JFEE 1-844-395-7126 (TTY : 1-816-842-
5607).

Viet:na_amese:
CHU Y: N&u ban ndi Tiéng Viét, cé cac dich vu hd trg ngdn ngl mién phi danh cho ban. Goi s& 1-844-
395-7126 (TTY: 1-816-842-5607).

German:
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-844-395-7126 (TTY: 1-816-842-5607).
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Korean:
FO: B2 E MEotAE B2, ) XY MUHIAE S22 012612 £ USLICH 1-844-395-7126
(TTY: 1-816-842-5607) H2 g &ala =&AL,

Serbo-Croatian:

OBAVIESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomodéi dostupne su vam besplatno.
Nazovite 1-844-395-7126 (TTY- Telefon za osobe sa oste¢enim govorom ili sluhom: 1-816-842-
5607).

Arabic:
2 puall oSl g2 08 ) B44-395-7126-1) & Jeadt . hovally o} 55 4 palll sapliaad) Siladi 8 Aalli 83 Siats i€ 13 Ak gala
.(816-842-5607-1
Russian:

BHUMAHWE: Ecnu Bbl roBOpPUTE Ha PYCCKOM A3blke, TO BAM AOCTYNHLI 6ecnnaTtHele yciyrM nepeeoaa.
3soHnTe 1-844-395-7126. (Tenetann: 1-816-842-5607).

French:
ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-844-395-7126 {ATS: 1-816-842-5607).

Tagaleg:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-844-395-7126 (TTY: 1-816-842-5607).

Laotian: . )
Uomu: 1199 Wz 270, nwidmugoaciiediuwrz, loevcdyer, civiveniviiw. tns 1-
844-395-7126. (TTY: 1-816-842-5607).

Pennsylvanian Dutch:
Wann du schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die englisch
Schprooch. Ruf selli Nummer uff: Call 1-844-395-7126 (TTY: 1-816-842-5607).

Persian:
1-844-395-7126 (TTY: 1-B16-842- e 22U el 5l G815 2 ey o § g (308 a RS g J LS 1 8 1 8
ki 3,805607) |
Cushite:

XIYYEEFFANNAA: Afaan dubbattu Croomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 1-844-395-7126 (TTY: 1-816-842-5607).

Portuguese:
ATENCAO: Se fala portugués, encontram-se disponiveis servi¢os linguisticos, gratis. Ligue para 1-
844-395-7126 (TTY: 1-816-842-5607).

For TTY services, please call 1-816-842-5607.
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BENEFIT SCHEDULE

BENEFIT SCHEDULE

SECTION A. DEFINITIONS
SECTION B. ELIGIBILITY, ENROLLMENT AND EFFECTIVE DATE

SECTION C. COVERED SERVICES

SECTION D. EXCLUSIONS AND LIMITATIONS

SECTION E. HOW TO FILE A CLAIM

SECTION F. COORDINATION OF BENEFITS (COB)

SECTION G. SUBROGATION

SECTION H. TERMINATION

SECTION I. CONTINUATION AND CONVERSION

SECTION J. GENERAL INFORMATION

SECTION K. UTILIZATION REVIEW

SECTION L. HOW TO APPEAL A CLAIM

Amendments, if any, are located in the back of this Plan Decument.
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BENEFIT SCHEDULE

Group Name: Board of Public Utilitics

Effective Date: October 1, 2020

Preexisting Condition Exclusion Period: None

Dependent Limiting Age: 26

The Covered Services described in the Benefit Schedule are subject to the conditions, limitations and exclusions of the Plan.

Your Plan Type is an Exclusive Provider Organization (EPQ). Members must receive all care from In-Network Providers,
except for Emergency Services. Services provided by Out-of-Network Providers are not covered, except as specifically
provided. Please see the Covered Services section for further information.

IN-NETWORK PROVIDER

OUT-OF-NETWORK PROVIDER

Covered Services

Copayment, Coinsurance and
Limitations

Coinsurance and Limitations

Out-of.Pocket Maximum $6,350/$12,700 Does not apply
Individual / Family

Primary Care Office Visit $20 Copayment Not applicable
Specialty Care Office Visit $20 Copayment Not covered
Urgent Care $20 Copayment Not covered
Routine Preventive Care — (See the | No Copayment ! Not covered
Routine Preventive Care Benefit |

under the Covered Services Section

for a Description of Routine

Preventive Services for which You

have Benefits.

Diagnostic and Routine Preventive | No Copayment Not covered

Mammograms, Pap Smears and
PSA tests.

