




























































Diagnostic and Preventive Services 
• Periodic oral exam 

• Teeth cleaning (prophylaxis) 

• Bitewing X-rays: 

• Full-mouth or Panoramic X-rays: 

• Fluoride application: 

• Sealants 

• Space Maintainers 

Basic Services 

• Consultation (second opinion) 

• Amalgam (silver-colored) Filling 

• Composite (tooth-colored) Filling 

100% Coinsurance 100% Coinsurance No Waiting Period 

2 per 12 months 

2 per 12 months; w/periodontal maintenance 

2 sets per 12 months 

1 per 36 months 

1 per 12 months through age 19 

1 per 60 months; through age 16 

1 per lifetime through age 18; posterlor teelh 

1 per 12 months 

1 per tooth per 12 months 

1 per tooth per 12 months 

80% Coinsurance 80% Coinsurance No Waiting Period 

posterior (back) fillings covered as composites 

• Brush Biopsy (cancer test) Covered, 1 per 12 months; all ages 

Endodontics (Nan-Surgical) 
• Root Canal and retreatments 

Endodontics (Surgical) 

• Apicoectomy and apexification 

Periodontics (Non-Surgical) 
• Periodontal Maintenance 

• Scaling and root planing 

1 per tooth per 24 months 

1 per tooth per 24 months 

2 per 12 months; w/teeth cleaning 

1 per quadrant per 24 months 

80% Coinsurance 80% Coinsurance No Wailing Period 

80% Coinsurance 80% Coinsurance No Waiting Period 

80% Coinsurance 80% Coinsurance No Waiting Period 

Periodontics (Surgical) 1 per quadrant per 36 months 80% Coinsurance 80% Coinsurance No Waiting Period 

• Periodontal Surgery (osseous. ginglveclomy, graft procedures) 

Oral Surgery (Simple) 80% Coinsurance 80% Coinsurance No Waiting Period 
• Simple Extractions 

Oral Surgery (Complex) 
• Surgical Extractions 

Major (Restorative) Services 
• Crowns. onlays, veneers 

• Cosmetic teeth whitening 

Prosthodontics 

• Dentures and bridges 

Dental Implants 

1 per tooth per li fetime 

1 per tooth per lifetime 

1 per tooth per 60 months 

Not Covered 

1 per tooth per 60 months 

Not Covered 

80% Coinsurance 80% Coinsurance No Waiting Period 

50% Coinsurance 50% Coinsurance No Waiting Period 

50% Coinsurance 50% Coinsurance No Waiting Period 

Prosthodontic Repairs/Adjustments 80% Coinsurance 80% Coinsurance No Waiting Period 

• Crown, denture, bridge repairs 2 per 36 months; 6 months after placement 

• Denture and bridge adjustments: 

Orthodontic Services 

·None 

2 per 36 months; 6 months after placement 

Not Covered Not Covered 

Anthem BCBS is the lrade name for Anthem Health Plans. Inc, an independent the Blue Cross and Blue Shield Association. 

NIA 



QuotelD: 05335012 

Anthem Whole Health Connection -Dental 
• For members with certain health conditions, additional dental benefits are available without a deductible or waiting periods. 

Eligible services are paid at 100% and won't reduce your coverage year annual maximum (if applicable) 

Accidental Dental Injury Benefit 
• Provides members 1 00% coverage for accidental injuries to teeth up to the coverage year annual maximum 

(if applicable). No deductibles, member coinsurance, or waiting periods apply 

Extension of Benefits 
• Following termination of coverage, members are provided up to 60 days 10 complete treatment started prior to their 

termination of coverage under the plan and eligible services will be covered 

International Emergency Dental Program 
• Provides emergency dental benefits while working or traveling abroad from licensed, English-speaking dentists. 

