RESOLUTION NO. 2019- {3}

A RESOLUTION ACCEPTING AND APPROVING A SUMMARY OF BENEFITS AND
COVERAGE (SBC) APPROVAL FORM WITH BLUE CROSS BLUE SHIELD OF
WYOMING, AND AUTHORIZING AND DIRECTING TIMOTHY A. KAUMO, AS
MAYOR OF THE CITY OF ROCK SPRINGS, WYOMING, TO EXECUTE SAID SBC
APPROVAL FORM ON BEHALF OF THE CITY OF ROCK SPRINGS.

WHEREAS, Blue Cross Blue Shield of Wyoming has submitted to the City of Rock
Springs a Summary of Benefits and Coverage (SBC) Approval Form, regarding the SBC for the
plan year 2019-2020 for medical and dental benefits; and,

WHEREAS, the Governing Body of the City of Rock Springs has said SBC Approval
Form before it and has given it careful review and consideration.

NOW, THEREFORE, BE IT RESOLVED BY THE GOVERNING BODY OF THE
CITY OF ROCK SPRINGS, STATE OF WYOMING:

Section 1. That the SBC Approval Form with Blue Cross Blue Shield of Wyoming,
attached hereto and by this reference made a part hereof, is hereby accepted and approved by the
Governing Body of the City of Rock Springs, Wyoming.

Section 2. That the Mayor of the City of Rock Springs be, and he is hereby, authorized,
empowered and directed to execute said SBC Approval Form on behalf of said City; and that the
City Clerk of said City, be, and he is hereby, authorized and directed to attest said SBC Approval
Form, and to attach to each duplicate original of said SBC Approval Form a certified copy of this
Resolution.

PASSED AND APPROVED this day of , 2019.

President of the Council

Attest: Mayor

City Clerk



BlueCross BlueShield P.O. Box 2266

of Wyoming Cheyenne, WY 82003
An indapandant licensea of the Blue Cross 307-634-1393
and Blue Shield Association 800-442-2376
SBC Approval Form
Plan Name: ity Of Rock Springs

Description of SBC(s) Approved: OB G for coverage period 03/01/2019 through 02/29/2020

Medical and Dental

Are the statements in the SBC(s) regarding Minimum Essential Coverage and Minimum Value correct?
BYes [INo

Date Approved:

Printed Name of Person Approving:

Signature of Person Approving:

Title of Person Approving:

Please initial the upper right-hand corner of each page
of the SBC(s) approved and attach to this form.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Coveréd Services

City of Rock Springs: Traditional

Coverage Period: 03/01/2018 - 02/29/2020
Coverage for: Single| Plan Type: Traditional

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a

summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-442-2376 or visit
www.yourwyoblue.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other

underlined terms see the Glossary. You ¢an view the Glossary at www.healthcare.gov/sbe-glossary or call 1-800-442-2376 to request a copy.

What is the overalt

$500 per person / $1,000 per

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their

deductible? family. own individual deductible until the total amount of deductible expenses paid by all family members
meets the overall family deductible.

Are there services covered I:rsé lg;?;\rg;i% 9 This plan covers some items and services even if you haven't yet met the deductible amount. But a
before you meet your 'é'ﬁ?’s ervices subject fo 2 cqpavment or coinsurance may apply. For example, this plan covers certain preventive services_
deductible? copayment are not subject to without cost sharing and before you meet your deductible. See a list of covered preventive services at
—_— —E—y—th = deductible. https://www.healthcare.gov/coverage/preventive-care-benefits/.

Yes. $25/person, $50/family for
Are there other deductibles |dental care. $50 for outpatient | You must pay all of the costs for these services up to the specific deductible amount before this plan
for specific services? hospital services. There are no |begins to pay for these services.

other specific deductibies.

What is the out-of-pocket
limit for this plan?

Medical: $1,500/person,
$3,000/family. All cost share
not to exceed $7,900/person,
$15,800/family.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall family
out-of-pocket limit has been met.

What is not included in the

Premiums, balance billing
charges, sanctions, reductions

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

out-of-pocket limit? and health care this plan
doesn't cover.
Yes. See This plan uses a provider network. You will pay less if you use a provider in the plan's network. You

Will you pay less if you use

http://provider.bcbswy.com or

will pay the most if you use an out-of-network provider, and you might receive a bill from a provider for
the difference between the provider's charge and what your plan pays (balance billing). Be aware your

& network provider Cgﬁtii}gggfmj%g:g alist of network provider might use an out-of-nefwork provider for some services (such as lab work). Check
participating DIoVIGers. with your provider before you get services.

Do you need a referral to " .