Emergency Services

$100 Copayment

$100 Copayment

Copayment waived if admitted to a Hospital

Ambulance

No Copayment

No Copayment
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BENEFIT SCHEDULE

IN-NETWORK PROVIDER OUT-OF-NETWORK PROVIDER
Covered Services Copayment, Coinsurance and Coinsurance and Limitations
Limitations

Inpatient Hospital Services No Copayment Not covered
QOutpatient Services in a Hospital or | No Copayment | Not covered
Other Outpatient Facility
Lab drawn and processed in a
Spira Care Center Provider No Copayment Not covered
Physician’s Office
(excluding allergy testing)
Lab drawn and processed in a
Physician’s Office/Independent Lab | No Copayment Not covered
(excluding allergy testing)
X-ray and other Radiology
Procedures Performed in a Spira No Copayment Not covered
Care Clinic Provider’s Office
(unless otherwise specified)
X-ray and other Radiology |
Procedures Performed in a No Copayment Not covered
Physician’s Office/Independent Lab
{unless otherwise specified)
Durable Medical Equipment No Copayment Not covered

Not covered
Outpatient Therapy (Speech, No Copayment
Hearing, Physical, and
Occupational Services)

Not covered
Outpaticnt Substance Abuse No Copayment

Not covered
Inpatient Substance Abuse No Copayment

Not covered
Outpatient Mental Illness No Copayment
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BENEFIT SCHEDULE

IN-NETWORK PROVIDER

OUT-OF-NETWORK PROVIDER

Covered Services

Copayment, Coinsurance and

Coinsurance and Limitations

Limitations
Not covered
Inpatient Mental lliness No Copayment
! Organ Transplant | No Copayment Not covered
i
Outpatient Prescription Drugs Covered through SavRx

31,000 Calendar Year Out-of-Pocket Maximum
(Individual/Family)

Short-Term Generic $5.00 Copayment $5.00 Copayment
Supplics Formulary $20.00 Copayment $20.00 Copayment
Non-Formulary | $30.00 Copayment $30.00 Copayment
Long-Term Generic $3.00 Copayment $3.00 Copayment
Supplies (mail Formulary $20.00 Copayment 520.00 Copayment
order) Non-Formulary | $30.00 Copayment $30.00 Copayment
Impotency Drugs Applicable Copayment Applicable Copayment

Routine Yision Exam

See Covered Services Section

Chiropractic Services

$20 Copayment

Not covered

40 visit Calendar Year Maximum (per person)

Lifetime Maximum

Unlimited
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The Kansas City Board of
Public Utilities

HEALTH BENEFIT PLAN

PREFERRED-CARE BLUE
PREFERRED PROVIDER ORGANIZATION

Amended and Restated Effective October 1, 2020

BPU-Active (PPO)-SPD-20



TO ALL ELIGIBLE EMPLOYEES:

The Plan is designed to provide adequate protection and to meet the health needs of You and Your dependents.
The purpose of the Plan is to help protect You and Your family from the financial problems that can be caused by
an accident or sickness.

The Plan is as comprehensive as possible while being consistent with sound financial policy. To help You
understand the Plan and how it will best serve You, the following pages of this Summary describe the Benefits
available.

We hope that each of You will enjoy good health throughout Your career, but injuries and sickness are always a
possibility and usually unexpected and expensive.

Should You have any questions about Your Coverage, please contact Your Employer.
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Discrimination is Against the Law

Your Plan Administrator complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex. Your Plan Administrator does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Your Plan Administrator:
» Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,
other formats)

* Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Customer Service, 816-395-6340 (local), 844-395-7126 (Toll
free), languagehelp@bluekc.com.

If you believe that your Plan Administrator has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance by directly contacting your Plan Administrator. You can file a grievance in person or by
mail, or email. If you need help filing a grievance, your Plan Administrator is available to help you.
You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 505F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

If you, or someone you're helping, has questions, you have the right to get help and information in
your language at no cost. To talk to an interpreter, call 1-844-395-7126.

Spanish.
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linguistica. Llame
al 1-844-395-7126 (TTY: 1-816-842-5607).

Chinese
W ORTERYI TS - EUILARYHEGEES FRBVFS - S9EUE 1-844-395-7126 (TTY : 1-816-842-
5607).

Vietnamese:
CHU Y: N&u ban ndi Tiéng Viét, cé céc dich vu hd trd ngdn ngli mién phi danh cho ban. Goi s6 1-844-
395-7126 (TTY: 1-816-842-5607).