Eligible covered services will be paid 100% with no deductibles, member coinsurance, or waiting periods and won't 
reduce the member coverage year annual maximum (if applicable) 

CT_PCLG_ASO•Cuslam 

Services provided before or after the term of this coverage - Services received before your effective date or after your coverage ends, unless 
otherwise specified in the dental plan certificate 

Orthodontics (unless included as part of your dental plan benefits) including orthodontic braces, appliances and all related services 

Cosmetic dentistry (unless included as part of your dental plan benefits) provided by dentists solely for the purpose of improving the appearance of the 
tooth when tooth structure and function are satisfactory and no pathologic conditions (cavities) exist 

Drugs and medications including intravenous conscious sedation, IV sedation and general anesthesia when performed with nonsurgical dental care 

Analgesia, analgesic agents, and anxlolysis nitrous oxide. therapeutic drug injections, medicines or drugs for nonsurgical or surgical dental care 
eKcept Iha! intravenous conscious sedation is eligible as a separate benefit when performed in conjunction with complex surgical services. 

Waiting periods for endodontic, periodonlic and oral surgery services may differ from other Basic Services or Major Services under the same dental 
plan. 
There is a wailing period of up to 24 months for replacement of congenitally missing teeth or teeth extracted prior to coverage under this plan. 

This is not a contract: it is a partial listing of benefits and services. All covered services are subject to the conditions, limitations. exclusions, terms and provisions of 

your employee benefits booklet. In the event of a discrepancy between the information in lhis summary and the employee booklet, the employee booklet will prevail 

AnU'lem BCBS 1:s the lrade name for OJithem Heallh Plans. Inc . an 1ndepenoenl licensee of lhe Blue Cross and Blue Shield Assoc1a1:on 

QuolelD: 05335012 CT _PCLG_ASO-Custom 



Your Vision 
Benefits Summary 
Get access to the best in eye care and eyewear with TOWN 
OF WESTON and VSP9 Vision Care. 

I 

Using y~ur VSP benefit is easy. 
• Create ~n account at vsp.com. Once your plan Is effective, 

review your benefit information. 

• Find an ,ye doctor who's right for you. The decision is yours 
to make.choose a VSP network doctor or any out-of-network 
provider; Visit vsp.com or call 800.877.7195. 

• At your appointment, tell them you have VSP. There's no ID 
card necessary. If you'd like a card as a reference, you can 
print one on vap.com. 

I 

Thafa ltl We'll handle the rest-there are no claim forms to 
complete when you see a VSP provider. 

l 
Best Ey~ Care 
You'll get the highest level of care, including a WelfVision 
Exam•- the most comprehensive exam designed to detect eye 
and health'.condltfons. Plus, when you see a VSP provider. you'll 
get the most out of your benefit. have lower out-of-pocket costs, 
and your satisfaction is guaranteed. 

Choice in Eyewear 
From classic styles to the latest designer frames, you'll find 
hundreds of options. Choose from featured frame brands 
like bebe, CALVIN KLEIN, Cole Haan, flexon•, Lacoste, Nike, 
Nine West; and more.' Visit vsp.com to find a Premier Program 

locatfon that carries these brands. Plus, save up to 40% on 
popular lens enhancements.' Prefer to shop online? Check out 

all of the brands at eyeconlc.com•, VSP's preferred onllne 
eyewear store. 

Plan Information 
VSP Coverage Effective Date: 07/01/2018 
VSP Provider Network: VSP Signature 

TOWN OF WESTON and VSP provide you with an affordable 
eyecare plan. 

V1s1t vsp.com or ca ll 800.8 77 .719 5 
for more details on you r vision 
coverage and exclusive savings 
and promotions fo r VSP members 

1. 9rands/Promot,0n subject to dwlge. 
2.. 5.llvtng:, b&sod' on l'\G't#Ork doc.to( , reu,.fl pnc.o and vary by pf.on Otld s:,urctiase ~ rcc:non: 
••• •"SC sa,mg,: Clo"'1ffl/Md alta, 1><rne1'tta oi,, 4ppllC!d. AvaU• blc only thlOugh VSP notwo,k 
dOC""--1)(5 t0 VSP ,-nembcrm whh non-lab~ c.ta,,. bdna rrts A.s_\l yoor VSP runwo11": doc.ro, ror details 

020 16 Vlslo,, S<irvlco Plan. 
All righla ~ \ISP, VSPVClion c.&re for 1Ue, end WallVlilJof' E):e,rr) 1J1ai ,og-ta1tt1ad u-.demarks, 
and "Llfo Is DOC\GI In tocu.c; ff! a trodnm■nt ot \tl.cl lon S.N ,Ce Pin_n. Floxon i & e togl&tered 
trademark ol MMe~ Eyewea,, Inc. All olha, co mpBny names nnd b1nr,d~ ara Utt.demn,ka or 
raglstered trademarks ot their respecliYe owners. 

