




































c. To detem1ine the methods, means, and number of personnel needed to carry out 
the department's mission. 

d. To direct the working forces; 

e. To hire and assign or transfer employees within lhe department or to other 
applicable functions. 

f. To promote, suspend, discipline, or discharge for just cause. 

g. To lay-off or relieve employees due to lack of work or funds or for other 
legitimate reasons. 

h. To make, publish, and enforce rnles and regulations. 

1. To introduce new or improved methods, equipment or facilities. 

J· To take any and all actions as may be necessary to carry out the mission of the 
Town and the Communications Center in situations of civil emergency as may be 
declared by the First Selectman Town Administrator, Police Chief, or Fire Chief, 
provided that no right enumerated herein shall be exercised or enforced in a manner 
contrary to or inconsistent with the provisions of this Agrccmenc. 

ARTICLEXXV 
DURATION 

This Agreement shall be in effecl July I. 2025 and shall continue in effect unti l June 30 2028 and 
!hereafter shall continue in effect from year to year, except that it may be amended at any time by 
mutual agreem~nt, by giving 10 the 0U1er party of not less than one hundred twenty (1 20) days 
written noli~c of intention to propos amendments. Within thirty (30) days of receipt of such 
notice, by either party, a meeting shall take place between the Town and the Union 10 confer with 
respect to sucb amcndmen1, modification, or termination. 

FOR THE TOWN OF WESTON FOR THE UNION UPSEU 

Signed: ,,,~ 

Samantha Nestor First Selectwoman 



ARTICLE A: WESTON DISPATCHERS WAGE SCHEDULE 

EFFECTIVE DATE GRADE TITLE STEP HOURLY RATE 

7/1/2024 GR 1 DISPATCHER 1 28.74 

7/1/2024 GR 1 DISPATCHER 2 30.20 

7/1/2024 GR 1 DISPATCHER 3 31.74 

7/1/2024 GR 1 DISPATCHER 4 33.30 

7/1/2024 GR 1 DISPATCHER 5 34.97 

7/1/2024 GR 2 SR DISPATCHER 1 30.04 

7/1/2024 GR 2 SR DISPATCHER 2 31.56 

7/1/2024 GR 2 SR DISPATCHER 3 33.14 

7/1/2024 GR 2 SR DISPATCHER 4 34.81 

7/1/2024 GR 2 SR DISPATCHER 5 36.56 

7/1/2025 GR 1 DISPATCHER 1 29.60 

7/1/2025 GR 1 DISPATCHER 2 31.11 

7/1/2025 GR 1 DISPATCHER 3 32.69 

7/1/2025 GR 1 DISPATCHER 4 34.30 

7/1/2025 GR 1 DISPATCHER 5 36.02 

7/1/2025 GR 2 SR DISPATCHER 1 30.94 

7/1/2025 GR 2 SR DISPATCHER 2 32.51 

7/1/2025 GR 2 SR DISPATCHER 3 34.13 

7/1/2025 GR 2 SR DISPATCHER 4 35.85 

7/1/2025 GR2 SR DISPATCHER 5 37.66 

7/1/2026 GR 1 DISPATCHER 1 30.49 

7/1/2026 GR 1 DISPATCHER 2 32.04 

7/1/2026 GR 1 DISPATCHER 3 33.67 

7/1/ 2026 GR 1 DISPATCHER 4 35.33 

7/1/2026 GR 1 DISPATCHER 5 37.10 

7/1/ 2026 GR 2 SR DISPATCHER 1 31.87 

7/1/2026 GR 2 SR DISPATCHER 2 33.49 

7/1/ 2026 GR 2 SR DISPATCHER 3 35.15 

7/ 1/2026 GR 2 SR DISPATCHER 4 36.93 

7/1/ 20 26 GR 2 SR DISPATCHER 5 38.79 

7/1/2027 GR 1 DISPATCHER 1 31.40 

7/1/2027 GR 1 DISPATCHER 2 33.00 

7/1/2027 GR 1 DISPATCHER 3 34.68 

7/1/2027 GR 1 DISPATCHER 4 36.39 

7/ 1/2027 GR 1 DISPATCHER 5 38.21 

7/1/ 2027 GR 2 SR DISPATCHER 1 32.83 

7/1/2027 GR 2 SR DISPATCHER 2 34.49 

7/1/2027 GR 2 SR DISPATCHER 3 36.20 

7/1/2027 GR 2 SR DISPATCHER 4 38.04 

7/ 1/2027 GR 2 SR DISPATCHER 5 39.95 
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Summary of Benenu. 
Anthem Dental Essential Choice 

Weston Town & BOE - Town Hall Union 
Anthem Dental Complete Network 

WELCOME TO YOUR DENTAL PLAN! 

