11/27/10 5:00 p.m. Resolution 58-2010

RESOLUTION NO. 58-2010 Offered by All of Council

A RESOLUTION AUTHORIZING THE MAYOR AND THE FINANCE DIRECTOR TO
ENTER INTO AN AGREEMENT WITH OHIO PLAN HEALTH CARE
CONSORTIUMFOR HEALTH INSURANCE FOR FULL-TIME VILLAGE EMPLOYEES
AND DECLARING AN EMERGENCY.

WHEREAS, the Village's insurance advisor, Robert Lamm from Associated
Underwriters Insurance has recommended entering into an agreement with Ohio Plan
Health Care Consortium to be the provider for health insurance for full-time Village
employees during the year 2011.

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

SECTION 1. That the Mayor and the Finance Director be, and they hereby are, authorized
and directed to enter into an agreement with Ohio Plan Health Care
Consortium for the Vitlage’s health insurance effective January 1, 2011, in
accordance with the offer from Associated Underwriters Insurance presented
by Robert Lamm, the Village’s employee benefits consultant, a copy of which
offer is attached hereto as Exhibit “A” and incorporated herein fully as if by
reference.

SECTION 2.  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, 2011; 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.

PASSED: /ol/ 7 / /0

ATTEST:

Clerk of %un;:ﬁ




Resolution Le-2010

12/1/10 4:30p.m. EXHIBIT A
Health Plan Comparison
Frepared for Vilage of Richfield
Associated Underwriters ins.
Robert Lanm {330) 545-5338
Currert
AMNTHEM 5 CHIOPLAN
BAD O3 SMPPIFD-
ANNUAL DERGT wWo FAM IND FAM
Meatwerk 3250 8500 0 0
Non-Natwork $500 51,000 3560 31,000
CO-tHSURANCE
Metwork? MNon-Net 90% 0% 80%.  70%
MAXCOP we FAM IND FAM
namerk || 51,500 $3,000 $1,500 $3,000
Non-Nelwaik $3,600 $6.000 $3.000 56,000
DOCTOR VISITS
Nekwork 315 $15 (330 spec)
Mon-Netwosk || N/ M Ded +30% £30 (350 spec)
PREVENTIVE $15 . 100%
EMERGENCY $150+ 10% $250+ 0%
URGENTCARE
Natwek $50 435
Non-Ngt 850 $45 + 30%
PLAN MAX 35,000,000 $5,000,000
A PLAN RxH RxOpt
Tier ons E3L] 10
Ter teo 225 $20
Tiar theee $40 $40
Tar four
Nofes
MadCOrder MaZOrder
Tier ane 20 §25
Ther bwo 365 $s0
Tiar three $100 100
Ther faur o0 Day Supsly
Noles 40 Bray Supnly
ADDITICMAL
NOTES
LIFEFEES
CTHERFEES -
. PRESCREENED
COMPOSITE COMPOSHE
EE 15 342247 $417.00 EE 15
ESISP 13 $928.61 £834.00 EEISP 13
ES/ICH & 371314 $584.00 EEICH 3
Famly 21 $1,304.19 $750.00 |ErCHiden 3
$1,000.08 | erspgnt 7
$1,187.00 Famly 14
MONTHLY $50,075.81 $44,437.00
Annual Farat £600,800.72 T 8833,244.00

The Max OOP includes the deductible; 1 does not include the above iisted copays.
The shove is a biief summmery of coverage. Ful disclosume of plan detals ae

avan!ah[e in gach f:ormanys c..rtrﬁcata of coverage. Abowa plan rales aro subject 10
shenge duing undenwiting process,

Effective Dale: 1/ 17201
Confidertial inforration prepared on TH2XY 200

Rzpon genecatedwith QOwsh




S e v g e [ oSS R R
EXHIBIT A
SuperMed Plus
P EXHIBIT A ?590 Plan  RESOLUTION S"E@Eg-

PRI FELLAN
Yogae®

Healchcoarse Consortium, nc

Network Benefit Period Deductible

Single/Family N/A
Non-Network Benefit Period Deductible

Single/Family $500/%1,000
Network Coinsurance Cut-of-Pocket

Maximum (Excluding Deductibie) i $1,500/$3,000
Single/Family

Non-Network Coinsurance Qut-of-Pocket

Maximum {Excluding Deductible)