~~!'•!It Desc~lptlon Copay __ 

W.IMalon 
Exam 

Focuses on your eyes and overall 
wellness 

• Every 12 months 

- - - - - .. ...I 

$0 

Preaatpllon GI ..... 120 

Frame 

i..n... 

Lena 
Enhaneamenta 

Contacta 
(Instead or 
glaalea} 

Extra Savlnga 

• 5130 allowance for a wide selection 
of frames 

• S150 allowance for featured frame 
brands 
20% savings on the amount over your 
allowance 

• Every 12 months 

• Single vision, fined bifocal, and fined 
trlfocal lenses 
Polycarbonate lenses tor dependent 
children 

• Every 12 months 

• TintslPhotochromic adaptive lenses 
Standard progressive lenses 

• Premium progressive lenses 
Custom progressive lenses 
Average savings of 35-40% on other 
lens enhancements 

• Every 12 months 

• Sl30 allowance for contacts; copay 
does not apply 

• Contact lens exam (fitting and 
evaluation) 
Every 12 months 

Glas11es and Sunglassee 

Included in 
Prescription 

Glasses 

Included In 
Prescription 

Glasses 

so 
$0 

S80 -$90 
$120 -$160 

Up to $60 

• Extra S20 to spend on featured frame brands. Go lo 
vsp.comfspeclaloffers for details. 
30% savings on additional glasses and s\Jflglasses. 
Including lens enhancements, from the same VSP prolllder 
on the same day as your WellVlslon Exam. Or get 20% 
from any VSP provider within 12 months of your last 
WellVision Exam. 

Retlnel ScrNnlng 
• No more than a $39 copay on routine retinal screening 

as an enhancement to a WellVlslon Exem 

Laser Vision Correction 
• Average 15% off the regular price or 5% ott the 

promotional price; discounts only available from 
contracted facllitles 

• After surgery, use your frame allowance (If elJgible) for 
sunglasses from any VSP doctor 

Gel the mos! out of your benaftts and greater savings with a VSP networi< doctor. Your 
cov.,rage wllh ouI-ot-ne1W0tk providers will be less or you'll receive a lower level of 
benefits. Visit vsp.com for plan details. 

Exam ... ..................... ·····-····· ·· ....... _up to SSO Lined Trlfocal Lenses ............ up to SlOO 
Frame .................. ·--······-················ up to S70 Progressive Lenses ... ............ up to S75 
Single Vision Lenses ........... , ... up to SSO Contacts ......................... .. ·-······ ... · up to $105 
Lined Bifocal Lenses ···-····-···up to S75 Tints ---··············-·-······- ········· ............. up to SS 

VSP guarar11ee, COY9rage from \ISP netw01k pro111dera only Coverege ,nform21t10r, tt ■ut>,ect m Chango 
In the event ol a cor,fl1c;1 between ttus tntormallon afld 'p'OU' orga~•.tar 00' 11 cont,~e• with VSP rhe terma 
of tile conrrac, will prevail Elaaed on a.opllc:able ldw5 beneri,~ misy •11111) by kx:ation In the- at.ate ot 
WnahinglDn \/SP i/ll11cn Ca1e inc. 1$ the h,gal name of the c0rp,oro11on througn whteh VSP does bli._.ne,sa 



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 07/01/2025 - 06/30/2026 
Anthem® BlueCross and BlueShield Coverage for: Individual+ Family I Plan Type: PPO + 
Town of Weston: Anthem Century Preferred PPO HSA PS HS.A 

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 hare the co t 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, http ://eoc.anthem.com/eocdps/. For general definitions of common terms, such as allowed amount, balance billing. coinsurance, copayment, 
deductible, pro ider, or other underlined terms, see the Glossary. You can view the Glossary atwww.healthcare.gov/sbc-glossa.t.:y / or call (833) 899-7070 to 
request a copy. 

t I • I • 

What is the overall 
deductible? 