Anthem.+W 
BJueCross BlucShie1d T, V. 

Regular dental checkups can help find early warning slgns of cenain health problems. which means you can get the care you need to get heallhy. So, 
don't skimp on your dental care, good oral care can mean better o,era/1 health! 

Powerful and easily accessible member tools. 

• Ask a Hygienist: Dental members can simply email their dental questions 
to a learn of licensed dental professionals who in tum will respond in 
about 24 hours. 

• Dental Health Risk Assessment: We want our dental members to better 
understand their ore/ health and their risk factors for tooth decay, gum 
disease and oral cancer. This easy lo use online tool can help them do this. 

• Dental Care Cost Estimator: In order to help our dental member better 
understand the cost of their dental care, we offer access to a user-friendly, 
web-based tool /hat provides estimates on common dental procedures and 
treatments when using a network dentist. 

• More Capabilities: With our latest mobile application, Anthem Anywhere, 
member.; can find a network dentist as well as view /heir claims. 11's available 
both For Android and Apple phones. 

Your dental benefits at a glance 

Dentists in your plan network. 

• You'll save money when you visit a dentisl in your plan 
network because Anthem and the dentist have agreed on 
pricing for covered services. □ enlists who are not in your 

plan network have not agreed to pricing, and may bill you for 
the differance between what Anthem pays them and what 
lhe dentist usually charges. 

• To find a dentist by name or location, go to anthem.com or call 
dental customer service at the number listed on the back of your ID 
card. 

Ready to use your dental benefits? 
• Choose a denijst from the network 
• Make an appointmenl 

• Show the office staff your member ID card 
• Pay any deductible or copay that is part of your plan 

Need to contact us? 
See the back of your ID card for who lo call, write or email. 

The following benefit summary outlines how your denial plan works and provides you with a quick reference of your dental plan benefits. For complete 
coverage details, please refer lo your policy. 

Annual Benefit Maximum Calendar Year 
• Per insured person $2,500 $2,500 

D&P applies to Annual Maximum Yes Yes 

Annual Maximum Carryover/ Carry in No/No No/No 

Orthodontic Lifetime Benefit Maximum 

• Per eligible insured person NIA NIA 

Annual Deductible 

• Per insured person/Family maximum Calendar Year $50/'JX Individual S50/3X Individual 
Deductible Waived for Diagnostic/Preventive Services Yes Yes 

Out-of-Network Reimbursement: 90th percentile 

Anlhem BCBS is 1hc lrade "lame !or Anlhem Hea1tl'l Plans. tnc, an independent licar.see af l11e Bluel Cress and Blue Shiela AS;sac,atlon 

QuotelD: 05335012 CT _PCLG_ASO-Custom 



Diagnostic and Preventive Services 
• Periodic oral exam 

• Teeth cleaning (prophylaxis) 

• Bitewing X-rays: 

• Full-mouth or ?anoramic X-rays: 

• Fluoride application: 

• Sealants 

Soace Maintainers 

Basic Servic&s 

• Consullation (second opinion) 

• Amalgam (silver-colored) FIiiing 

• Composite (tooth-colored) Filling 

2 per 12 months 

2 per 12 months; wlperiadontal maintenance 

2 sets per 12 months 

1 per 36 months 

1 per 12 months through age 19 

1 per 60 months; through age 6 

1 pe, lifetime through age 18; posterior teeth 

1 per 12 months 

1 per tooth per 12 moni/1s 
1 per tooth per 12 monlhs 

80% Coinsurance 80% Coinsurance No Waiting Period 

posterior (back) fillings covered as composites 

• Brush Biopsy (cancer lest) Covered, 1 per 12 months; all agtrs 

Endodontics (Non-Surgical) 
• Root Canal and retreatments 

Endodontlcs (Surgical) 

Aplcoectomy and apexification 

Periodontics (Non-Surgical) 
• Periodontal Mainlenance 

• Scaling and root planing 

80% Coinsurance 80% Coinsurance No Waiting Period 

1 per tooth per 24 months 

BO% Cair,surance 80% Coinsurance No Waiting Period 

1 pe, tooth per 24 months 

BO% Coinsurance BO% Coinsurance No Waiting Period 

2 per 12 months; w/teelh cleaning 

I per quadrant per 24 months 

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

• Periodontal Surgety (osseous, g,ng11;ec1omy. graft procedures) 