Single/Family $3,000/$6,000
Coinsurance Network/Non-Network 90% ! 70%
Office Visit {OV) Co-pay -Primaty Care Physician (PCP) $151%25
Network/Non-Nefwork -Specialist $30/7 %50
Urgent Care {UC) Co-pay

Network/MNon-Network $357 $45
Overall Annual Benefit Period Maximum $5,000,000

January 1* through December 3i

Fenchit Period
Dependent Age Limit 26
Qver Aged Child 28
Removal upon the end of the month

it

oV c;.)-pay, then consura ce

0OV co-pay, then 100%

Ofice Vist (linessinury)
Urgent Care Office Visit UC co-pay, then 100% LIC co-pay, then coinsurance
50% after deduciible’

100% E0% after deductible’

Routine Physical Exam
Well Child Care Services
Well Child Care Exams

Wel! Child Immunizations

Well Child Labs 100% coinsurance after deductible
Routine Mammogram {one per benefit period) 100% ) coinsurance after deductible
Routine Pap 1est {one per benefit period) 100% coinsurance after deduclibie

Routine PSA, Cholesteral, Colon Cancer Sgreening

Tests, Bone Densily Tests, Chlamydia Screening and

Endoscopic Services 100% coinsurance after deductible

Routine EKG, Chest X-ray, Comprehensive Meatabolic

Panel, Urinalysis and Complete Blood Count {one
5t peri

ce affer deductible

AT o

50% after deductibie

ﬁAIKIergg- - -Tesﬁhg' énd Treatments

Physical & Occupational Therapies

{40 visits per beneft period) coinsurance after deductible comsurance afier deductible
Speech Therapy (20 visits per benefit period) coinsurance after deductible comnsurance after deductible
Chiropractic Services (12 visifs per benefit period) coinsurance after deductible coinsurance after deductible
Cardiac Rehabilitation (24 visits per benefit period) coinsurance after deductible coinsurance after deductible
Emergency Use of an Emergency Room %250 co-pay, then network coinsurance
Non-Emergency Use of an Emergency Room $250 co-pay, then coinsurance [ $250 co-pay, then coinsurance
Emergency Sevices nefwork coinsurance

Surgical Services coinsurance afier deductivle coinsurance after deductible
Diagnostic Services {excluding MRf's and CT Scans) 100% coinsurance after deductible
MRPs and CT Scans coinsurance after deductible coinsurance after deductible
Diagnostic Endoscopic Services 100% coinsurance after deductible

L7055 RO7/08 pool codes 2425 29,40,57,62,97,157,225,557




EXHIBIT A

SuperMed Plus
1590 Plan supeiiied

CifpatientSevicess = s =
Semi-Private Room and Board $250 co-pay per admission; then
comsutance after deductible coinsurance affer deductible
Matemnity $250 co-pay per admission; then
coinsurance after deductible coinsurance after deductible
Skiled Nursing Facility (100 days per bensfit period) 3250 co-pay per admission; then
coinsurance after deduclible i deductble
“Additional:
Ambulance $50 co-pay, then coinsuran $50 co-pay, then coinsufance
Durable Medical Equipment coinsurance after deductible coinsurance after deductible i
Home Health Care coinsurance after deductible 50% after deductibls’
Hospice ' coinsurance after deductible 50% afier deductible’ i
Organ and Tissue Transplants $250 co-pay per admission; then
coinsurance after deductible coinsurance after deduciibie
Private Duty Nursing ($1.000 meaxdmum per benefit comsurance after deductible eolnsurance after deductible
period)
Diabetic Education and Training 100% coinsurance aiter deductible
& Stbstancé Abts
Inpatient Mental Health and Substance Abuse
Services
{30 days per benefit period; Substance Abuse limited
to one admission per benefit period, three admissions $250 co-pay per admissior; then
per lifefime) coinsurance afier dedudlible coinsurance after deductible
Outpatient Mental Heaith and Substance Abuse ;
OV co-pay , then coinsurance after QV co-pay, then coinsurance after
i deductible ]

t_,

Benefits wilt be defermined based on Medical Mutual's medlical and administrative policies and procedures. This dosument is only a partial :
fisting of benefils. This is not a contract of insurance. No person other than an officer of Medical Mutual may agree, oralfy or in writing, to E
change the benefis listed here. The contract or cerfificate will contain the complete listing of coverad services. In corfain instances, i
Medical MutuaFs 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 Muiual's negotiated rate with the provider.