Are there services 
covered before you 
meet your deductible? 

Are there other 
deductibles for 
specific services? 
What is the out-of-

ocket limit for this 
plan? 

What is not included 
in the out-of-pocket 
limit? 

Will you pay less if 
you use a network 
provider? 

Answers I Why This Matters: 

$2,500 / person or $5,000 / family 
for In-Network Providers. 

$2,500/person or $5,000/family 
for Out-of-Network Providers. 

Yes . Preventive Care. Children's 
eye exam. For more information 
see below. 

No. 

$3,500 / person or $7,000 / family 
for In-Network Providers. 
$5,000/person or $10,000/family 
for Out-of-Network Providers. 

Premiums, balance-billing 
charges, health care this plan 
doesn't cover, and Out-of­

Network Transplants. 

Yes. See 
www.anthetn.com/find­
care/?alphaprefix:::: ZL 
or call (833) 899-7070 for a list of 
network providers. Costs may 

. vary by site of service and how 
the pro ider bills. 

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 policy, the overall family 
deductible must be met before the plan begins to pay. 

This plan covers some items and services even if you haven't yet met the deductible amount. 
But a copayment or coinsurance may apply. For example, this plan covers certain preventive 
services without cost sharing and before you meet your deductible. See a list of covered 
preventive services athttps://www.healthcare.gov/coverage/pre entive-care-benefits/. 

You don't have to meet deductibles for specific services. 

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, the overall family out-of-pocket limit must be met. 

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

This plan uses a provider network. You will pay less if you use a provider in the plan's 
network. You will pay the most if you use an Out-of- etwork Provider, and you might 
receive a bill from a provider for the difference between the provider's charge and what your 
plan pays (J2alance billing). Be aware, your network provlder might use an Out-of-Network 
Provider for some services (such as lab work). Check with your provider before you get 

: services. 

CT/1,C/J\nthem Century Preferred l'l'O I !SJ\ PS/9K211/07-25 



Do you need a referral N o. 

to see a s ecialist? 
You can see the specialist you choose without a referral. 

A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies. 

' 
Common . 

M d
. 

1 
E , Services You May Need 

e ica vent 

If you visit a 
health care 
provider's office 
or clinic 

If you have a test 

If you need drugs 
to treat your 
illness or 
condition 
More information 
about prescription 
drug coverage is 
available at 
http: //www.anthe 
m.com / pharmacyi 
nformation/ 

If you have 
outpatient 
st1rg_<:ry 

If you need 
immediate 
medical attention 

Primary care visit to treat an 
injury or illness 

pecialist visit 

Preventive care/ screening/ 
immunization 

Diagnostic test (x-ray, blood 
work) 

Imagin,g (C}"/P~T_ s~a11,~, !vf~J_s)_ 

T ypically Generic (Tier 1) 

Typically Preferred Brand (Tier 
2) 

Typically N on-Preferred Brand 
and Generic drugs (Tier 3) 

Facility fee (e.g., ambulatory 
surgery center) 
P_hysician/ surgeon fees 

. , . . .. ... . . . -

Emergency room ca.re 
E mergency medical 
transportation 

.rgent care 

What You Will Pay L. • · E · . . imitations xcept10ns & 
In-Network Provider Out-of-Network Provider 

O
h 

1 
' 

1 
c '. 