Oral Surgery (Simple) 
• Simple Extractions 

Oral Surgery (Complex) 
• Surgical Extractions 

Major (Restorative) Services 
• Crowns, onlays, veneers 

• Cosmetic teeth whitening 

Prosthodontics 

Dentures and bridges 

Dental Implants 

Prosthodonlic Repairs/Adjustments 
• Crown, denture, bridge repairs 

• Denture and bridge adjustments: 

Orthodontic Services 

·None 

80% Coinsurance 

1 per tooth per lifei,mo 

80% Coinsurance No Waiting Period 

80% Coinsurance 80% Coinsurance No Waiting Period 

t per tooth per liletime 

50% Coinsurance 50% Coinsurance No Waiting Period 

1 per tooth per 60 months 

Not Covered 

50% Coinsurance 50% Coinsurance No Wailing Period 

1 per tooth per 60 monlhs 

Not Covered 

80% Coinsurance 

2 per 36 months; 6 months after placement 

2 per 36 months; 6 months after placemen! 

Not Covered 

80% Coinsurance No Waiting Period 

Nol Covered NIA 

Anlhern BC3S 15 lhe lraoe name re: Antnem '"ie~l!h Plans:, tn,: , an independen! 1,cen':.t!e or the Blue Cross :rnd :31ue Shiel~ Associ~t1on. 



QuotelO: 05335012 

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

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

Accidental Dental Injury Benefit 
• Provides members 100% coverage for accidental injuries lo teeth up to the coverage year annual maximum 

(if applicable). No deductibles, member coinsurance , or walling penods apply 

Extension of Benefits 
• Followlng 1erm lnatlon of ccwerage, membe,s arc provldeo up to 60 days to complete treatment started prior to their 

terminaUoo of coverage under the plan and eflg lb e oorvlces 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_P'CLG_ASO-Guslom 

Services provided beforo or after the term of this coverage - Services received before your effective date or after your coverage ends, unless 
olhe,wise specified in the dental plan certificale 

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

Cosmetic d ntis l ry !unless included as part of Your oental plan benefits) provfded by denOs!s solely for the purpose of improving the appearance of lhe 
tooth when 100th SI uc:ure and lun~uon are satisfactory and no pathologic conditions (cav1t1es) exist 

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

Analgas ia, analges c agen ts , and anxlolysis nitrous oxide, lnerapeutic drug injeclfol'lS , medicines or drugs for nonsurgical or surgical dental care 
except Illa! intravenous conscious sedallon is eligible as a separate benefit when oerlormed ln conjunction with mplex surgical ; ervtces. 

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

This is not a contract it is a partial !isling of benefits and services All covered services are subject to the conditions, limita~ons. exclusions, terms and provisions of 
your employee benefits booklet In lhe even! of a discrepancy between lhe information in this summary and the employee booklet, lhe employee booklet will prevail 

QuolelO: 05335012 CT _PCLG_ASO-Custom 
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Your Vision 
Benefits Summary 
Get access to the best in eye care and eyewear with TOWN 
OF WESTq N and vspe Vision Care. 

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

review your benefit Information. 

• Find an •Y• doctor who's right for you. The decision ls yours 
co make.choose a VSP network doctor or any out-of.network 
provider/ Visit vsp.com or call 800.877.7195. 

• Ar your appointment, tell ttlem you have VSP. There's no ID 
card necessary. If you'd like a card as a reference, you can 
print one on 111p.com. 

I 

That's ltJ We11 handle the rat-chere are no claim forms to 
complete • hen you see a VSP provider. 

Best Ey~ Care 
You'll get the highest level of care. including a WelMsion 
Exam•- the most comprehensive exam designed to detect eye 
and health•condltlons. 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 ls 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 KLEJN, Cafe Haan, Flexon•, Lacoste. Nike, 
Nine West, and more.' Visit vsp.com to find a Premier Program 
location that carries these brands. Plus. save up to 40% on 
popular lens enhancements.' Prefer to shop on line? Check out 
all of the brands at eyeconlc.com•, VSP's preferred online 
eyewear store. 

Plan Information 
VSP Caverage Effective Date: 07/01/2018 
VSP Pravider Network: VSP Signature 

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

V1s1t vsp.com or call 800.877.7195 
for rnore details on your vision 
coverage a, exclusive savings 

and promo ;ens for VSP members 

,. 91QJ'IQ.Sl?,ornocact, sut;'e<:: :o 1'g_a. 
2.. S~ b,aJ,Od o" ncrNCffl doer.:,(, ~ toJf o,, ,co ~nd v•ry flt pW\ and p-.,ld-..i.:e ~OC-tuatl. 