566 8 ialist? No. You can see the specialist you choose without a referral.
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Primary care visit to freat an
injury or illness

$20 copayment per visit.

$20 copayment per visit,

Office visit billed with related services
Apply $20 copayment per visit. Waive
deductible and coinsurance up to a paid
$200 maximum per visit. After the $200
maximum has been reached, apply
deductible and 50% coinsurance.

Specialist visit

$20 copayment per visit.

$20 copayment per visit.

None

Preventive care/
screening/immunization

No Charge. Deductible does
not apply.

50% coinsurance

Benefits include but are not limited to those
recommended by the USPSTF (A & B only),
CDC Advisory Committee on Immunization
Practices, and the HRSA for women's and
children's preventive care. You may have to
pay for services that aren't preventive, Ask
your provider if the services needed are
preventive. Then check what your plan will
pay for.

Diagnostic test (x-ray, blood
work)

50% coinsurance

50% coinsurance

None

Imaging (CT/PET scans,
 IMRIs)

50% ceinsurance

50% coinsurance

None
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Generic drugs
(Tier 1)

copayment an
coinsurance per 30 day

supply retail and 90 day
supply mail order.
Deductible does not apply.

Not Covered

Covers up to a 90 day supply retail and mail
order.

Preferred brand drugs
(Tier 2)

$5 copayment and 20%
coinsurance per 30 day
supply retail and 90 day
supply mail order.
Deductible does not apply.

Not Covered

Covers up to a 90 day supply retail and mail
order,

Non-preferred brand drugs
(Tier 3)

$5 copayment and 20%
coinsurance per 30 day
supply retail and 90 day
supply mail order.
Deductible does not apply.

Not Cavered

Covers up to a 90 day supply retail and mail
order.

Specialty drugs
(Tier 4)

See above for Specialty drugs
classified as Generic,
Preferred Brand or Non-
preferred Brand.

Not Covered

Covers up to a 90 day supply retail and mail
order. Certain specialty drugs may be
subject to medical deductibles and

coinsurance instead of the cost indicated.

Facility fee (e.g., ambulatory
surgery center)

50% coinsurance

50% coinsurance

For surgeries performed in an office setting
or at an ambulatory surgery center the

coinsurance may be reduced.

Physician/surgeon fees

50% coinsurance

50% coinsurance

For surgeries performed in an office setting
or at an ambulatory surgery center the

coinsurance may be reduced.
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| Emergency room care

50% coinsurance

50% coinsurance

over non-emergency related services
rendered by an institution or prescribed by a
physician. OP hospital services are subject
to a separate $50 deductible then subject to
confract deductible and coinsurance.

Emergency medical
\transportation

—y

50% coinsurance

50% coinsurance

Limited to $1000 per vehicle ground
ambulance.

{ Urgent care

$20 copayment per visit.

$20 copayment per visit.

Apply $20 copayment per visit. Waive
deductible and coinsurance up fo a paid
$200 maximum per visit, After the $200
maximum has been reached, apply
deductible and 50% coinsurance.

| Facility fee {e.g., hospital

Failure to obtain pre-admission review may

50% coinsura 50% coinsurance ; ; o
room} h coinsurance % goinsurance result in a denial or reduction in coverage.
1 Physician/surgeon fees 50% coinsurance 50% coinsurance Failurs to obtain pre-admission review may

result in a denial or reduction in coverage.

1 Outpatient services

50% coinsurance

50% coinsurance

None

tInpatient services

50% coinsurance

50% coinsurance

Failure to obtain pre-admission review may
result in a denial or reduction in coverage.

1Office visits

50% coinsurance

50% coinsurance

Maternity services not covered for

: dependent daughters.
1 Childbirth/delivery . . Maternity services not covered for
{professional services 50% coinsurance 50% coinsurance dependent daughters.
{Childbirth/delivery facility . " Maternity services not covered for
{services 50% coinsurance 50% coinsurance dependent daughters.
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ehabilitation services

50% coinsurance

50% coinsurance

Occupational and speech therapy benefits
are provided for CVA (Cerebral Vascular
Accidents), head injury, spinal cord injury or
as required as a result of post-operative
brain surgery. Failure to obtain pre-
certification for inpatient rehab may result in
a denial or reduction in coverage. [npatient is
limited to 45 days per member per calendar
year. Outpatient is limited to 20 visits per
member per calendar year. Physical therapy
is covered inpatient based on related
admissions and outpatient for other than
maintenance. Outpatient respiratory therapy
is covered when related to an accident,
emergency, surgery or when medically
necessary. Outpatient cardiac rehabilitation
is covered limited to a lifetime maximum of
36 visits.

