WATERLOO SCHOQL DISTRICT
Effective Date: 09/01/2018

Plan 1-0
Product Type: HMO
Plan Code: HMQ03919/PHAD1659

Deductible $0 single / $0 farnlly N/A
Cclnsurance 0% colnsurance after deductlble NiA

Office Vislt Charge (Primary/Spaclallst) $20 capay ! $20 copay Not Covered / Not Covarad
Office Visit and Related Services 0% coinsurance after dadustible Nol Govered
Preventlve Services $0 copay Not Covered
Deductible and Coinsurance Limi $0 single / $0 famliy NIA

Maximum Out-of-Packet (Deductible and Colnsurance Limit plue
Iption Copays unless otherwlss noted)

$7150 single / $14300 famlly

NIA

Diagnostic Services

0% colnsurance after deductible

Tier 1 $10 copay Not Coverad
Tier 2 $26 copay Not Coverad
Tier 3 $60 copay Not Coverad
Tier 4 Not Covered Not Covered

Not Covered

CAT Scans/MRI/MRA

Inpatient Hospltal

0% colnaurance after deductible

0% colnsurance after deductible

Not Covered

Not Covered

Outpatient Hospltal

Urgent Care

0% colnsurance after deductible

$40 copay and/or 0% colnsurance after deductible

Not Covered

$40 copay and/ar 0% colnsurance sfter deductible

Emergency Room Services (Copay is waived if admitted)

$150 copay and/or 0% colnsurance after
deductible

$150 capay and/or 0% colnsurance after
deductible

Ambulance

Mental Health Inpatient

0% coinsurance efter deductible

0% coinsurance after deductible

$0 copay per admiselon Not Coverad
Mental Health Day Treatment Programs $0 copay Not Covered
Mental Health Outpatient $20 copay Not Covered
Durable Medical Equipment $0 copay Not Covered
Physical, Spsech & Occupational Therapy $20 copay per therapy type per day Not- Covered

Plan Speclal Features

Dete Prapared: 02/16/18

This | plan Incl

1 drug coverage that is creditable

L 3
Unless otherwise noted, all benefits are based on a Conlract Yesr
Thie banelit summary Is a highlight of your benefile and should not be relled upon to fully discloge your coverage,
Plensa revisw your Member Certificate of Coveraga for an exact description of ihe ssrvices and supplies that are
covered, excluded, ar limRed and other terms and candltions of coverage. Your Member Ceriificate is aveliable at

www.deancare.com.




Dean Health Plan

WATERLOC SCHOOL DISTRICT
Effectlve Date; 08/01/2018

Plan 2-0
Product Type: HMO HDHP
Plan Code: HMOD3478/PHAGTT23

Medical and Prasctiption Copays unless otherwise noted)

Deductible $3000 single / $6000 famlly N/A
Coinsurance 0% colnsurance after deductible N/A

Offlce Vielt Charge (Primary/Speclalist) X rolauenes ";}gr?::ﬂﬁfe’ L CEILTED Not Covered / Not Covered
Office Vislt and Related Services 0% colnsurance after daductible ot Gavered
Preventlve Services $0 copay Not Covered
Deductible and Coinsurance Limit $3000 single / $6000 famlly N/A
Maximum Qut-of-Pocket {Deductible and Coinsurance Limit plus $3000 alngle / $6000 famlly NEA

Diagnostic Services

Tier 1 0% colnsurance after deductible Not Covered
Tier 2 0% colnsurance after deductitle Not Covered
Tier 3 0% colnsurance after deductible Not Covared
Tier 4 0% colnsurance after deduciible Not Covered

0% colnsurance after deductible

Not Covered

CAT Scans™RIMRA

0% colnsurance after deductible

0% colnsurance after deduptible

Not Covered

Not Coverad

Urgent Care

0% colnsurance afler deductible

0% colnaurance afler deductibls

Not Covered

0% colnsurance after deductible

Emergency Room Services (Copay is waived if admittsd)

0% colnsurancs after deduotible

0% calnsurance after deductible

Ambulanca

0% colnsurance afler deductible

0% colnsurance afler deduotible

Mental Health Inpatient 0% colnsurance after deductible Not Covered
Mental Health Day Treatment Programs 0% celnsurance zfter deductible Not Cavered
Mental Health Outpattent 0% colnsurance after deductisle Not Covered
Durable Medical Equipment 0% colnsurance after deductible Not Covered
Physlcal, Speech & Occupatlonal Therapy 0% colnsurance after deductible Not Coverad

Plan Special Features

HSA Qualified High Deductible Health Plan with Embedded Deductible.

