
























































ARTICLE A: WESTON DISPATCHERS WAGE SCHEDULE

EFFECTIVE DATE GRADE TITLE STEP HOURLY RATE
7/1/2024 GR1 DISPATCHER 1 28.74
7/1/2024 GR1 DISPATCHER 2 30.20
7/1/2024 GR1 DISPATCHER 3 31.74
7/1/2024 GR1 DISPATCHER 4 33.30
7/1/2024 GR1 DISPATCHER 5 34.97
7/1/2024 GR2 SR DISPATCHER 1 30.04
7/1/2024 GR2 SR DISPATCHER 2 31.56
7/1/2024 GR2 SR DISPATCHER 3 33.14
7/1/2024 GR2 SR DISPATCHER 4 34.81
7/1/2024 GR?2 SR DISPATCHER 5 36.56
7/1/2025 GR1 DISPATCHER 1 29.60
7/1/2025 GR1 DISPATCHER 2 31.11
7/1/2025 GR1 DISPATCHER 3 32.69
7/1/2025 GR1 DISPATCHER 4 34.30
7/1/2025 GR1 DISPATCHER 5 36.02
7/1/2025 GR2 SR DISPATCHER 1 30.94
7/1/2025 GR2 SR DISPATCHER 2 32.51
7/1/2025 GR2 SR DISPATCHER 3 34.13
7/1/2025 GR2 SR DISPATCHER 4 35.85
7/1/2025 GR2 SR DISPATCHER 5 37.66
7/1/2026 GR1 DISPATCHER 1 30.49
7/1/2026 GR1 DISPATCHER 2 32.04
7/1/2026 GR1 DISPATCHER 3 33.67
7/1/2026 GR1 DISPATCHER 4 35.33
7/1/2026 GR1 DISPATCHER 5 37.10
7/1/2026 GR2 SR DISPATCHER 1 31.87
7/1/2026 GR2 SR DISPATCHER 2 33.49
7/1/2026 GR2 SR DISPATCHER 3 35.15
7/1/2026 GR2 SR DISPATCHER 4 36.93
7/1/2026 GR 2 SR DISPATCHER 5 38.79
7/1/2027 GR1 DISPATCHER 1 31.40
7/1/2027 GR1 DISPATCHER 2 33.00
7/1/2027 GR1 DISPATCHER 3 34.68
7/1/2027 GR1 DISPATCHER 4 36.39
7/1/2027 GR1 DISPATCHER 5 38.21
7/1/2027 GR2 SR DISPATCHER 1 32.83
7/1/2027 GR2 SR DISPATCHER 2 34.49
7/1/2027 GR2 SR DISPATCHER 3 36.20
7/1/2027 GR 2 SR DISPATCHER 4 38.04
7/1/2027 GR2 SR DISPATCHER 5 39.95
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Summary of Benens
Anthem Dental Essential Choice

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

WELCOME TO YOUR DENTAL PLAN!

Anthem. v
BlueCross BlueShield s :

Reqular dental checkups can help find eary warning signs of centain health problems, which means you can get the care you need to get healthy. So,

dan'l skimp on your dental care, gaod oral care can mean better averall health!

Powerful and easily accassible member tools.

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

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

= Dental Care Cost Estimator: In order to help our dental member betler
understand the cost of their dental care, we offer access to a user-friendly,
web-based toal lhat provides estimatas on common dental procedures and
treatments when using a network dentist.

= More Capabilities: With our latest mobile application, Anthem Anywhere,
members can find a network dentist as well as view their claims. Il's available
both for Android and Apple phones.

Your dental benefits at a glance

Dentlsts in your plan network.
« You'll save money when you visit a dentist in your plan
network because Anthem and the dentist have agreed on
pricing for covered services. Dentlists who are not in your
plan network have nat agreed lo pricing, and may bill yau for
the differance between what Anthem pays them and what
lhe dentist usually charges.
« To find a dentist by name ar 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?

e Choose a dentlst fram the network

» Make an appointment

e Shaw the office staff your member ID card

e Pay any deductible or copay that is part of your pian

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

The following benefit summary outlines how your denlal plan warks and provides you with a quick reference of your dental plan benefits. For complete

coverage details, please refer to your policy.