41/Cf0£10 ~ de~ •t'tot DOt1eOU Gt'O -'PPl:«1 .Avalfah ,e Ol\,'ry l.l\."Cu;t, vSP flef't,,cvic 
OOC1o/a lfl \ISP .~ w!tn A~ cl.al, nalrts A)\ ravr VSP nc-:wiotk doc.tot :0-1 dcto4ts 

02018 Vitia• S.l'llca Plan. 
All ,~l.l ~ VSP YSP V,s"WXI caro tCI' I.to, ond Wolf\,/ k,n & .ft"" "10 •agtt:orod tt-.deffllt'ks, 
and ·uto OORDI 11'1 ,~- it I o~m•t~ Of VIIIDn Sor--U .?far,, 'COi\ i~ -0 t~a,ccf 
trade!'Nll\4'° MAl'Cflon Eyowoe,, tnc. AA 0 1h e,1 compony ""'n,,,o., nd btm,da ~ t1ndam,uka or 
rogL~ bt1dam.1ilcs ol tholr tDlpoclJ~o owna:rs 

Benefit Description Copay 
I - - - • : 
Lt - ___ ......... _. ~ 

WefMalon 
E:llllm 

Focuses on your eyes and overall 
wellness 

• Every 12 months 

Piwcrtpllon GI- 120 

Lene 
Enhancementa 

Ell1reSavlnga 

Sl30 allowance for a wide selection 
of frames 

• $150 allowance far featured frame 
brands 
20% savings on the amount over your 
allowance 

• Every 12 months 

• Single vision, llned bifocal, and lined 
trffocal lenses 
Polycarbonate lenses for dependent 
children 

• Every 12 months 

• Tints/Photachromlc adaptive lenses 
Standard progressive lenses 

• Premium pragreS&lve lenses 
custom progressive lenses 
Average savings of 35·40% on other 
lens enhancements 
Every 12 months 

• $130 allowance for contacts; copay 
does not apply 

Included in 
Prescription 

Glasses 

Included In 
Prescription 

Glasses 

so 
so 

S80 • $90 
S120 • S160 

Contact lens exam (fitting and Up ta S60 
evaluation) 
Every 12 months 

Gtaaa- and Sungl-
Extra S20 to spend on featured frame brands. Go 10 

vsp.comlspaclafoffers for dataUs. 
30% savings on addftlonal g lasses and sunglasses, 
Including lens enhancemenlS, tram ll'le same VSP prOllider 
on the same day as your WelNtslon &am. Or get 20% 
from any VSP prov der within 12 months or your las1 
WellVision Exam. 

R•tfnal ScrNnlng 
• No more than a S39 copay on routine retinal screening 

as an enhancement to a WellVlsion Exam 

Laser Vision Correction 
Average 15% off the regular price or S'lb otl the 
promotional price; discounts only available from 
contracted facilllles 

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

-­G11r the moSI out ot y,,ur beoona; and greater savings with a VSP natwori< docror. Your 
cov erogo wllh out-ol -neiwork providers wlll be l8U or vou'II receive a lower level of 
benefits. Vloh vsp,com lor plan d&talls. 

Exam _ " ................. ···-·············- up to S50 Lined Trlfocal Lenses - ··"· up to SIOO 
Frame ··-····-·········--·-.. ·-· ..... -....... up to sro Progressive Lenses ---"- _ up to S75 
Single Vision Lenses·-·· ···-•·· up to SSO Contacts -··-···- ·- ·······- ·-· •...... up 10 SIOS 
Lined Bifocal Lenses ....... . _ .. up to S75 Tints - ·-··~------··-.. ·· up to SS 
\ISP Qua1antc@s ~;!:r-1 trom VSP net',;0'111 prow,de,.. onty Co"werdga ,nformali(Jr'l 11 ''"'b,ecr ro CNl""QIO , 
In tM e"ffl'\fOl s conflc.t batwnen ltus n lonn.·tt'on er>d you• orgi,r-1.t,Jt.or> & c onuac1 ...,,I~ VSP rhe u,,ma 

ot the cc,n119et w•I• g rev al, Elaaod o n opp1i1:4bloe \Jw~ bener1~ mey 11t.11) b, loc.aT"l,, '"' 1h,e, St.!!fl' of 
WoshinglDf' I/SP \t'1111::in Ca ,e ,rc ,, lhe legal ni:1me of U\O 1.:0•po,011on throvgn ""'hictl VS~ QOe'S bt.iair1ou 



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 BlucShield 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 ""ill help you choose a health plan. The SBC shows you how you and the 
plan would share the cost for covered health ca re services. NOTE: Information about the cost of this plan (called the premium) will 
be provided separately. This is only a summary. Por mor.e infounation about your coverage, or to get a copy of the complete terms of 

coverage, htrps://eoc.amhem.com /eocdps /. For general deCinicions of common terms, such as allowed amoun t, balance billing. coinsurance, copayment, 
deductible, provider, 01' other underlined terms, see the G loss:u:y. You can view th e Glossary at www.hcalthcarc.gov/sbc-glossary/ or call (833) 899-7070 to 
request a copy. 