German:
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfliigung. Rufnummer: 1-844-395-7126 (TTY: 1-816-842-5607).
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Korean:
F9: SI2HE A2otA=E 8%, U X8 AHAE S22 020t &= USLICH 1-844-395-7126
{(TTY: 1-816-842-5607) HEE A3 FAAML,

Serbo-Croatian:

OBAVIESTENJIE: Ako govorite srpsko-hrvatski, usluge jezi¢ke pomodéi dostupne su vam besplatno.
Nazovite 1-844-395-7126 (TTY- Telefon za osobe sa oste¢enim govorom ili sluhom: 1-816-842-
5607).

Arabic:
A acall 28014108 ) B44-395-7126-1) &8 Joadl ol ol G153 gl Se Lol clasd 1 GG SH Baaa T S 1Y AdS yals
.(816-842-5607-1

Russian:
BHUMAHWE: Ecnu Bbl roBopuTe Ha PpyccKoM A3biKe, TO BaM AOCTYNHbI 6ecnnartHeble ycayrn nepesoaa.
3soHuTe 1-844-395-7126. (Tenertaiin: 1-816-842-5607).

French:
ATTENTION: Si vous parlez francgais, des services d'aide linguistique vous sont proposes
gratuitement. Appelez le 1-844-395-7126 (ATS: 1-816-842-5607).

Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-844-395-7126 (TTY: 1-816-842-5607).

Laotian: . )
uogiu: §199 viwedrwaz om0, NMd3nugoscdedwwiz, loetcdas, wivdtenlitim. lns 1-
844-395-7126. (TTY: 1-816-842-5607).

Pennsylvanian Dutch:
Wann du schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die englisch
Schprooch, Ruf selli Nummer uff: Call 1-844-395-7126 (TTY: 1-816-842-5607).

Persian:
1-844-395-7126 (TTY: 1-816-842- pa 2l i (51 3 B ) Sy peds (i il 68 g gBGIE s 8 05 g 8 g 58
ol 4 ,8:5607) .

Cushite:

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 1-844-395-7126 (TTY: 1-816-842-5607).

Portuguese:
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-
844-395-7126 (TTY: 1-816-842-5607).

For TTY services, please call 1-816-842-5607.
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BENEFIT SCHEDULE

BENEFIT SCHEDULE

SECTION A. DEFINITIONS

SECTION B, ELIGIBILITY, ENROLLMENT AND EFFECTIVE DATE

SECTION C. COVERED SERVICES..

------

SECTION D. EXCLUSIONS AND LIMITATIONS

SECTION E. HOW TO FILE A CLAIM

SECTION F. COORDINATION OF BENEFITS (COB)

SECTION G. SUBROGATION

SECTION H. TERMINATION

SECTION I. CONTINUATION AND CONVERSION

SECTION 1. GENERAL INFORMATION

SECTION K. UTILIZATION REVIEW

SECTION L. HOW TO APPEAL A CLAIM. ......ueenue.

Amendments, if any, are located in the back of this Plan Document.
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BENEFIT SCHEDULE

Group Name: Board of Public Utilities

Effective Date: October 1, 2020

Preexisting Condition Exclusion Period: None

Dependent Limiting Age: 26

The Covered Services described in the Benefit Schedule are subject to the conditions, limitations and exclusions of the Plan.

PREFERRED PROVIDER NON-PREFERRED PROVIDER
Covered Services Copayment, Coinsurance and Coinsurance and Limitations
Limitations

Out-of-Pocket Maximum $6,350 /812,700 Unlimited

Individual / Family

Primary Care Office Visit $20 Copayment 10% Coinsurance

Specialty Carce Office Visit $20 Copayment 10% Coinsurance

Urgent Care $20 Copayment 10% Coinsurance

Routine Preventive Care — (See the | No Copayment
Routine Preventive Care Benefit
under the Covered Services Section
for a Description of Routine
Preventive Services for which You
have Benefits.

| 10% Coinsurance

Diagnostic and Routine Preventive | No Copayment
Mammograms, Pap Smears and

10%% Coinsurance

PSA tests.
Emergency Services $100 Copayment $100 Copayment
Copayment waived if admitted to either a Preferred Provider Hospital or Non-
Preferred Provider Hospital
Ambulance No Copayment 10% Coinsurance

BPU-Active (PPO)-SPD-20




BENEFIT SCHEDULE

PREFERRED PROVIDER

NON-PREFERRED PROVIDER

Covered Services

Copayment, Coinsurance and
Limitations

Coinsurance and Limitations

Inpatient Hospital Services

No Copayment

10% Coinsurance

Inpatiemt hospital services in a Non-
Participating Provider Hospital inside
the Service Organization Service Area
are limited to a $200 maximum per day.