Calendar Year

Annual Benefit Maximum

- Per insured persan 52,500 $2,500
D&R applies ta Annual Maximum Yes Yes
Annual Maximum Carryover / Carry in NoiNo No/No
Qrthodontic Lifatime Benefit Maximum

* Per eligible insured person NIA NIA

Annual Deductible
* Per insured persan/Family maximum
Deductible Waived for Diagnostic/Preventive Services

Calendar Year

$50/3X Individual

$50/3X Individual
Yes

Yes

Out-of-Network Reimbursement:

90th percentile

Anthem BCBS is the Irade name for Anlhem Health Plans, inc, an independent licenseae af the Blue Cross and Blua Shieta Assaciation

QuotelD: 05335012

CT_PCLG_ASO-Custom



Diagnostic and Preventive Services

- Perlodic oral exam

+ Teeth cleaning (prophylaxis)

- Bitewing X-rays:
Full-mouth or Panoramic X-rays.
Fluoride application:

- Sealants
Space Maintainers

100% Coinsurance
2 per 12 monlhs

2 per 12 months; w/periodantal maintenanca
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; posterior teeth,

100% Colnsurance

No Waiting Period

Basic Services
+ Consuliation (second opinian)
- Amaigam (silver-colored) Fllling
+ Composite (tooth-colored) Filling

posterior (back) fillings covered as composites

+ Brush Biopsy (cancer test)

80% Coinsurance

1 per 12 months
1 per tooth per 12 monihs
1 per tooth per 12 months

Covered, 1 per 12 months; all ages

80% Coinsurance

No Waiting Period

Endodontics {Non-Surgical)
+ Root Canal and retreatments

B80% Coinsurance

1 per tooth par 24 months

80% Coinsurance

No Waiting Periad

Endodontics (Surgical)
Apicoectomy and apexification

B0% Coinsurance

1 per tooth per 24 months

80% Coinsurance

No Waiting Period

Periodontics (Non-Surgical)
- Periodontal Mainlenance

Secaling and root planing

80% Coinsurance

2 per 12 months; w/teeth cleaning
1 per quadrant per 24 months

80% Coinsurance

No Waiting Periad

Periodontics (Surgical)

Periodontal Surgery (0ssecus, gingivectomy, graft procedures)

1 per quadrant per 36 manths|80% Coinsurance

80% Coinsurance

No Wailing Period

Oral Surgery (Simple)
+ Simple Extractions

80% Coinsurance
1 per tooth per lifehme

80% Coinsurance

No Waiting Period

QOral Surgery (Complex)
+ Surgical Extractions

80% Coinsurance

1 per tooth per liletime

80% Cainsurance

Na Waiting Period

Major (Restorative) Services
- Crowns, onlays, veneers

* Cosmetic teeth whilening

50% Coinsurance

1 per tocth per 60 monihs
Not Covered

50% Cainsurance

No Waiting Period

No Wailing Paried

Prosthodontics
Dentures and bridges
Dental Implants

50% Coinsurance

1 per tooth per 60 menihs
Naot Covered

50% Coinsurance

Prosthodontic Repairs/Adjustments
- Crown, denture, bridge repairs
+ Denture and bridge adjustments:

80% Coinsurance

2 per 36 months; 6 months after placement
2 per 36 manths; 6 months after glacement

80% Coinsurance

No Waiting Period

Ortheodontic Services

Not Covered

Not Covered

N/A

-None

Anlhem BC3S is the irage name lcr Aninem Health Plans, Inc

an independent licensee af the Blue Coss and Jlue Sheld Association
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Anthem Whole Health Connection -Dental
e For members with certain health conditions, additional dental henefits are available without a deductible or wailing periods.
Eligible services are paid at 100% and won't reduce your caverage year annual maximum (if applicable)

Accidental Dental Injury Benefit
e Provides members 100% coverage for accidental injuries lo 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 to complete treatment slarted 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 perlods and won't

reduce the member coverage year annual maximum (if applicable)

Services provided befare or after the term of this coverage - Services received before your effective date ar after your coverage ends, unless
otherwise specified in the denlal plan cedificale

Orthodontics (uniess 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 dentisis solely for the purpose of impraving the appearance of Llhe
tooth when taoth structure and function are satisfactory and no palhologic conditions (cavities) exist

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

Analgssia, analgesic agents, and anxiolysis nitrous oxide, lherapeutic drug injections, medicines or drugs for nonsurgical or surgical dental care
axcept (hat intravencus conscious sedation is eligible as a separate benefit when performed in cenjunction with complex surgical services.

Waiting periods faor endadontic, periodontic and oral surgery services may differ from other Basic Services ar Major Services under the same dental

plan.

