RESOLUTION NO. 7} -2002 _ Offered by Mr. Midgley

A RESOLUTION AUTHORIZING THE MAYOR AND THE FINANCE
DIRECTOR TO ENTER INTO AN AGREEMENT UNITED HEALTHCARE FOR
HEALTH INSURANCE FOR VILLAGE EMPLOYEES AND REPEALING
ORDINANCE NO. 96-1998 AND DECLARING AN EMERGENCY

WHEREAS, the Village’s insurance adv1so1 has recommended entering into an
agreement with United Healthcare to be the provider for health insurance for Village employees
during the year 2003.

NOW, THEREFORE, BE IT RESOLVED by the Council of the Village of Richfield,
Summit County, State of Ohio:

SECTION 1. That the Mayor and the Finance Director be, and they hereby are, authorized and
directed to enter into an agreement with United Healthcare for the Village’s health
insurance effective January 1, 2003, in accordance with the letter from Dettling
Associates, the Village’s employee benefits consultant, dated November 26, 2002, a
copy of which letter is attached hereto as Exhibit “A” and incorporated herein fully
as if by reference.

SECTION 2. Because the new health care insurance will not provide for deductible amounts, this
Council hereby repeals Ordinance No. 96-1998 which authorized the Village to
reimburse all full-time employees certain deductible amounts to be paid under the
Village’s then-effective insurance coverage. The effective date of this repeal is
January 1, 2003,

SECTION 3. This Resolution is hereby declared to be an emergency measure necessary for the
immediate preservation of the public health, safety and welfare and for the further
reason that it is immediately necessary in order to be effective January 1, 2003;
-wherefore, provided this Resolution receives the affirmative vote of two-thirds of the
members of Council elected or appointed, it shall take effect immediately upon its
passage and execution by the Mayor; otherwise, it shall take effect and be in force
from and after the earliest period allowed by law.
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Dettling Associates
{330) 666-0337, Et. 117
{B00) 367-3762, Ext. 117
Fax: (330) 666-6685

November 26, 2002

Mr. Elmo Midgley, Chairman of Insurance Committee
The Village of Richfield

4410 W. Streetsboro Road

P. O. Box 387

Richfield. Ohio 44286-0387

Dear Elmo:

Fffective January 1, 2003, United Healthcare will be the plovider for Health
Insurance at a cast of $31,686.00 per month based on 56 Insured Employees.
Rates will be gnaranteed for twelve months, This will reglace CIGNA
HealthCare who has terminated their HMO business for the State of Ohio.

VSP will renew their contract for EyeCare for twelve monkhs at rates of
510.42/$23.59 from present rate of $9.92/522.45 which haye been rates for the
last two years. New rates are 5% higher due to inflation.

New rates for Dental Insurance are $26.94 Employee and $42.69 Dependent for
the twelve months begimming January 1. 2003 for The Fonls. This is out to bid, as
we believe that rates can stay about the same with a new provider. We should
have all new bids shortly. - The above is an 8% adjustment,

Group Life and AD&D Insurance will remain the same wi th Mutual of Omaha

as they have another year on their contract Rates are gua ranteed to December
31, 2003.

Sincerely,

forme

Thomas R. Dettling
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Plus Plan 525

ARE

PLAN PROVISION

{IN-NETWORK BENEFITS

OUT-OF-NETWORK BENEFITS

NOTE; Alt annual banefit limits are based
on a policy year.

Services received from network
providers or otherwise cavered by
United HealthCare

Services received from non-network providers
and covered by United HealthCare Insurance
Company of Ohio

Deductible Not applicable tndividual - $200
The amount you pay each year before the Family - $400
Plant begins covering your medical -

expenses. All out-of-network services are

subject to the deductible unfess otherwise

stated.

Coinsurance . Not applicable 20%

The percentage of medical expenses shared Plan pays 80%

by you and the Plan after you meet your
deductible. Your coinsurance is based on
eligible expenses (reasonable and
_customary charges).

Copayment (Copay)

The amount you pay for certain heaith
services. A.copayment may be either a
defined doltar amount per service or a
percentage of efigible expenses.

See below for copayments applicable
for each service.

Not applicable

Cut-of-Pocket Maximum
Total amount you pay in a year for
deduetible, coinsurance and copayments.

-} Individual - $500

Family -$1,000

Copays for all covered services apply
to the out-of-pocket maximum except:
office visits, mental health sesvices,
substance abuse services and urgent
care sarvices.

Family

Individual - $1,000

- $2,000

Copays for all covered services apply to the
out-of-pocket maximum except: mentat health
services and substance abuse services.