. . t er mportant n1.ormat1on 
ou will a the leas t ou will a the most 

0% coinsurance 

0% coinsurance 

No charge 

0% coinsurance 

0% coinsurance 

$5 / prescription (retail and 
home delivery) 

$25 / prescription (retail) and 
$SO/prescription (home 

delivery) 

$40 / prescription (retail) and 
$80/ prescription (home 

delivery) 

0% coinsurance 

0% coinsurance 

0% coinsurance 

0% coinsurance 

0% coinsurance 

20% coinsurance 

20% coinsurance 

20% coinsurance 

20% coinsurance 

20% coinsurance 

20% coinsurance (retail and 
home delivery) 

20% coinsurance (retail and 
home delivery) 

20% coinsurance (retail and 
home delivery) 

20% coinsurance 

20% coinsurance 

Covered as In-Network 

Covered as In-Network 

20% coinsurance 

• Virtual visits (Telehealth) 
benefits available. 
Virtual visits (Telehealth) 
benefits available. 
You may have to pay for services 
that aren't preventive. Ask your 
provider if the services needed 
are preventive. Then check what 
yo11_r p~ u_".Y.µI pay for. 

--------none--------

--------none--------

For more information, refer to 
"Essential Drug List" at 
h ttp:/ / www.anthcm.com / pharm 
acyin forma tion / 
*See Prescription Drug section. 

--------none--------

--------none--------

--------none--------

--------none--------

--------none--------

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com /cocdps/. 



C I What You Will Pay L' . · E · ommon S . . . imitations xcept10ns & 
M d

. 1 E erv1ces You May Need In-Network Provider Out-of-Network Provider 
O

h 
1 

' 
1 

c '. 
e ica vent .11 h 1 .11 h ) t er mportant n1ormat10n ou w1 a t e east ou wi a t e most 

If you have a Facility fee (e.g., hospital room) 0% coinsurance 20% coinsurance 
100 days / benefit period for 

hospital stay 
Inpatient rehabilitation. 

Physician/ surgeon fees 0% coinsurance 20% coinsurance --------none--------

If you need Office Visit Office Visit 
Office Visit 

mental health, 0% coinsurance 20% coinsurance 
Virtual visits (Telehealth) 

behavioral health, 
Outpatient services 

Other Outpatient Other Outpatient 
benefits available. 

or substance 0% coinsurance 20% coinsurance 
Other Outpatient 

abuse services 
--------none--------

Inpatient services 0% coinsurance 20% coinsurance --------none--------

Office visits No charge 20% coinsurance Cost sharing does not apply for 

If you are 
Childbirth/ delivery professional 

0% coinsurance 20% coinsurance 
prevenci,,e services. Maternity 

services care may include tests and 
pregnant 

Childbirth/ delivery facility services described elsewhere in 
0% coinsurance 20% coinsurance 

services the SBC_ (i.e.11;Jtr~sol1:1:1_d)._ -
Home health care 0% coinsurance 20% coinsurance 100 visits /benefit period. 

If you need help 
Rehabilitation services 0% coinsurance 20% coinsurance 

*See Therapy Services section. 
Habilitation services 0% coinsurance 20% coinsurance 

recovering or 
100 days /benefit period for 

have other killed nursing cate 0% coinsurance 20% coinsurance 
• skilled nursing services . 

special health 
*See Durable Medical 

needs Durable medical equipment 0% coinsurance 20% coinsurance 
E quipment section. 

Ho pi~e setvices 0% coinsurance 20% coinsurance --------none--------- - ,. 

If your child Children's eye exam No charge 20% coinsurance 
*See Vision Services section. 

needs dental or Children's glasses Not covered Not covered 
eye care Children's dental check-up Not covered Not covered --------none--------

Excluded Services & Other Covered Services: 

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other 
excluded services.) 

• Children's dental check-up 

• Glasses for a child 

• Weight loss programs 

• Cosmetic surgery 

• Long-term care 

• Dental care (Adult) 

• Routine foot care unless you have been 

diagnosed with diabetes 

* For more information about limitations and exceptions , see the plan or policy document at https://coc.anthcm.com/eocdps/ . 