Important Questions : Answers '. Why This Matters: 

What is the overall 
deductible? 

Are there services 
covered before you 
meet your d_educubl_e? 

Are there other 

deductibles for 
specific services? 

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

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

Will you pay less if 
you use a netw0_rk 
nr.ovi_de_r? 

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

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

Yes. Preventive Care. Children's 
eye exam. Por 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-Netw1'.>rk Providers. 

Premiums, balancc-biUing 

charges, health care this plan 

doesn't cover, and Out-of­
Network Transplants. 

Yes. See 
www.a11thcn1.com / 6nd-
c:ue /?11\phapcefix=,\ ZL 
or call (833) 899-7070 for a list of 

nerwo.rk providers. Costs may 
vary by site of service and how 

the p.,rovic.l_c1: bills. 

Generally, you must pay all of the costs from pro\fidcrs 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 sh:11:ing and before you meet your deductible. See a list of covered 

pl'eventive services at ll..ttps://www.hea1thcarc.go"/coverage/preveucive-carc-benefits/. 

You don't have to meet deductibles for specific sc1vices. 

The our-of-pocker liJnir is the most you could pay in a year for covered services. If you have 
other family members in this plan, the overall fa1nily mir-of-po~k_e_t lirruJ must be met. 

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

This plan uses a provider network. You will pay less if you use a prov1dc.r in the plan's 
network. You will pay the most if you use an Out-of-Network Provider, and you might 
receive a bill from a pa:ovidcr for the difference between the pmviJces charge and what your 
plan pays (balance billing). Be aware, your network provider might use an Out-of-Network 
l'_r_ovider for some services (such as lab work). Check with your p.i:uvider before you get 

services. 

C l'/1.Ci/ Anthem Century l'rcfcrm.l l'l'O I !Si\ l'S/9K21 l/07-25 
"--- ,,t -~~ 



Do you need a referral No. 

to see a snecia_list? 
You can see the ;;pcc1~1lisL you choose without a refurral. 

I. All copaymeot and coinsurance costs shown in this chat:t are after your deductible has been met, if a deductible applies. 

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.amhe 
m.com/ pharmacyi 
ofocmacion/ 

If you have 
outpatient 
s~rg~ry 

If you need 
immediate 
medical attention 

Ptima17 care visit to treat an 
injury or illness 

SpccJ;11ist visit 

Pre,rentive caxc/ screening/ 
1mmuoization 

Diagnostic res t (x-ray, blood 
work) 

Imaging (CT/P:ET_ s~ans, MllJs)_ 

Typically Generic (Tier 1) 

Typically Preferred Brand (Tier 
2) 

Typically Non-Preferred Brand 
and Generic drugs (Tier 3) 

Facility fee (e.g., ambulatory 
surgery center) 
Physician/ surgeon fees 
. . . . - . • -

I ~mcrgency room earl:: 
E mcrg l:OC)' meujcal 
transportation 

r_geJlt..CJ\Jr• 

0% comsurancc 

0% coinsurll11cc 

No charge 

0% cQin_s_uraoc<.: 

0% coinsunnce 

$5 / prescription (retail and 
home delivery) 

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

delivery) 

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

delive17) 

0% coinsuranc::.e. 

0% coinsurance 

0% C_Qinsurance 

0°/o c_oi11sura11ce 

0% c_oinsuranc~ 

20% coinsuraoce 

20% coin£.wanc_e. 

20% coins-1!rancc 

20% coinsurance 

20% i,:Qinsuran ce 

20% coinsurance (retail and 
home delivery) 

20% coinsurance (retail and 
home delivery) 

20% coinsurance (retail and 
home delivery) 

20% co_ins_!!r_a.rn;:e 

20% coinsurance 

Covered as In-NctwQik 

Covered as ln-N_ctwQrk 

20% coinS.uranc~ 

• 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 
you_r plan will pay for . 

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

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

For more information, refer to 
"Essential Drug List" at 
h.rrp: //www.'1ntl1cm.com /phnnn 
acyin fonn aLion/ 
*See Prescription Drug section. 