Date Prapared: 02/16/18

This renewal plan Includas prescription drug ge that ia

Unlass ciherwies noled, all benefits ere based on a Contract Year

This banefit sumnary Is & highBight of your benelite and should not be relied tpon lo fully diaclose your coveraga,
Pleasa review your Member Cerlificate of Coverage far an exact description of the services and aupplies thet are
covared, excluded, or imited and other terma and conditions of coverape. Your Member Cerlificate {a avallable at

www.deancare.com,




ean Health Plan

WATERLOO SCHOOL DISTRICT
Effeclive Date: 08/01/2018

Plan 3-0
Product Type: POS
Plan Code; POB03276/PHAL1682

IR G
Deductible $0 single / $0 family $100 single / $200 family
Coinsurance 0% colnslrance after deductible 10% coineurance after deduotible

Offlce Visit Charge (Primary/Speclalist)

$20 copay / $20 copay

$30 oopay / $30 copay

Offlee Visit and Related Services

0% colnaurance after deduclible

10% colnsurance efter deductible

Preventive Services

30 copay

10% colnsurance sfter deductible

Deductible and Colnsurance Limit

§0 single / $0 family

$600 elngle / $1200 famlly

Meximum Out-of-Pocket (Deductible and Colnsurance Limit plus
Medical and Prascription Copays unless otherwlse noled)

Tier 1

$7150 single / $14300 famlly

$14300 elngfle / $28600 famlly

Diagnostic Services

$10 copay 60% colnsurance
Tier 2 $26 copay 60% colnelrance
Tier 3 $60 copay Not Covered
Tier 4 Not Covered Not Covered

0% coinsurance after deductible

10% colnsurance after deductible

CAT Scans/MRIMRA

Inpatient Hospital

0% colnsurance after deductible

0% colnsurance afer deductible

10% colnsurance after deductible

10% colnsurance after deductible

Outpatient Hospital

0% colnsurance after deductible

10% coinsurance after deductible

$40 copay and/or 0% colnsurance after in-nelwork

Urgent Care $40 copay and/or 0% colnsurance after deductible deductble
) . $160 copay andfor 0% colnsurance after $150 copay and/or 0% colnrsursince after In-
Emergency Room Services (Copay |s waived if admitted) deductiblo network deductible

Ambulance

0% coinsurance after daductible

0% colneurance after In-network deductible

Mental Health Inpatient $0 copay per admission 10% coinsurance after daductible
Mental Health Day Treatment Programs 30 capay 10% colnsurance affer deductible
Mental Health Outpatient $20 copay $30 copay

Durable Medical Equipment $0 copay 50% colnsurance after deductlble

Physlcal, Speech & Occupational Therapy

$20 copay per therapy type per day

$30 copay per therapy type per day

Plan Special Features

Date Prepared: 02/16/18

This renewal plen includes prescription drug coverage that Is cradilable
Untess otherwise noted, all benefite are basad on & Contract Year
This benefll summery Is a highlight of your benefits and should nof ba refied upon to fully dlecioss your covarage.

Plaase reviaw your Member Cextllicele of C

e for an exact d

of the sarvices and supplles thet are

coversd, excliled, ar imiled and other terms and conditions of oovaragre. Your Member Certificate Is avallabla at

www.desncare.com.




Waterloo School District
Health Insurance Options - 24 Pay
2018-2019

Total Employee Portion District Employee
Monthly Per Pay Annual Annual
Premium Period* Premium Premium
Single $871.41 $87.14 $8,365.54 $2,001,38
Famit $2,265.67 $226.57 $21,750.43 $5,437.61

" Dis

st e bl 3 * £
Employee tri Employee

Monthly Per Pay Annual Annual
Premium Period* Premium Premium

Single $608.81 $30.44 $6,575.15 $730.57
Eamil $1,582.91 $79.15 $17,095.43 $1,809.49

Total Employee Portion District Employee
Monthly Per Pay Annual Annual
Premium Period* Premium Premium
Single $929.90 $116.24 $8,369.10 $2,789.70
Family $2,417.74 $302.22 $21,759.66 $7,253.22

* Based on 24 pay period deductions per year for staff being pald year round