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

• Acupuncture 

• Hearing aids 1 unit every 24 months 

• Private-duty nursing $15,000 

maximum/benefit period in a Home Setting 

only 

• Bariatric surgery 

• Infertility treatment 

• Routine eye care (Adult) 1 exam/benefit 

period (In-Network) 

• Chiropractic care 12 visits/benefit period 

• Most coverage provided outside the United 

States. See www.bcbsglobalcorc.com 

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: Connecticut Department oflnsurance, 153 Market Street, 7th Floor, Hartford, CT 06103, (860) 297-3000, (800) 203-3447, Department of Health 
and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323 x61565, www.cciio.cms.gov, or contact Anthem at the 
number on the back of your ID card. 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.HcalthCarc.gm 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 claim. Your plan 
documents also provide complete information on how 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: 

ATTN: Grievances and Appeals, P.O. Box 1038, North Haven, CT 06473-4201 

Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323 x61565, ,vww.cciio.cms.gov 

Connecticut Department of Insurance, 153 Market Street, 7th Floor, Hartford, CT 06103, (860) 297-3000, (800) 203-344 7 

Additionally, a consumer assistance program can help you file your appeal. Contact Connecticut Office of the Health Care Advocate, P.O. BOX 1543, 
Hartford CT 06144, (866) 466-4446, h ttps://portal.c.t.gm/oha,healthcarc.advocate@ct.gov 

Docs this plan provide Minimum Essential Coverage? Yes. 
M.inimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, 
Medicaid, CHIP, TRI CARE, and certain other coverage. If you are eligible for certain types of Minimum ssential Coverage, you may not be eligible for the 
premium tax credit. 

Docs this plan meet the 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 8CC cx:unplcs n{/unv th,:•, _pl,111 ,night cover co8l8 fiH a s,u11pk 1ncdic:c,l situation, r,cc tbc next .'lcction. 



About these Cov ·rag' Example ·: 

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 cost-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. 

Peg is Having a Baby Managing Joe's Type 2 Diabetes 
(9 months of in-network pre-natal care and a 

hospital delivery) 
(a year of routine in-network care of a well­

controlled condition) 

Mia's Simple Fracture 
(in-network emergency room Yisit and follow 

up care) 

ll!!I The plan's overall deductible $2,500 The plan's overall deductible $2,500 ■ The plan's overall deductible $2,500 
Specialist coinsurance 

Iii Hospital (facility) coinsurance 
11 Other coinsurance 

This EXAMPLE event includes services 
like: 

pecialist office visits (prenatal care} 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Facility Services 
Diagnostic tests (ultrasounds and blood work) 
Specialist visit (anesthesia) 

0% 
0% 
0% 

■ Specialist coinsurance 
Hospital (facility) coinsurance 

■ Other coinsurance 

This EXAMPLE event includes services 
like: 

0% 
0% 
0% 

Primary care plwsician office visits (including disease 
education) 
Diagnostic tests (blood work) 
Prescription drugs 
Durable medical equipment (glucose meter) 

■ Specialist coinsurance 
■ Hospital (facility) coinsurance 
■ Other coinsurance 

This EXAMPLE event includes services 
like: 

0% 
0% 
0% 

Emergency room care (including medical supplies) 
Diagnostic test (x-rqy) 
Durable medical equipment (crutches) 
Rehabilitation services (physical therapy) 

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800 

In this example, Peg would pay: 