Maximum Policy Benefit

None

31 million

FEATURE/SERVICE

IN-NETWORK MEMBER PAYS

OUT-OF-NETWORK MEMBER PAYS

Physician Office Services
Office visils for sickness and injury

$15 per visit

20%

Weil Baby/Child Care .
Including immunizations and injections

$15 per visit

20% (Limited to $500 per child to age 1;
thereafter $150 per calendar year to age 9)

Comprehensive Physical Exams, Routine
Vision Exams

315 per visit (Refractive eye exams
limited to ane per year)

Not covered

Obstetrical office visits (pre- and post No copay after initial visit 20%
natal)
Allergy Services 20% 20%

Testing, serum, injections

SUMMARY - Plus Plan 525 (01/24/01 - 12)



FEATURE/SERVICE

IN-NETWORK MEMBER PAYS

OUT-OF-NETWORK MEMBER PAYS

Professional Fees for Surgical and
Medical Services

No copay

20%

+

therapy
$10 copay pt visit for group therapy

Inpatient Hospital Services No copay 20%.

Emergency Care 550 per visit Covered as an ln-NeMd}k benefit
- Coverage applies for a serious medical '

condition resulfing from injury or sickness

which asises suddenly and requires

immediate care to avoid jeopardy to fife or

health.

Ambuiance Services 20% Covered as an in-Network benefit

Emergency fransport to nearest hospital

Urgent Care Services $25 per visit 20%

Health Services provided at an Urgent Care

Center

Qutpatient Hospital and Alternate Facility | No copay 20%

Services

* Lab and X-ray

* Facility charges for outpatient surgery

Mental Health and Substance Abuse ' In-Network services must be provided

Services or authorized by United HealthCare of

Ohio’s mental health/substance abuse
_ designee.
* Outpafient Mental Health Services $20 copay per visit for individual 20%

Limited to 10 visits per year

Limited to 30 visits per year

* Inpatient Mental Health Services 20% 20% A
Limited fo 30 days per year Limited o 10 days per year
Copays are the same and benefits are | 20%

* Inpalient and Outpatient Substance Abuse
Services .

limited to combined maximum with
mental health services.

Limited to $550 per year

Skilled Nursing Facility Services/ No copay 20%

Inpatient Rehabilitation Facllity Services ~Limited to 80 days per year
Limited to 180 days per year :
Prosthetic Devices and Durable Medical | 20% 20%

Equipment

Outpatient Rehabilitation Services $15 copay per visit when performed in | 20%

Physical, Speech, Occupational and Cardiac
Rehabilitation Therapy. Limited o 20 visits
per covered person per year for each type of
therapy.

a physician's office
Na copay when performed in a network
facility

Spinefi Manipulation

Not covered

20% up to an annual maximum benefit of $250
per covered person. Annual deduciible does
not apply.

This Summary of Benefits is intended only to highlight your benefits and should not be relied upon to fully determine coverage. This plan may not
cover all your heaith care expenses. Plsase refer to your Certificate of Coverage for a compiste listing of services, limitations, exclusions and a
description of all the terms and conditions of coverage. If this description conflicts in any way with the poiicies issued to the enrolting group, the
policies prevail, _ . ‘

SUMMARY - Plus Plan 525 (01/24/01 - 12)




FINANCIAL EXHﬁ’.ITS - MEDICAL

Medical Plan Design and Rate Proposal for Village of Richfield

Based upon the information provided and our analysis of your organization, UnitedHeattheare - Ohio
is pleased to offer the following medical funding plan for an effective date no later than G1/01/2003,

Medical RX
OPTION I: 525 95825
Choice Plus

In Network Benefits: 15/1004590

Out of Network Benefits: 200/80/1000

Pharmacy, Benefits: S$7i20/40 mod 2.5%/ o¢ incl,
Assumed
Enrollment

Employee . 15

Employee + Spouse - : 15

Employee + Child{ren) 6

Employes + Famity 20

Monthly Premium
Annual Premium

Proposed
Rates
§268.75
8$564.38
$510.63
$806.26

$31,686
380,234

PAGE 1



UnitedHealthcare

Adfaiedinuih o Snpoey

Ohio Region

Medical insurance products provided by UnltedHealthcare Insurance Company of Ohio.
Noo-Medical products provided by UnitedHealthcare Insurance Company of Ghia.

}

Application Instructions
To aveid processing delays, please make sure you:
1. Answer all questions completely and accurately.

2. DO NOT CANCEL YOUR EXISTING COVERAGE UNTIL YOU RECEIVE
WRITTEN NOTIFICATION OF APPROVAL.

3. Submit a statement census for thege currently employed aud current rates
(required only if this plan {s replacing an existing plan of insurance).