Thera is a waiting period of up to 24 months for replacement of congenitaily missing teeth or leeth extracted prior to coverage under this plan

This is not a conlract; itis a partial listing of benefits and services All covered services are subject to the conditions, limilations, exclusions, terms and provisions of
your employee benefits bookiet In lhe evenl of a discrepancy between Lhe information in this summary and lhe employee booklet, lhe employee booklet will pravail

Antnem BCoS 15 me trade name for &nthem Heallh Plans Inc  an ndepennent Leensee of ihe Blue Cross and Blue Shield Asscualon

QuotelD: 05335012 CT_PCLG_ASO-Custom
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Your Vision
Benefits Summary

Get access to the best in eye care and eyswear with TOWN
OF WESTON and VSP® Vision Care.

Using your VSP benefit is easy.

= Create an account at vep.com. Once your plan Is effective,
review your benefit information.

= Find an eys 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 appointmant, 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 vep.com.

1
That's itl We'll handle the rest—there are no claim forms to
complete \lvhen you see a VSP provider.

Best Eye Care

You'll get the highest level of care, including 3 WeliVision
Exam®-the most comprehensive exam designed to detect eye
and health conditions. 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

location that carries these brands. Plus. save up to 40% on
popular lens enhancements.’ Prefer to shop online? Check out
all of the brands at eyeconic.com®, VSP's preferred online

eyewear store.

Plan information

VSP Caverage Effective Date: 07/01/2018
VSP Provider Netwark: VSP Signature

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

Visit vsp.com or call 800.877.7195
for more details on your vision
coverage and exclusive savings
and promotions for VSP members

1. SranasPromatan sublect 10 change.
2 Savings basad on natwerr doctars etal pace and -nry oy plan and puchaze seiechon.
aftar s are sppl Hatie only thvough VEP network

ge savings
uc’.ua 15 VSR member= with appicable plan banalits Ask yout VSP netwark doctor ‘or detol's

©2018 Vigion Servica Plan.
All tighta regervext VEP. VSP Vision care for ife, 00d WallVislon Exam ara leguste:od tedemarks,
and “Lifo i oofter in focus” i= 8 yedomark of Vislon Service Plon Floxen is 8 iegistered
o L3 ol Marchon £ L Inc. All othee company names and biands are trademarks or
di k of thelr owners

Viglon care fot [te I

Benefit Description Copay

= Focuses on yaur eyes and overall

WthnE wellness : $0
* Every 12 months

Preacription Glasses

= $130 allowance for a wide selection
of frames
$150 allowance for featured frame Included in
brands Prescription
20% savings on the amount over your Glasses
allowance
Every 12 months
Single vislon, lined bifocal, and lined
trifocal lenses Included In
Lenses + Polycarbonate lenses for dependent Prescription
children Glasses
Every 12 months

Tints/Photochromic adaptive lenses $0
Standard progressive lenses $0
Premium progressive lenses $80 - $90
Custom progressive lenses $120 - $160
Average savings of 35-40% on ather

{ens enhancements

Every 12 months

$20

Frama

Lens
Enhancements

$130 allowance for contacts; copay

Contacts does not apply
(instsad of « Contact lens exam (fitting and Up ta $80

glasses) evaluation)
* Every 12 months

Glasses and Sunglasses
« Extra $20 to spend on featured frame brands. Go to

vsp.com/specialoffers for detalls.

« 30% savings on additional gl and sungl
including lens enhancements, from the same VSP provider
on the same day as your WellVision Exam, Or get 20%
from any VSP provider within 12 months of your last
WellVision Exam.

Extra Savings  Retinal Screening

» No more than a $38 copay on routlne retinal screening

as an enhancement to a WellVision Exam

Laser Vislon Correction

= Average 15% off the regular price or 5% off the
promotional price; discounts only available from
contracted facllities

= After surgery, use your frame allowance (if ellgible) for
sunglasses from any VSP doctor

o . e e
. Your Cowinigh Wl Oub of Netuerk Providen
Get tha most out of your banefits and g gs with a VSP network doctor. Your
cavarage with cut-ot-netwark providars wlll ba iess or you'll receiva a lower feval of
banafits. Visit vsp.com for plan dstalls.

up to $50 Lined Trifacal Lenses ... up to $100
~up to §75

up to 8105
up to 85

..up to 870 Progressive Lenses -
Single Vision Lenses ..........up to $50 Contacts ... e
Lined Blfocal Lenses ....c.... up to $75 Tints