Outpatient Services in a Hospital or
Other Outpatient Facility

No Copayment

10% Coinsurance

Outpatient services at a Non-
Participating Provider Hospital or at a
Non-Participating Provider outpatient
Jacility inside the Service Organization
Service Area are limited to 200 per
day.

Durable Medical Equipment

No Copayment

10%s Coinsurance

Outpatient Therapy (Speech,
Hearing, Physical, and
Occupational Services)

No Copayment

10% Coinsurance

QOutpatient Substance Abuse

No Copayment

10% Coinsurance

Outpatient services at a Non-
Participating Provider Hospital or at a
Non-Participating Provider owpatient
Jacility inside the Service Organization
Service Area are limited to 3200 per
day

Inpatient Substance Abuse

No Copayment

10% Coinsurance

Inpatient hospital services in a Non-
Participating Provider Hospital inside
the Service Organization Service Area
are limited 10 a $200 maximum per day

| Qutpatient Mental Illness

i
{ No Copayment

10% Coinsurance

Owipatient services at a Non-
Participating Provider Hospital or at a
Non-Participating Provider outpatient
Sfacility inside the Service Organization
Service Area are limited to 3200 per
day

BPU-Active (PPO)-SPD-20




BENEFIT SCHEDULE

PREFERRED PROVIDER NON-PREFERRED PROVIDER
Covered Services Copayment, Coinsurance and Coinsurance and Limitations
Limitations
Inpatient Mental lllness No Copayment 10% Coinsurance
Inpatient hospital services in a Non-
Participating Provider Hospital inside
the Service Organization Service Area
are limited to a 3200 maximum per day
Organ Transplant No Copayment 10% Coinsurance

| Qutpatient Prescription Drugs

Covered through SavRx

31,000 Calendar Year Out-of-Pocket Maximum

(Individual/Family)

Short-Term Generic $5.00 Copayment $5.00 Copayment
Supplies Formulary $20.00 Copayment $20.00 Copayment
Non-Formulary | $30.00 Copayment $30.00 Copayment
Long-Term Generic $3.00 Copayment $3.00 Copayment
Supplies (mail Formulary $20.00 Copayment $20.00 Copayment
order) Non-Formulary | $30.00 Copayment $30.00 Copayment

Impotency Drugs

Applicable Copayment

Applicable Copayment

Routine Vision Exam

See Covered Services Section

| Chiropractic Services
|

No Copayment

10% Coinsurance

40 visit Calendar Year Maximum (per person)

Lifetime Maximum

Unlimited

BPU-Active (PPO)-SPD-20




The Kansas City Board of
Public Utilities

HEALTH BENEFIT PLAN

Blue-Care

Amended and Restated Effective October 1, 2020



TO ALL ELIGIBLE EMPLOYEES:

The Plan is designed to provide adequate protection and to meet the health needs of You and Your dependents.
The purpose of the Plan is to help protect You and Your family from the financial problems that can be caused by
an accident or sickness.

The Plan is as comprehensive as possible while being consistent with sound financial policy. To help You
understand the Plan and how it will best serve You, the following pages of this Summary describe the Benefits

available.

We hope that each of You will enjoy good health throughout Your career, but injuries and sickness are always a
possibility and usually unexpected and expensive.

Should You have any questions about Your Coverage, please contact Your Employer.

Discrimination is Against the Law

BPU-Active (BC)-SPD-20 2



Your Plan Administrator complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex. Your Plan Administrator does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Your Plan Administrator:
» Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,
other formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Customer Service, 816-395-6340 (local), 844-395-7126 (Toll
free), languagehelp@bluekc.com.

If you believe that your Plan Administrator has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance by directly contacting your Plan Administrator. You can file a grievance in person or by
mail, or email. If you need help filing a grievance, your Plan Administrator is available to help you.
You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Buiiding

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

If you, or someone you're helping, has questions, you have the right to get help and information in
your language at no cost. To talk to an interpreter, call 1-844-395-7126.

Spanish:
ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia linguistica. Llame
al 1-844-395-7126 (TTY: 1-816-842-5607).

Chinese
AW REERYEREPS - e L R EWGEE S IRINRTS - S4E(E 1-844-395-7126 (TTY : 1-816-842-
5607).