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

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

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

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

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

* For more information about limitations and exceptions, see the plan or policy document at hups: //coc.an\hcm.cp1,n /coc<lpd . 
n---,., -&~ 
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Common , . , What You Will Pay . . • . 
Medical Event Services You May Need In-Network Provider Out-of-Network Provider L1m1tat1ons , Excepuons, & 

ou will a the least ou ,vill a the most Other Important Information 

If you have a Facility fee (e.g., hospital room) 0% coinsw;anct:: 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% coinsw:ance 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 s h Ht ing docs not apply for 

If you are 
Childbirth/ delivery professional 

0% coinsu.rnnce 20% coinsurance 
preventive services. Maternity 

services care may include tests and 
pregnant 

Childbirth/ delivery facility se1vices described elsewhere in 
0% coi.nsurnnce 20% coinsurance 

services th_e SBC_ (i.e., l:ltraso~i:id). 

Home health ca.re 0% coinsurance 20% coinsurance 100 visits /benefit period. 

Rehabilitation services 0% coi.nsurnnce 20% coinsurance 
*See Therapy Services section. If you need help 

1-labilirnL.ion services 0% coinsurance 20% coinsurance 
recovering or 100 days/benefit period for 
have other Skillet! nursing care 0% coinsurance 20% comsui:ance skilled nursing sc1vices. 
special health *See Dmable Medical 
needs Durable medical cc1uipmcni 0% coinsurance 20% coinsurance Equipment section. 

Hospice scuvices 0% cmnsurance 20% coinsw-ance --------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 h!:.tps://coc.anrhcm.com/cocdll:il. 
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Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.) 

• Acupuncture 

• Hearing aids I unit every 24 months 

• Private-duty nursrng $15,000 

maximum/bendit pe1~od in a Home Setting 

nly 

• Bariawc surge.111 

• Infertility tteatmeni 

• Routine eye care (Adul t) 1 exam/benefit 
period (In-Network) 

• Chiropractic care 12 visits/benefit period 

• Most coverage provided outside the United 

States. Sec www.bcbsglobakme.co111 

Yo ur Rigllrs to Continue Coverage: There are agencies that can help if you wane to cont.inoe your covei:age after it ends. The conrac:t in formation for those 
agencies is: Connecricut Dcpartmenl of Tnsui:ance, 153 Market Street, 7th Floor, Hartford, CT 06103, (860) 297-3000, (800) 203-3447, Departmenc of Health 
and I--luman Services, Centt:.r for Consumer lnformation and Insurance Overstght, ·1-877 267-2323 x61565, www.cciio.cms.gov, or coo~actAnthem at the 
number on the back of your ID card. Other coverage options may be availnble to you, too, inc:luding bt1ying inclividual insurnncc coverage through rbe Health 
ln~uraoce Maclsctplacc. For more information about the Marketplace, visit www.l lenhhC"rc:¥~ or ca ll 1-800-318-2596. 

You r Gricv~tncc and Appc:aJs Rights: The.re :ue agencies rhat can help if you have a complaint against your plan for a denial of a claim. This complaint is 
called a grievance or appeiLI. For more information about your rights, look at the explanation of benefits you will. receive for that medic,1) claim. Your plan 
documenrs also provide complet.e information on how co subnul a claim, .appeal, or a g,ricv:incc foi· any reason ro your plan. For more info.rmat.ion abour )'Our 
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, www.cci1o.cms.g<w 

Connecticut Department of Insurance, 153 Market Street, 7th Floor, Hartford, CT 06103, (860) 297-3000, (800) 203-3447 

Additionally, a conswne.r assistance program can help you file you.t appeal. Contact Connecticut Office of the Health Care Advocate, P.O. BOX 1543, 
HarLford CT 06'144, (866) 466-4446, lrnps://ponal.ct.gm· /ohi,, h1.::1llhc:in:.:1dvocnLc@cr.go\' 

Dues this plan provide Minimum Essential Coverage? Yes. 
l\1[i111mum f~ssenLial Coverage generally includes plans, health insurance available r.brough the l\farket.place oi: other mdi \riclual market policies, Medicare, 
Medicaid, CHT.P, TRI CA RE, ao<l cct:tain other coverage. If }'OU a.re eligible for ce1:tain rypes of Minimum Es~cnt-i:tl C:overn.gc, you may not be eligible for the 

prctniu111 r.ax_crctliL 

Docs this phm meet the Minimum Value Stand.an.ls? Yes. 
If your plan doesn't meet ~he Minimum Vahle Standards, you may be eligible for a prcnuum tax credit to help you pay for a plan through the Marketplace. 