Not Covered

f;- Habilitation services Not Covered None
' Failure to obtain pre-certification for inpatient
1 Skilled nursing care 50% coinsurance 50% coinsurance skilled nursing may result in a denial or

reduction in coverage.

1 Durable medical equipment

50% coinsurance

50% coinsurance

None

aspice services

30% coinsurance

30% coinsurance

Failure to obtain pre-certification for inpatient
hospice may result in a denial or reduction in
coverage.

Children's eye exam

Not Covered

Not Covered

None

Children's glasses

Not Covered

Not Covered

None

1Children's dental check-up

No Charge. Deductible does
not apply.

No Charge. Deductible does
not apply.

Limited to 2 exams per calendar year.
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Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or pian document for more information and a list of any other excluded services.)

+  Acupuncture +  Long-term care *  Routine foot care
+  Cosmetic surgery +  Routine eye care (Adult) +  Weight loss programs
+  Habilitation services +  Routine eye care (Child)

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

+  Bariatric surgery - Requires prior approval *  Hearing aids - Limited to a maximum of $1,260  +  Non-emergency care when traveling outside the
per ear, per person once every 5 years U.S.

+  Chiropractic care »  Infertility treatment - Limited to the correction of  »  Private-duty nutsing - Limited to inpatient services
the condition causing infertility provided by an RN

+  Dental care (Adult) - Limited to 2 exams per
calendar year

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies
is: Blue Cross Blue Shield of Wyoming at 1-800-442-2378, the Department of Health and Human Services, Center for Consumer Information and Insurance
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical ¢laim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: the Claim Supervisor - Blue Cross Blue Shield of Wyoming at 1-800-442-2376 or www.wyomingblue.com.

Does this pian provide Minimum Essential Coverage? Yes.
If you don't have Minimum Essential Coverage for a month, you'lt have to make a payment when you file your tax return unless you qualify for an exemption from the

requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the gost sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might
pay under different health plans. Please note these coverage examples are based on self-only coverage.

E The plan's overall deductibie $500
® Specialist copayment $20
B Hospital (facility) coinsurance 50%
B Other coinsurance 50%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (uffrasounds and blood work)
Specialist visit (anesthesia)

# The plan's overall deductible

B Specialist copayment
# Hospital (facility) coinsurance

B Other coinsurance

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (gfticose meter)

$500

$20
50%
50%

B The plan's overall deductible $500
B Specialist copayment $20
# Hospital (facility) coinsurance 50%
B Other coinsurance - 50%

This EXAMPLE event includes services like:
Emergency room care {including medical
supplies)

Diagnostic test (x-ray}

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $500 Deductibles $500 Deductibles $200
Copayments 30  Copayments $200 Copayments $40
Coinsurance $1,000 Coinsurance $700 Coinsurance $0
What isn't covered What isn't covered What isn't covered
Limits or exclusions Limits or exclusions Limits or exclusions

The plan would be responsible for the other costs of these EXAMPLE covered services.
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WYOMING

A mgerenglent reasty of the S Eras ing Sl Suvip Azeneempe

This Notice is Being Provided as Required by the Affordable Care Act
Translation Services

If you, or someone you're helping, has questions about Blue Cross Blue Shield of Wyoming, you
have the right to get help and information in your language at no cost. To talk to an interpreter, call
800-442-2376.

Se tu o qualcuno che stai ajiutando avete domande su Blue Cross Blue Shield of Wyoming, hai il
diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un
interprete, puoi chiamare 800-442-2376.

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Blue Cross Blue Shield
of Wyoming, tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno. Para
hablar con un intérprete, llame al 800-442-2376.

Ecnn y Bac Hid NHENA, KOTOPOMY BEL IOMOTACTE, MMCKOTCA BONPOCH 10 Horoxy Blue Cross Blue
Shield of Wyoming, To BEI HMeeTe [paBo Ha GeclUiaTHOS ITONYUCHHE IIOMOIIH i HHPOpMaInm
Ha Bamenm f3uKe. [l pasrosopa ¢ HEPSBOTHROM IIO3BOHHTE o Tenethony 800-442-2376.

MRE, XBECEREMSHSE FHARERASBMIEE M4E % Blue Cross Blue Shield of
Wyoming FERIME, BFEMNRBLBMASHIRBIRAE, BE—MHER, B
E R (TR A BTR800-442-2376.

Jika Anda, atau seseorang yang Anda tolong, memiliki pertanyaan tentang Blue Cross Blue
Shield of Wyoming, Anda berhak untuk mendapatkan pertolongan dan informasi dalam Bahasa
Anda tanpa dikenakan biaya. Untuk berbicara dengan seorang penerjemah, hubungi 800-442-
2376.