4, Include a deposit check for the first moath's premium.

5. If ancillary products are requested complete separate form, if applicable.

1. Company name .

Ve b AGE O Arerit Rl E A LD

2. Federal identification number

3l4lels] 8] 3] 2] 7]e

1. Address (ne P.O. box) po-BaxX 3§14 city
Y7o W SFRELESTSEBORS . Pl il £ O
5. County 6. Slate 7. Zip code 8, Phone number
S/mans 7 | OO | w286 0387  [33p) p59 - 220/ L7R

9. Workers' ccmpeusatmn carries ﬁt{ﬂed‘{ﬂ aaC Jq)a.zkefz.r C"Gmﬂ( )
—— : - - é;ﬂ‘es e D‘mﬁ-/b o

10. Number aof vears in husiness 11. Standard industry code

35 9?1927

12. Nature of business

AT he A G I GO NELRN LA

13. I the past 36 months, has the company or any affilfated entity filed for protection .

or aperated under faderal/state bankmuptey laws? {Chapter 11 or 7) Oy m

In the past 36 months, has any creditor filed or threatened to file a petition )

requesting the company or any affitiated entity ta be placed voluntarily into bankruptey? 0 YKN
14, Totat number of employees (Including those in waiting period) | 15. Number of empioyees 16, Requested

Full time Part time terminated (n last effective date

j‘? 2., 12 months /2 o/~ ar — 03
£7. List employees/dependents on Continuation of Coverage/COBRA | 18. List previous health insurance carrier(s) Eifective Dates
N ANCET

AHOE N XTI AL 03[0 / £

CLGIA__HEnLrT cARE 03/0r) 57
19. Effective date for new hires
{0 Date of hire [ First day following completion of 60 day waiting period
[J First of the month following the date of hire {3 First day of the month following completion of the 60 day
GFIrst& rollu#’%mplenon of 30 day walting period wailing period
[® First day of the month following completien of 30 {0 First day following completion of 90 day waiting period

day waiting period

20. Eraployer medical contribution level _zi...(Mjn. 50%) Employer ancillary contribution level % {if applicabie)




——

UnitedHea,lthcare"

tiniftHort Gt Compny -

Please answer all questions o the best af your knowledge, Explain any “Yes" answers befaw:

[xY ON 1. Has any employee/dependent been treated for a serious illness (phﬁ_lsical or mental}, had more than $5,000 of medical
expenses, been hospitalized or had surgery in the past iwelve manfhs?

OY XN 2J1s any emg]oyee/dependent zpt to have a continuing claim from any existing mertal ar physical condition, including
pregnancy?

Xy ON 3. H&s any empgloyee/dependent been advised to have surgery in the last slx months or anticipate hospitalization for any
ather yeason .

OY N 4. Are there any employees/dependents who are incapacitated ar confined in a hospital or treatment facility?

OY &N 5. Are there any employees/dependents wha are not actively performing their duties full time due to a disabiing illness

ot injury?!
42 JOSIN  ff I FHEL , el FANDDEL , [P E O g:.ggs;ch Y, CARCL
_Lre M ER s BAQELEN AT SO DR, 0723 02 ) gzéﬁg.g LADLAr ST LA,
Pl Ay Fod o9 2. 25 . 4% = 7

LEG LAOCERATTICA 02/ 02 ) S)FRIC LIEELLL . ALPEENLD X
_RENOVED O f02 /62

IMPORTANT—PLEASE READ CAREFULLY

The Company certifle 1hat the infarmaton previded above is camplete and accurate, €om shall notify the inruter promplly of any changes io thin info
anpd of hely depetidents, including the addition of any newly digihle ernployres or E:F'gndeuu. {nsurer shall be mﬁad 103 tedy on the st cureat &
eligibiliry of eenplajees 204 their depeadents i providing coverage undee this ﬁnnuc-y.

Fhuring acd atter brmingtion of tbe Poliry, Company Is {osurer permltsion to use and/or yansfer tg thind partles for research and analysis purposes the caims aod related malfcal daw (s Insuree's
prsesgion The parties vhall mamgain the confidentlalivy of any infarmatign retating to Covwernd Persons in acoordances with any applicahle laws. Neithee party shall disclose any confidentla) busicess
inforroaticn of the pihes panty withaut the priar written conseot of that party,