'l'o 8cc c:>,:Ull/>lcs nfhow this pbn 1n¼ht covn· cost.~· fin :t s;.11nplt· 111cdical situatiou, Ht.'C lbc ocxf :•wcrion 
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_About these Cover.~½': E~~m nl cs: --- --
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 proyickrs charge, and many other factors. Focus on the cosr-shacing 
amounts (de<luctiblc.s, copayments and co111surnnce) 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 monrhs of in-nct\vork pre-natal care and a 

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

controlled conditiun) 

Mia's Simple Fracture 
(in-nct\vurk emergency room \'isit :111d follow 

up care) 

The plan's overall deductible $2,500 I! The plan's overall deductible $2,500 ■ The plan's overall deductible $2,500 
Specialist coinsurance 
Hospital (facility) coinsurance 
Other coinsurance 

This EXAMPLE event includes services 
like: 
Specialist office visits (prenatal care) 
Childbirth/Delivery Professional Services 
Childbirth/Delivery Pacility Services 
Diagnostic rcsrs (ultrasoundJ and blood work) 
Spcci:ilisL visit (anesthesia) 

0% 
0% 
0% 

Ill Specialist coinsurance 
D Hospital (facility) coinsurance 
I!! Other coinsurance 

This EXAMPLE event includes services 
like: 

0% 
0% 
0% 

Pritnary care physician office visits (including disease 
education) 
Diagnost.ic rests (blood work) 
Prescription drugs 
Durable medical cc1u1pmcn1 (glucose meter) 

13 Specialist coinsurance 
11 Hospital (facility) coinsurance 
II Other coinsmance 

This EXAMPLE event includes services 
like: 

0% 
0% 
0% 

l:,m1.:rgenq• room cnrc (including medical supplies) 
Diagnostic test (x-rqy) 
Durnblc medical cqutpmem (crutches) 
Rebabilitauon services (p~ysical therapy) 

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

In this example, Peg would pay: 

Deductibles 

'opaymenrs 

Coinsur_ancc 

Cost Shari.rig 

What isn 't covered 

Limits or exclusions 

The total Peg would pay is 

In this example, Joe would pay: 
'ost Shari111~ 

$2,500 Deductibles 

$10 Copayments 

$0 CQinsuraoce 
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 Copaymcms 

$0 C_o_iosuran~e 
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 
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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 
Usled liene del'echo a obtener asistencla en su idioma sin cargo. Llame al 
nurnero de Servicios pa1a Miembros que figllra en su tarjeta de identificaci6n 
;_, Tlene alguna deficienc1a visual? Tambien puede solicltar este docurnento en 
otros forma\os. 

Chinese 
i~tHfi'!B~ifit-1-lt-i!P..ffl!t:8':Ja~§ti{~B'Jt~WJ O Rm=n1nEPMJWB"J ID -t-...ts'Jif~ij~ 
1_gg~~~511c;~mr0r O ·rJl.1J~i liU? ,ft5tb,tlJ.b),~Jw.:t.Y.:{4B'1;!t·IIM~:r.t 0 

Vietnamese 
Ouy V! c6 _quyen nh~11 trQ· gi(ip bang ngon ngCr cua mlnl·1, mien ph i Quy vi chi 
can gc;,i den s6 ai~n tho<;li c(1a Ban D[ch vv Thanh vien tren the ID ci:,a quy v[. 
Ouy vi bl khiem th!? Ouy VI c0ng co the yeu cau cac djnli d9ng khac c(1a 
tai li~u nay. 

Korean 
-?-IN~ -?-lof~I 2:101~ § ~ ;;~!¥it.~~~ ~c.lJf 5'.-: ~ l_.1[.f -i'loi '21 ID 
'il ~ 0ll ~I::: }fgji\f Ai \:-J I ::'.::. '2:! Q~ ~~to~{;JAl.2 .1\1 2.!· ;g oH2101 :_tJ f~ ·:-- CH~ 
~,~ ~~ § 01 §J,H~ R@or~ -'r ·?).~LIQ 

Tagalog 
May ka1apatan kang makakuha ng tulong na nasa iyong wika nang libre. 
Tawagan Jang ang numero ng Member Services na nai;a iyong ID card. May 
kapansanan sa paningin? Maaari ka ring l1umingi ng iba pang mga format ng 
dokwnentong lto. 

Russian 
Y sac ecTb npaeo Ha 6ecnnaTHoe nonyYeH111e n0Mou~~1 Ha saweM po.QH0M 
~3blKe. npoCT0 fl03BOHll1Te B 0T.Qen 06c11y>1<~10aH~IS! y'-laCTH\l\1<08 no HOMepy, 
yKa3aHH0MY Ha aawei:i ll1.[\8HTIIIQ)1'1Ka~1110HHOIII KapTe. Y sac npo6neMbl co 
3peH\11eM? Bbl Ta!Ot(e MO>t<eTe 3anpoC\11Tb 3TOT AOKYM8HT 8 .apyrL-IX cpOpMaTax. 