VSP guarantases coverags hrom VSP network providers only. Coverage informator i ubpect to change
10 ths event ol a conflic! batween this ‘nformation and you! organization’s cantiaci with VSP. tha tarmy

of tha conitact wil' pravali Based on applicable lawa benafits may vany by lucatmn in the state of
Washington, VSP viaion Case, inc (3 tha legat name of the carporation through which VSF does business




Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Anthem™ BlueCross and BlueShield

Town of Weston: Anthem Century Preferred PPO HSA PS

a5

Coverage Period: 07/01/2025 - 06/30/2026
Coverage for: Individual + Family | Plan Type: PPO +

HSA

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

be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of

coverage, htps://eoc.anthem.com/cocdps/. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,
deductible, |

rrovider
request a copy.

Important Questions

i Answers

, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary/ or call (833) 899-7070 to

What is the overall
deductible?

Are there services
covered before you

meet your deductible?

Are there other
deductibles for
specific services?
What is the gut-of-
pocket limit for this
plan?

What is not included

in the out-of-pocket
Limit?

Will you pay less if
you use a network
provider?

$2,500/person ot $5,000/family
for In-Network Providers.
$2,500/ person or §5,000/ family
for Qut-of-Netwotk 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 Qut-of-Nerwork Providers.

Premiums, balance-billing
charges, health care this plan
doesn't cover, and Qut-of-
Netwotk Transplants.

Yes. See
www.anthem.com/find-
care/?alphaprefix=AZL

or call (833) 899-7070 for a list of
network providers. Costs may
vary by site of service and how
the provider bills.

Why This Matters:

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
deducuble must be met before the plan begins to pay.

This plan covers some items and setvices even if you haven’t yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain prevendve
services without cost sharing and before you meet your deductible. See a list of covered

preventive services at https://www healthcare.gov/coverage/prev

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

‘T'he out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family membets 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 uscs 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 Qut-of-Network Provider, and you might
receive a bill from a provider for the difference between the provider’s charge and what your
plan pays (balance billing). Be aware, your network provider might use an Qut-of-Network

Provider for some services (such as lab work). Check with your provider before you get
services.

C /1.6 / Anthem Century Preferred PPO TISA PPS/9K211/07-25

Nacnad 20



Do you need a referral

to see a specialist?

rFiy

No.

Common
Medical Event

Services You May Need

You can see the specialist you choose without a referral.

What You Will Pay

In-Network Provider

Out-of-Network Provider

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

Limitations, Exceptions, &

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 1s
available at
http://www.anthe
m.com/pharmacyi
nformation/

If you have
outpatient

BULpcty

If you need
immediate
medical attention

Primary care visit to treat an
injury or dlness

Specialist visit

Preventive carc/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans, MR1s)
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

limergency room care
Limergency medical
Urgent care

the least

0% comsurance

0% coinsurance

No charge

0% colnsurance

0% coinsurance
$5/prescription (retail and
home delivery)
$25/prescuption (retail) and
$50/prescription (home
delivery)

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

0% coinsurance

0% coinsurance

0% coinsurance
0% coinsurance

0% coinsurance

You will pay the most

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% comsurance
20% coinsurance (retail and
home delivery)

20% coinsurance (retail and
home delivery)

20% coinsurance (retail and
home delivery)

20% colinsurance
20% cotnsurance

Covered as In-Network
Covered as In-Network

20% coinsurance

Other Important Information

* Virtual visits (Telehealth)

benefits avatlable.

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

your plan will pay for.

For more information, refer to
“Essential Drug List” at
11llp:[j\vw\\«'.;mthcm.cmn/phnrm
acyinformation/

*See Prescription Drug section.

———————— NOnNe-—---==-

e none--------

* For more information about limitations and exceptions, sec the plan or policy document at hutps://cocanthem.com/cocdps/.
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Common
Medical Event

What You Will Pay
In-Netwotk Provider Out-of-Network Provider
pay the most)

Services You May Need

Limitations, Exceptions, &
Other Important Information

If you have a
hospital stay

Facility fee (e.g., hospital room)

Physician/surgeon fees

0% coinsurance

0% coinsurance

20% coinsurance

20% coinsurance

100 days/benefit period for
Inpatent rehabilitation.