Falls Sie oder jemand, dem Sie helfen, Fragen zum Blue Cross Blue Shield of Wyoming haben,
haben Sie das Recht, kostenlose Hilfe und Informationen in Threr Sprache zu erhalten. Um mit
einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 800-442-2376.

CEAE. FRESEEOEDOEHY CDJ':’r"C % . Blue Cross Blue Shield of Wyoming
ICOWTTEMASEVELREL, CHEEOEETHR—FEBY, HHREATF
LEUTBIeAnTEERT. BlEnh ’v) A, BREBESNDES. 800-442-
2376 FTHBH LS.

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Blue Cross Blue Shield
of Wyoming, may karapatan ka na makakuha ng tulong at impormasyon sa ivong wika ng walang
gastos. Upang makausap ang isang tagasalin, tumawag sa 800-442-2376.

FFE TS ST AT S SR 1 712, 9T el 7eq T2 5355, Blue Cross Blue Shield of Wyoming st wes

T T AT AT R [e FETa a7 S TS AT © | ST (F200) 1 50 At 800-442-2376 T H e |

Si vous, ou quelqu'un que vous 8tes en train d’aider, a des questions & propos de Blue Cross Blue
Shield of Wyoming, vous avez le droit d'obtenir de ['aide et l'information dans votre langue 4 aucun
cofit. Pour parler & un interpréte, appelez 800-442-2376.

20l 43803 ¢ Blue Cross Blue Shield of Wyoming e 23 dlsw ¢ afue Sl gl 4y Ladi 45 Sy dad &
duala i 800-442-2376, axlad <l 30 08l Jsh 4315 358 b4 el 5 KaS a8 2jla 1 oh G
Jaaket

gral &t L= Aot S0 A= HYE AFE 0IBlue Cross Blue Shield of Wyoming Ol 281 A
220 UCH Aot JHE T2 E2E HoS dHZ HIE A0 g2 = UE

T AT

el UsELICH D2 H SSHALZE 0HD18H2] 9181 A =800-442-2376 =2 x“s}o}é}:\[ﬁ

ol Al 28l A Sloa e 571 28l Aniell Sloal RAuo{lBlM s1elsna] U 48l (A8 ysl
&2t Al il HEE Bl MG Honclailoll 2512 8. L wal [Qotl L] el uind 531
sl B, gMIM2D clid 52l HIZ, L [AE] Elwe 5 oled? | UR 8let 521

Néu quy vi, hay ngudi ma quy vj dang gidp dd, ¢6 céu hoi v& Blue Cross Blue Shield of Wyommg,
quy vi s& c6 quyén duge gitip va c6 thém thong tin bing ngdn ngit cia minh mién phi. DE nei
chuyén vai mét théng dich vién, xin goi 800-442-2376.

Dii kwe'é amah nilindgil  Sios Srees 3oz shigd of weowing. haadn viréegoe bina iditkidge & doodago
hakda bilcd anibveedipli t'dadoo 1o vien idikideo bechaz danii kald dif 144 bazandic ehii haka
2"doowolge bee hazr'a doo bidh ilinigdd. A’ haloe g kep” bich™|” hodillasf  gop.442-2376.




WYOMING

Non-Discrimination Notices
Blue Cross Blue Shield of Wyoming (BCBSWY) does not discriminate on the basis of race, color, national origin, sex, age, or disability in its health programs and activities.

BCBSWY provides appropriate auxiliary aids and services, including qualified interpreters for individuals with disabilities and information in alternate formats, free of charge and in a timely
manner, when such aids and services are necessary to ensure an equal opportunity to participate to individuals with disabilities.

BCBSWY provides language assistance services, including translated documents and oral interpretation, free of charge and in a timely manner, when such services are necessary to provide
meaningful access to individuals with limited English proficiency.

In order to obtain the interpretation services listed in paragraphs two (2) and three (3), Participants may call (800) 442-2376 or use BCBSWY’s Telecommunications Device for the Deaf (TDD)
at {800) 656-4710.

Participants have the right to file a grievance regarding potential discrimination. To file a grievance, please call BCBSWY at (307) 634-1393 or (800) 442-2376 and request the Grievance
Officer in the Legal Department or mail a letter describing the grievance to 4000 House Avenue, Cheyenne, WY 82001 to the attention of the Legal Department.

If a Participant believes they have been discriminated against because of their race, color, national origin, disability, age, sex or religion, the Participant may file a discrimination complaint with
the Office of Civil Rights. Please visit www.hhs.gov/oer for directions to file a complaint.

12.2016