Deductible expenses incurred for seyvices by a PPO Network provider will only appiy io the PPO Network deductible. Deductible expenses
incurred for services by a Non PPO Network provider will only apply fo the Non PPO Nefwork deductible.

services by a PPO Network provider will only apply to the PPO Network coinsurance out-of-pocket

Coinsurance expenses incurred for
d for services by a Non PPO Neiwork provider will only apply to the Non PPO Network coinsurance

lirits. Coingurance expenses incurre
out-of-pocket limits, ‘

‘the coinsurance for non-contracting insfitutional providers wiil be the same coinsurance percentage as the Non PPO Network provider.

However, you may be subject fo batance billing by the nor-contracting provider.

No payrent will be made for services related 1o a pre-existing condition for a period of 12 months for any condition treated or diagnosed
within the six months immediately prior to the effective dafe of insurance. Pre-Existing does not apply to under the age of 18

HIPAA allows for crediting fime a person was covered under a previous carier if the previous coverage was continuous with not mere than
a 63 day gap In coverage prior to the effective date of the new coverage. L

for organiissue transplants must be pre-determined and approved by a Medical Mutual case manager

The proposed course of treatment
uation) wiil

{except for cormneal transplants.) Failure to contact the case manager prior to the proposed course of freatment {including the eval
result in a significant monetary penalty. Refer to your cestificate for details.

oes not apply to coinsurance out-otpocket maximums. These servicas will not be covered at 100% once Coinsurance out-of-pocket

1 Coinsurance d

mmaximums are met,
z Praventive Services include evidence-based services that have a rating of "A’ or "B” in the United States Preventive Services Task Force,

routine Immunizations and other screenings, as provided for in the Patient Protection and Affordable Care Act

L7055 RO7/08 pool codes 24,25,29,40,57,62,97,157,225,557



Resolution 58-2010
EXHIBIT A

. RX Option 1
MEBICAL MUTUAL T DHIO SuperMed® Script ’ “ﬁmb‘\ oot o
Prescription Drug Program
Benefts Copay_ ] Day Suppiy
Benafit Pericd : January 1% through December 31%
Dependant Age Limit Same as Medical

two refills of a prescription drug

SuperMed Script Retail Program with Oral Confraceptive Coverage -~ for the initial filling and up to

Generic Copayment 810 30
Formulaty Copayment : $20 36 i
I Non-Formutary Copayment $40 ! 30 !

{ SuperMed Script Retall Program with Oral Santraceptive Coverage - after the third retail fill of 2

| preseription drug

; Generic Cogayment $20 30
Formuiary Copaymant 40 3G
Nen-Formutary Copayment j $80 KIH
SuperMad Script Home Dellvery Program with Oral Cantraceptive Coverage N
Generic Copayment : 525 90
Formulary Copayment ' $50 90
Non-Formulary Copayment $100 | 90

Note:

tn an effort to continue our commitment to gualily care and help contain the increasing cost of prescription
drug coverage, & formulary feature is included in your peascription drug benefit. A formulary drugis a FDA
approved prescription medication reviewed by an independent Pharmacy and Therapeutics Committee
brought together by egco Heaith Sclutions, ine. Formulary drugs can assis! in mainiaining quality care while
meeting your plan's cost containmant objectives.

Benafils will be determined based on Medical Mutual's medical and administrative paticies and procedures.

This document is only a partial lisfing of benefils. This is nota coniract of insurance. No person other than ar
offiver of Medical Mutua! may agree. orally of in writing. to change the benefits fisted here. The contract or
contficate will contain the complete listing of covered services.

*Supasviad Scrips contains the fallowing:

oR2x Seicclions® Drtig List A list of drugs on the Rx Selections® formulary wis be uged.
s(ieneric incantve; if the maembar oF physician requss's a brandname drug and & geneds gquivalent exiss,
the mamber pays the generc copayment PLUS the difference between the cost of the ganeric drug and

the prand-name drug.

oHome Dialivery incantive; Whan a member chooses o il 4 prescrption = fow® e 2t @ raial pharmadty

within 180 days, the member Wi pay twics the nozmat retail copayment.

L7063 052007

pool eodes 24.28.20.40037,62.97.157,125.537