-------- none---—----
.o .. 7 1
If you need Office Visit Office Visit Gdfiee Yist
67 e 2 Virtual visits (Telehealth)
mental health, e T SO 0% cotnsurance 20% coinsurance benefits availabl
behavioral health, [ ) ; RS ATHLADE.

or substance
abuse services

Inpatient services
Office visits

Other Outpatient
0% coinsurance

0% comsurance

No charge

Other Outpatient
20% coinsurance
20% colnsurance

20% coinsurance

Other Outpatient

Cost sharing does not apply for

Childbirth/delivery professional . ; preventive services. Maternity
If you are P 0% coinsurance 20% coinsurance i ; :
pregnant services care may Include tests and
Childbirth/delivery facility . . o . services described elsewhere in
. : 0% coinsurance 20% colnsurance 1 ;
services R T S e ee the SBC (i.e., ultrasound).
Home health care 0% coinsurance 20% coinsurance 100 visits/benefit period.
I d hel Rehabilitation services 0% colnsurance 20% coinsurance *See Th Servi "
ou need he e : R s e See Therapy Services section.
. ();7 i i P Habilitation services 0% colnsurance 20% colnsurance py
ecovering o =i .
ng G " . 100 days/benefit period for
have other skilled nursing care 0% comsurance 20% coinsurance Y ) .
: skilled nursing services.
special health . i .
s - x 5 . +*See Durable Medical
needs Durable medical equipment 0% coinsurance 20% coinsurance T T e
- S LA Equipment section.
Hospice services 0% comsurance 20% coinsurance =~ - NONg--------
i Chi n’s eye exam No chatge 20% coinsurance . . . .
If your child ‘l ere ’S €y & eSS = *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 - 0ONE~—------

Excluded Services & Other Covered Services:

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

e Children’s dental check-up o Cosmetic surgery e Dental care (Adult)

e Glasses fora child e Long-term care e Routine foot care unless you have been

o Weight loss programs diagnosed with diabetes

* For more information about limitations and exceptions, see the plan or policy document at hrtps://coc.anthem.com/cocdps/.
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Acupuncture e

Bariatic surgery e Chiropractic care 12 visits/benefit period
e Hearing aids 1 unit every 24 months e Infertlity treatment e Most coverage provided outside the United
e Private-duty nursing $15,000 e Routine eye care (Adult) 1 exam/benefit States. See www.bcebsglobalcore.com
maximum/benefit period in a Home Setting period (In-Network)
only

Your Rights to Continuc Coverage: There are agencies that can help if you want to continue your coverage after it ends. The conract information for those
agencies is: Connecticut Department of Insurance, 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.cclio.cms.gov, or contact Anthem at the

number on the back of your ID card. Other coverage aptions may be available to you, too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www. ! lealthCare.pov 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 nights, look at the explanation of benefits you will receive for that medical claim. Your plan

documents also provide complete information on how o 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, WWAWV.CCHO.CIMS SOV

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

Additionally, 2 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, hiips://portal.ct.gov/oha, healthcarc.advocate Wet.pov

Docs this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,

Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Iissential Coverage, you may not be cligible 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 2 premium tax credit to help you pay for a plan through the Marketplace.

To sce caamples of how this plan might cover costs for a sample medical sitvation, see the oext section.
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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 comsurance) 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
(9 months of in-network pre-natal care and a

Managing Joe’s Type 2 Diabetes
(a year of routine m-nenwork cate of a well-

Mia’s Simple Fracture

(in-netwvork emergency room visit and follow

hospiral delivery)

# The plan’s overall deductible $2,500
Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
# Other coinsurance 0%

This EXAMPLE event includes services
like:

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

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $2,500
Copayments $10
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $2,570

controlled condition)

The plan’s overall deductible $2,500
8 Specialist coinsurance 0%
# Hospital (facility) coinsurance 0%
# Other coinsurance 0%

This EXAMPLE event includes services

like:

Primary care physician office visits (including disease
education)

Diagnosuc tests (blood work)
Presenption drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $2,500
Copayments $600
Coinsurance $0
What isn’t covered

Limits ot exclusions $20
The total Joe would pay is $3,120

up care)

M The plan’s overall deductible $2,500
@ Specialist coinsurance 0%
# Hospital (facility) coinsurance 0%
@ Other coinsurance 0%

This EXAMPLE event includes services
like:

Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,500
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,500

The plan would be responsible for the other costs of these EXAMPLE covered services.
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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 tiene derecho a obtener asistencia en su idioma sin cargo. Llame al
numero de Servicios pala Miembros que figura en su tarjeta de identificacion

cTiene alguna deficiencia visual? También puede solicitar este documento en
otros formalas.