French Creole 
Ou gen dwa jwenn ed nan Jang OLt gratis . Jis rele nirnewo Sevis Manm ki sou 
Kai ID ou a gratis Gen pwoblem vizyei? Ou ka mande tou pou lot f6rna nan 
doknnan sa a. 

Arabic 
_,~ rl ;~ ~ ~ . •~~ £i.l. !)~:..,_j~ ...,Jc. J ~\ j ~·...._ _sh-JI :>~ _..b. j ~\ 'it'~ -~I ._ill 

~~ ..._j ... ~ i ~•~ ~ ·~ t ~ ~ ~ • ~ _,'- --~ ~ .4 J-b ~~ ~ ; y:. _;.JI ?"
1
~ \q 
~;-11 

French 
Vous avez le droll d'oblenir de l'alde dans votre langue graluilement, Appele 
simplement le numero clu Services membres ligurant sur votre carte d'idenlile. 
Vous eles une personne malvoyante? Vous pouvez egalernent demander a 
acceder ace document dans d·autres formals. 

Persian 
-: ; i!.. ;~ : ; ...:.,;...,. ~ l _}_:,:;. > ; ~ ·, ~ .!f ~(_ J_i -'~I J ..:.. _;~ ~ ~? _'½) ~ -.J;)..'. ~ '......:.. 

\ ; ~ -~\ .r~:. ....:~._._ _fl ~ 1 r...r- ....:~ ~ ~ d~ ...!~~, ;~..: ·~1 • .!.. ~ ....:-~ J? ~ ~ 
~~l_;-=;,,._,cJ 
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Armenian 
'1nLg hrw4mlle nLllbl? wllt.1.6wn oq.lJnqaJnLlJ uU1\.Uu UJ\nL 
ob11 1bq4n4: 'TJwr,qllll.tlbU qwl1qwhwpbQ otr ID QW[)Ull7 411w qtn1.JLtn11 
Ul.lr}Wllut.r11 UUjLUUWfl4UWU hwtfwpl7u: Sl:iun11nqaJLUU tuwuqwrinu.J nLllbgn"ri_ 
bQ, liwpn11 bQ ULUU. tulifl flGl WJU Lt,LUUU1W~J1~'7 WJl 6l.J.WiUJLpbf'I 

Japanese 
ibt.,,~t-: 1, :.'. l.tJiJ ti:t:. <!) i§ ~-c';/!¥J4 -c:~:J~ ,t-~(-t ~,ti:.f.!Jt,,&1 v) ;t.-it" ID 1J-- 1-
t:::ic.~c' ,rt ""( 1, ·-1§..:.~_-l_j-- I::' ;z~~ ~.: :bi@:~t < t: ~ I, ··J rn~P~%'t- :t:rf-#f~, C' 
-r n~? (llit7->Mjt;c.:. ~n~~~t- ~31<-t ~ .::. c t, -r: ~ g=_ -t .,. 
Italian 
Hai ii d1ritto di ricevere assistenza gratuita nella Lua Hngua. Basta chiamare ii 
nurnero del Serv,zio Men1brl presente sulla tua tessera identificativa. Hai 
problerni di vista? E possibile richiedere anche altrl fo1111ati di queslo 
documento. 

German 
Sie haben das Recht. kostenlose Hilfe in lhrer Sprache zu erha\len. Rufen Sie 
einfach die Nurnmer des Mitgliederservices au! lhrer 1O-Karte an. 
Sehbehindert? Sie konnen dieses Dokument auct1 in anderen Formalen 
anfordern. 

Polish 
Masz prawo do bezplatnej pomocy w swoim j~zyku. Wystarczy zadzwonic pod 
numer Biura Obslugl Klienla podany na karcie idenlyflkacyjnej , Masz wad~ 
wz:rol<,u? Mozesz r6wniei poprosic o inne formaly tego dokumen tu. 

Pennsylvania Dutch 
Du hoschl's Recht fer Hilf griege in del Schprooch fer nix. Duh yuscht die 
Member Services Number uffrufe uff dei 10 Card. Hoscl11 Druwwel fer sehne? 
Du kannschl des do Schreiwes ln en diffemler Weg griege so as du's besser 
sehne k.annscht. 

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 ca ll 1-800- 368-1019 (TDD: 1-800-537-
7697) or visit https.//ocrporta l.hhs.gov/ocr/portal/lobby.1sf 
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