Deductibles 

Copay men ts 

Coinsurance 

Cost Sharing 

What isn't covered 

Limits or exclusions 

The total Peg would pay is 

In this example, Joe would pay: 
Cost Sharing 

$2,500 Deductibles 

$10 Copayments 

$0 Coinsurance 
What isn't covered 

$60 Limits or exclusions 

$2,570 The total Joe would pay is 

In this example, Mia would pay: 
Cost Sharing 

$2,500 Deductibles 

$600 Copayments 
$0 Coinsurance 

What isn't covered 

$20 Limits or exclusions 

$3,120 The total Mia would pay is 

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

$2,500 

$0 
$0 

$0 

$2,500 



We're here for you - in many languages 
The law requires us to include a message in all of these different languages. Curious what they say? Here's the English version: "You have the right to get help in your 
language for free. Just call the Member Services number on your ID card." Visually impaired? You can also ask for other formats of this document 
Spanish Armenian 
Usted tiene derecho a obtener asistencia en su idioma sin cargo. Llame al '1nLf1 t,17w4nLliQ nLlil:if1 wli46wp oq.linLtaJnLli umwllwtnL 
numero de Servicios para Miembros que figura en su tarjeta de identificaci6n at.11 [bq4n4: 'l1w17qwUjbu qwllq.whw171:ii;1 at.11 ID 12w11mt, 4JlW q.mli4n11 
;_,, Tiene alguna deficiencia visual? Tambien puede solicitar este documento en Ull17-wl1lib17t, UUjWUWl7l.jLfwll hwlfw17t,ll: Sl:iun11nLtaJWli tuwliqw17nLLf nLllbgn°11 
otros forrnatos. bg: YW17n11 bQ llwlt. tuu11-11t.L WJU LflWULnWJartrati WJl 6LLW2Wl.fll:i11: 
Chinese 
:i'X~{VmitJiH-lJf~fflf~S':Jsl½@i~'f=ttS':Jtf%WJ O R~J=i;f-Tf. PMfXS'J IDT ...t.S':Jw J! ij~ 
yzg~~sMdGI~~PEJ O 1W.1J~!~? 1XilitiJN~l{IV-t-x{4S';;;!tftf?J~;rt; 0 

Vietnamese 
Ouy v[ c6 quyen nMn trc;r giup bang ng6n ng0' cua minh, mien phL Quy vi chf 
can QQi den so dii(in tho9i c(ia Ban D[ch Vl,J Thanh vien tren the ID c(1a quy v[. 
Ouy v[ b[ khiem thi? Ouy vi c0ng c6 the yeu cau cac djnh d9ng khac cCJa 
tai li$u nay. 

Korean 
-?lof::::: -?lor.'2.I 2! Oi ~ § .r_§~ -'¥tr~ igJ" ~ ~ c.lJf ;'.L;;;;1 __ J n. -?I or.'2.I ID 
3fc:0ll 21'.:::: Jfgj7l F1!:1IA ~-2~ 2j2foH'.~Fl2 A.12.J" &0H2J0ILJJfff:-· Cf:= 
~,~O~§ OJ ~hj~ if.~of~ + ;:/,;;;L.10. 
Tagalog 
May karapatan kang makakuha ng tulong na nasa iyong wika nang libre. 
Tawagan lang ang nurnero ng Member Services na nasa iyong ID card. May 
kapansanan sa paningin? Maaari ka ring humingi ng iba pang mga format ng 
dokurnentong ito. 

Russian 
Y sac ecTb npaso Ha 6ecnnarnoe nonyYeHv1e noMOU\vl Ha saweM po,QHOM 
5'136IKe. npocTO ll03B0Hv1T8 B OT,Qen o6cny>K~1BaHV1H yYaCTHVIK0B no HOMepy, 
yKa3aHHOMY Ha sawe~ 1-1,qeHrncj)v1Kal..ll-10HHo~ Kaprn. Y sac npo6neMbl co 
3peHVleM? Bbl TaK>Ke MO>KeTe 3anpocl-1Tb ::noT ,QOKyMeHT B ,qpyr1-1x cpopMarax. 

French Creole 
Ou gen dwa jwenn ed nan lang ou gratis. Jis rele nimewo Sevis Manm ki sou 
Kat ID ou a gratis Gen pwoblem vizyel? Ou ka mande tou pou lot f6rna nan 
dokiman sa a. 

Arabic 
~· ..... s ~;--:~\~_I...:'~~ ;:,~'.._.__JI ~Jc.. J~l.5 ~·~~! ~~ ..... ~ J~I o,r...! ..:_,~I 2JJ 

;)~ ....S _,~i -..::...1~ ~ •~\ ~~•~I ~ ._;,A -..;:,···.;:\~ ~ -~ _,A 4.j~ ~.Jc. ..J ~ _,,:..JI ~1~ '-}\ 
.~,JI 

French 
Vous avez le droit d'obtenir de l'aide dans votre langue gratuitement. Appelez 
simplement le nurnero du Services rnernbres figurant sur votre carte d'identite. 
Vous etes une personne malvoyante ? Vous pouvez egalement demander a 
acceder ace document dans d'autres formats. 