Viethamese:
CHU Y: Néu ban noi Tiéng Viét, ¢ cac dich vu hd trd ngdn nglr mién phi danh cho ban. Goi s6 1-844-
395-7126 (TTY: 1-816-842-5607).

German:
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfigung. Rufnummer: 1-844-395-7126 (TTY: 1-816-842-5607).

BPU-Active (BC)-SPD-20



Korean:
FO SI3HE MEBSIANE E2, 8 TR HHIAE 22 0|20t £ 2UsLUICH 1-844-395-7126
(TTY: 1-816-842-5607) H2Z H3Idl FHAIZ.

Serbo-Croatian:

OBAVIESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomodi dostupne su vam besplatno.
Nazovite 1-844-395-7126 (TTY- Telefon za osobe sa ostecenim govorom ili sluhom: 1-816-842-
5607),

Arabic:
A peall oSl 3235 844-395-7126-1) o Jead chaally ol i o &y sl Saelsadl cilasd 8 il 83 Gaaa T i 13 dda yale
.{816-842-5607-1

Russian:
BHUMAHWE: Ecnn Bbl roBOpuTE H2 PYCCKOM A3biKe, TO BaM AOCTYNHLI BecnnarHble ycnyru nepesopa.
3BoHUTe 1-844-395-7126. (Tenetain: 1-816-842-5607).

French:
ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-844-395-7126 (ATS: 1-816-842-5607).

Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-844-395-7126 (TTY: 1-816-842-5607).

Laotian: . )
tuogou: §297 vz a%0, MuiSnugoacdiedruwiz, loelcdjer, cuvidenliivion. lus 1-
844-395-7126. (TTY: 1-816-842-5607).

Pennsylvanian Dutch:
Wann du schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die englisch
Schprooch. Ruf selli Nummer uff: Call 1-844-395-7126 (TTY: 1-816-842-5607).

Persian:
1-844-395-7126 (TTY: 1-816-842- e 23k el (sl 3 381 &) ey ) Dk 358 a0 SGHE it ) 015 42 81 g 55
ok 3,5:5607) .

Cushite:

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Bilbilaa 1-844-395-7126 (TTY: 1-816-842-5607).

Portuguese:

ATENCAOQ: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-
844-395-7126 (TTY: 1-816-842-5607).

For TTY services, please call 1-816-842-5607.
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BENEFIT SCHEDULE

Group Name: Board of Public Utilities

Effective Date: October |, 2020

Preexisting Condition Exclusion Period: None

Dependent Limiting Age: 26

The Covered Services described in the Benefit Schedule are subject to the conditions, limitations and exclusions of the

Plan.

Covered Services

HMO PROVIDER
Copayment and Limitations

Out-of-Pocket Maximum $6,350/%12,700
Individual / Family

Primary Care Office Visit $20 Copayment per visit
Specialty Care Office Visit $20 Copayment per visit
Allergy Testing No Copayment

' Emergency Services

$100 Copayment per visit.

Copayment waived if admitted to a Hospital for 24 or more howrs.

Ambulance ' No Copayment
Inpatient Hospital Services and No Copayment
Outpatient Surgery in a Hospital or

Other Outpatient Facility

MRI, MRA, CT, and PET scan No Copayment
Durable Medical Equipment No Copayment
Home Health Services No Copayment
Skilled Nursing Facility No Copayment
Routine Preventive Care No Copayment
Inpatient and Outpatient Therapy No Copayment

{Speech, Hearing, Physical, Occupational
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BENEFIT SCHEDULE

Covered Services

HMO PROVIDER
Copayment and Limitations

and Skeletal Manipulations not performed
by a chiropractor)

60 visits/days (combined inpatient/outpatient) per incident

Chiropractic Services

No Copayment

40 visit Calendar Year Maximum (per person)

Outpatient Substance Abuse No Copayment
Inpatient Substance Abuse No Copayment
Outpatient Mental llness No Copayment
Inpaticnt Mental Iliness No Copayment.
Outpaticnt Prescription Drugs Covered through SavRx

includes oral and injectable
contraceptives, and contraceptive
devices and implants

81,000 Calendar Year Out-of-Pocket Maxinmum
(Individual / Family)

Short-Term Generic $5.00 Copayment
Supplies Formulary $20.00 Copayment
Non-Formulary $30.00 Copayment
Long-Term Generic $3.00 Copayment
Supplies Formulary $20.00 Copayment
Non-Formulary $30.00 Copayment
| Urgent Care $20 Copayment per visit

Routine Vision Exam

See Covered Services Section

Lifetime Maximum

Unlimited
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