Chinese
AR IETHTRITEESIEHDBE o REEEHTENMERY ID £ Ay B8R
FEELEFEERIBRAIE] « RNBERE ? S ARV AT GFRYHE fids K -
Vietnamese
Quy vi ¢6 quyén nhan tro giup bang ngdn ngl cla minh, mién phi. Quy vi chi
can goi dén s6 dién thoai ctia Ban Dich vu Thanh vién trén thé 1D cua quy vi.
Quy v| b khidm thi? Quy vi cling ¢é thé yéu cau cac dinh dang khac cua
tai ligu nay.
Korean
2222 wg I Y&SUCH A 1D
H| A HSE MBGHIAI S Al2p 20RO U R TS
A AL

Tagalog

May karapatan kang makakuha ng tulong na nasa iyong wika nang libre.
Tawagan lang ang numero ng Member Services na nasa iyong 1D card. May
kapansanan sa paningin? Maaari ka ring humingi ng iba pang mga format ng
dokumentong o,

Russian

Y 8ac ecTe Npaso Ha becrnnaTHoe noay4eHue NOMoull Ha sallem POJHOM
Aasbike. [pocTo No3soHUTE B oTAeN 0BCNYMUBAHWA YHACTHUKOE N0 HOMEPY,
YKa3aHHOMY Ha Balen uaeHTUNKaUNoHHOW KapTe. Y Bac npobiiemil co
apennem? Bl TaIKe MOXETE 3anpoCUTb 3TOT ACKYMEHT B ARYrvX hopmaTax.
French Creole

Ou gen dwa jwenn éd nan lang ou gratis. Jis rele nimewo Sévis Manm ki sou

Kal ID ou a gratis Gen pwoblém vizyel? Ou ka mande lou pou Iot foma nan
dokiman sa a.

Arabic
Sheedh A3 o s asd s JE1CFL I VOt | J'B \,“‘-...:.L;\j _"."m}:l.\..:ll FEAY _‘_L:. Jl'.._aaj\ ‘_’A __&a.'n' il
ag s Al e s el WSl ¢ pad' ara e Sl P TN 14 PO PP slme '
CERgA

French
Vous avez le droil d'obtenir de I'aide dans votre langue graluitement, Appelez

simplement le numéro du Services membres figurant sur volre carte d'identilé.

Vous étes une personne malvoyante 7 Vous pouvez également demander a
acceder & ce document dans d'autres formats.

Persian
CAS 2 r tibese) Shadaos el bdatr 8580 LS 8 ) gt 28 Juh )l ga
Ve _)gx.:_‘ S b Ll e —mad Taia dau Joea /'L?‘“ "l ,‘__’j_ JERORINPEQRErEEeT

\':1- u, '\P,““
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Armenian

“nee hpwiyniup nlube wlydwn oglnuEndu unwliwny

abp (Eadny: Mwpquiwbu quutquhwpte atn 1D pwpnh dpw guudnn
Ulnwdutnh uwwiuwpydwl hwdwphl: SGunnnuput fuwliguipnud ndisgn'n
bp: Ywpnn Gp bwle jubinpb wu hwunweneh wy) dlewswithin:

Japanese

HERFIES L OBBTEM TR L2 AEIAH O EF, DYk
(CEEEA KT B REY - L ARSI 2 S REESEE pEET
ThYMOERTCZOVEIERTLIELTEET,

Italian

Hai il diritto di ricevere assistenza gratuita nella tua lingua. Basta chiamare il
nurnero del Servizio Membri presente sulla tua tessera identificativa. Hai
problemi di vista? E possibile richiedere anche aliri formati di questo
documento.

German

Sie haben das Recht, kostenlose Hilfe in Ihrer Sprache zu erhallen. Rufen Sie
einfach die Nummer des Mitgliederservices auf lhrer ID-Karte an.

Sehbehindert? Sie konnen dieses Dokument auch in anderen Formaten
anfordern.

Polish

Masz prawo do bezplatnej pomocy w swoim jezyku. Wystarczy zadzwoni¢ pod
numer Biura Obsiugi Klienta podany na karcie identyfikacyjnej. Masz wade
wzroku? Mozesz rowniez poprosic o inne formaty lego dokumenltu.

Pennsylvania Dutch

Du hoscht's Recht fer Hilf griege in del 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 kannschl,

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 fike 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/portalllobby . jsf
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