Persian 
....., ,i,S '-' ~ ).:..;_.. I...= I -.::..,l.,..h, , ,C.-..:: • .. ~ .::., ~,C ._5_,,S .j'c.'CI ) ~ , J--"' -L -' ,!,,. :w j "'-' .:,_, ,\~ ~ 1...-..'.c 
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Japanese 
® t.d::: l, = 1 :t &it,,: t = 0) § lg -c $,f,fi.j. -c-3zf~ t ~/,, t ~) HHIJ t.1> ;t ~) ~ ~t O ID tJ -- 1-
t::: ic~ ~ .ti,-c11 -.:s~_~+,r--1:::· ::z:1:~1,:::b~§i < t= ~ l. '•J :r.~Jtrl~E-t'ir~+~, c 
~~?~©%~~=0~•~•*~6=t~~~i~. 
Italian 
Hai ii diritto di ricevere assistenza gratuita nella tua lingua. Basta chiamare il 
numero del Servizio Membri presente sulla tua tessera identificativa. Hai 
problemi di vista? E possibile richiedere anche altri forrnati di questo 
documento. 

German 
Sie haben das Recht, kostenlose Hilfe in lhrer Sprache zu erhalten. Rufen Sie 
einfach die Nummer des Mitgliederservices auf lhrer ID-Karte an. 
Sehbehindert? Sie konnen dieses Dokurnent auch in anderen Formaten 
anfordern. 

Polish 
Masz prawo do bezplatnej pomocy w swoim jE;!zyku. Wystarczy zadzwonic pod 
nurner Biura Obstugi Klienta podany na karcie identyfikacyjnej. Masz wadE;! 
wzroku? Mozesz r6wniez poprosic o inne formaty tego dokumentu. 

Pennsylvania Dutch 
Du hoscht's Recht fer Hilf griege in dei Schprooch fer nix. Duh yuscht die 
Member Services Number uffrufe uff dei ID Card. Hoscht Druwwel fer sehne? 
Du kannscht des do Schreiwes in en differnter Weg griege so as du's besser 
sehne kannscht. 

TTY/TTD:711 
It's important we treat you fairly 
We follow federal civil rights laws in our health programs and activities. Members 
can get reasonable modifications as well as free auxiliary aids and services if you 
have a disability. We don't discriminate, on the basis of race, color, national origin, 
sex, age or disability. For people whose primary language isn't English (or have 
limited proficiency), we offer free language assistance services like interpreters 
and other written languages. Interested in these services? Call the Member 
Services number on your ID card for help (TTY/TDD: 711) or visit our website. If 
you think we failed in any areas or to learn more about grievance procedures, you 
can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond, VA 
23279, or directly to the U.S. Department of Health and Human Services, Office 
for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; 
Washington, D.C. 20201. You can also call 1-800- 368-1019 (TDD: 1-800-537-
7697) or visit https://ocrportal.hhs.gov/ocr/portal/lobby. jsf 
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APPENDIXC 

Last Name First Name Balance in Hours* Days 
SUNDLOF GLORIA 1,510.25 201.37 
BENNETT KAREN 1,725.75 230.10 

* Hours as recorded in MUNIS as of 5/23/2025 



Appendix D 

Job Title Hours Permitted Duties 
Library Assistant Not to exceed 19.5 Information Desk Coverage/Shelving 

hrs/week and projects as assigned by 
Circulation Manager 

Library Assistant Not to exceed 19.5 Information Desk Coverage/Shelving 
hrs/week and projects as assigned by 

Circulation Manager 

Library Technical Not to exceed 19.5 Information Desk Coverage/Shelving 
Assistant/Makerspace hrs/week and assistance on projects with Head 
Coordinator Library Technical Assistant 

Children's and Teen Notto exceed 19.5 Children's/Teen Library and projects 
Library Assistant hrs/week as assigned by Head of Children and 

Teen Services 