(t i3 understood and agreed that (1) rearwal rates will be blaed on several faciens thatl will indude, but will nes be Emiled to the projected huure claims experience of your group, except where
prohitited by kv (1) trurance will be effecthve gofy on (s dats specified by [nsurer after the applicaion has been approved by the losurer and after the firmt il p:emiumh-uﬂm patd, The Company's
ranoclled check i 4 ceonipt for the depasir, The Seposit will be applied co the Grse premium doe ff the appiiextioa ot grmg coversae is appooved. The depetdl (R oot refundable atter the group rovevage
hat been agmm and (ssued: {3} subwmlssiod of any applicatian ot fillog of 2 clalm conwining o falpe or deceptive faiement, with intent (0 defraud of 10 facilitare a fravd agaiost an insurer, constifutes
iosurane: Taud. Company Jgness 1 tonathote 2 minimum of S0% of the ermphoyes prevniom,

e of an employee or dependent hat eededy trmmindted due fo 4 qualifying evend, there i3 & 30 day comrider provided vader State Continuadon and 60 day comidor

Whemever goup health mn?
provided undar COBRA, that allows these individoals 10 retrosctively eledl 1o coatinue coverage under the group plan, This 30 or 66 day cofridar beging on the date the individnad is nelifled of their

7ight 1o continue caverage.

rmmnion that may aflect the cligibiliny of
i Einn b it po oo regardiag

X

Employer signature

Date

s 3,684, —

Amouni of deposit

Title

FraAaAT B, NEFT L s N 277 3¢ F3 77 | ForPlan Use Only

Broker name Broker number
DESTYL /NG ASIOC #ATES

Agency naine Fomdettdin S neag. hr- Sales tepresentdiive’s name
Bo FLT-Z4¥S(J3B 67—~ 453 “em™
Phone Fax E-Mail Sales representative's number

2290 SIANLEY LD, ALRCN GFH Y33 I
Address City State Zip g‘w ,_? Broker commission schedule
Jomas R DEITANG 27230737/
Commisaians payable to , Tax [D/SSN Standard scale

Date Flat % Other

Broker signature



UnitedHealthcare

@] A UnitedHealth Group Company

Sectlon 125 In place? 0 Na {3 Yes (please attach Section 115 provisions) PO P GANLT

Employer Llnk Billing Software M No (O Yes
1. Administrative Contact ﬁfﬁ’/{/ﬂ/{ Likovics, FMMANC L S TRECT R < X7 AR “7‘)
b= A

2. Adminlstrative Contact Name/Title (if diferent from previous page]

1. Administrative Address

Lo . BGoX 387

4. Clty 5, State 6. Zip code 7. Phone nsumber

RILHFILLD | 0HIQ | #9286~ 0387 380~ 4859 = 920/ [EXT. 228

8. Fax . 9, E-mail -
330~ 4459 ~ A90 L BB Elu koyjaaﬂrcﬁ/:/cmy%eo//w,oﬂé.

1. Billing Contact T2ANY WAUPIN Ly 7 2287
ARG, colteeicielisipeeentaliy . g -

2. Billing Address

/" ©- BoX 387

3. City 4. State 5. Zip code 6. Phone number
/-2/’6-#1*"-'—'/4-_4.40 OF £Q Hy). 86 ~ 0337 BP0 L AF - Pro //ﬁj’“ 22 c,a)
7. Fax 8. E-mail
230 =~ LIP~HFOC M&?MMJ.@/&MF/{;M VI A ph 1 m e 5

[ hereby certify that the {nformation provided In the Group Application and iz the Supplement to Group Application and

Benefil Option Checklist for Large Groups ls complete and accurate,
4

//Qm.aj /é M*—/‘?

Sales Representauue Signature

Stancard Eligibility a0d Administrativa Provisions

=» Dependent Limiting Age: 19th birthday—end of birthday month

= Full-Time Student Maximum Age: Age 23—end of birthday month

=» EHective Date of Tarmination: Date of termination

= ERectiva Qata for Return to Emplayment: Date of return

= Effective Data for Status Change: Date of change

= Type of Continuation Coverage: COBRA/state continuation (based on group size)
= Bllling Frequency: Monthly

= Payment Due Date: Firat of the menth

Campany Name

Northeastern Market Eastern Market Southwastern Market

1375 East 9th Street, Suite 700 9200 Worthingten Road 10560 Ashview Place, Suite 205
Cleveland, Chio 44114 Westerville, Ohio 43082 Cincinnali, Ohio 45242
216-420-4080 614-410-7000 513-554-1310

1-800-468-5001 1-800-328-8835 1-800-325-4262

FAX 216-771-1732 FAX 614-410-7449 FAX 513-554-1340

Westsrn Markat

6601 Centerville Business Parkway

P.0. Box 751090

Dayton, Ohio 43475-1690

937-439-93535

1-300-543-7863 :

FAX 937-436-8836 a8 50



