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Guide to Employee Benefits
FY 2025

It's that time . ..

Benefits

ENROLLMENT

Deadline for all changes is May 15, 2024 at 4:30 PM
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TOWN OF BOURNE

Human Resource Director
24 Perry Avenue — Room 107
Buzzards Bay, MA 02532
www.townofbourne.com
508.759.0600, Ext. 1306

Elise Zarcaro, Human Resource Director
Email: ezarcaro@townofbourne.com

April 1, 2024
OPEN ENROLLMENT NOTICE

FISCAL YEAR 2025

COVERAGE PERIOD: JULY 2024 — JUNE 2025
WITHHOLDING PERIOD: JUNE 2024 — MAY 2025
BENEFIT CHANGES ALLOWED THRU MAY 15™

Open enrollment is a once a year period when you can sign up for health and dental insurance coverage if
you did not enroll when you were first eligible, previously opted out, or if you need to add a spouse or
dependent to your plan or change plans.

IF YOU WISH TO KEEP YOUR CURRENT COVERAGE, NO ACTION IS NEEDED.

Any eligible employee/retiree who chooses to enroll or change their current health plan must complete and
return enrollment forms directly to the Human Resource Office no later than 4:30PM on Wednesday, May
15, 2024.

Notable Changes:

There are no plan design changes to the Town’s medical plans for FY2025. Health and dental premiums
did not change for this year. You will notice a change in the number of payments made this year. If you
currently pay on a 52 week/year schedule this is being reduced to a 48 week schedule. We will pay for
health, dental, life and vision insurances the first four (4) weeks of every month. On months with a 5" week
pay period, health, dental, life and vision deductions will not be taken. This will occur a few times
throughout the year. If you are a school employee on a 42 or 39 week pay schedule with benefits, no changes
will be made to your deduction schedule.

Plan summaries, enrollment forms, and rate sheets are located at the employee website:

www.townofbourne.com/employees.

Supporting documentation (i.e. marriage certificate and/or birth certificate) is required for all new
enrollees.

If you should have any questions, please feel free to contact the Human Resource Office.


mailto:ezarcaro@townofbourne.com
https://www.townofbourne.com/employees/pages/town-of-bourne-blue-cross-blue-shield

Town of Bourne
Insurance Rates

Effective July 1, 2024
(0% Increase Health, 0% Increase Dental)

ACTIVE EMPLOYEES
Employee Weekly Employee Weekly Employee Weekly Employee Full Cost
Share 48 Pays* Share 42 Pays Share 39 Pays Monthly Share Premium
(ESP) (Bus Drivers) (25%) (100%)
BLUE CARE ELECT - PPO
IND $ 6891 § 78.75 § 84.81 § 27563 $ 1,102.53
FAMILY $ 16547 § 189.10 § 203.65 $ 661.86 $ 2,647.43
NETWORK BLUE - HMO
IND $ 5879 § 67.19 § 7236 $ 23516 $ 940.63
FAMILY $ 140.87 ' § 160.99 § 17337 $ 563.46 $ 2,253.85
DENTAL
IND $ 247 § 282§ 3.04 S 988 $ 39.52
FAMILY $ 6.62 § 757 § 8.15 § 2649 § 105.95
Employee
Monthly Share
EYEMED (100%) NA
IND $ 175 § 2.00 § 215 3 6.99
FAMILY $ 514§ 588 § 6.33 $ 20.57
Employee Full Cost
Monthly Share Premium
BASIC LIFE INSURANCE - $10.000 Term Life Policy (50%) (50%)
Active Employees $ 090 § 1.03 § 1.11 360 $ 7.20
RETIREES - COUNTY
Retiree Full Cost
Monthly Share Premium
BLUE CARE ELECT - PPO (25%) (100%)
IND N/A N/A N/A $ 27563 $ 1,102.53
FAMILY N/A N/A N/A $ 661.86 $ 2,647.43
NETWORK BLUE - HMO
IND N/A N/A N/A $ 23516 $ 940.63
FAMILY N/A N/A N/A $ 563.46 $ 2,253.85
January 2024 - December 2024
MEDEX 11 N/A N/A N/A $ 5346 $ 213.84
BLUE MEDICARE RX N/A N/A N/A $ 4511 $ 180.45
TOTAL $ 98.57 $ 394.29
SUBSIDIZED RATE*** $ 361.09
January 2025 - December 2025
MEDEX II N/A N/A N/A $ -
BLUE MEDICARE RX N/A N/A N/A $ -
TOTAL $ - $ -
SUBSIDIZED RATE***
DENTAL
IND N/A N/A N/A $ 988 $ 39.52
FAMILY N/A N/A N/A $ 2649 § 105.95
Employee Full Cost
Monthly Share Premium
BASIC LIFE INSURANCE - $5,000 Term Life Policy (50%) (50%)
Retirees NA NA NA 1.80 § 3.60

*Effective 7/1/2024 Coverage (6/5/2024 Payroll Check) - amounts will be withheld from the first 4 payroll checks each month.
No Deductions will be withheld from the 5th payroll check of the month if applicable.

2 Rev 3/26/2024



Medical Insurance

The Town of Bourne offers the option between two health plans to active
employees and retirees under the age of 65.

Blue Cross Blue Shield

e PPO (Blue Care Elect)
e HMO (Network Blue)

What are the general differences between an HMO and a PPO?
HMO

o Traditionally lower cost
e Primary Care Physician & referrals to specialized care may be required
e Restricted to in-network medical services, no coverage out of network

PPO

e Traditionally higher cost
e Qut of network services available at a higher cost

Blue365

Check out premier health and wellness discounts at
https://www.blue365deals.com/

How do | make an informed decision?

The next few pages will provide a summary of the plan benefits. The carrier
documents, provided through Blue Cross Blue Shield, are the only documents that
coverage is based on and can be accessed through the contact information at the
end of this guide.

Both plans include services that cover transgender healthcare needs, including
gender-affirming surgical procedures, hormone therapy, mental health care, and all
related medical visits and laboratory services.



ﬁiﬁigﬁiii SUMMARY OF BENEFITS

BLUE CARE ELECT
250 DEDUCTIBLE

WITH HOSPITAL CHOICE COST SHARING

Plan-Year Deductible: $250/$750

UNLOCK THE POWER OF YOUR PLAN

MyBlue gives you an instant snapshot of your plan:

o

+V
MYBLUE

MASSACHUSETTS

COVERAGE AND CLAIMS AND DIGITAL
BENEFITS BALANCES ID CARD
Sign in

Download the app, or create an account at bluecrossma.org.

Blue Cross Blue Shield of Massachusetts is an Independent
Licensee of the e Cross and Blue Shisid Association.

Where you get care can impact what you pay for care.

This health plan option includes a tiered network feature called Hospital Choice Cost Sharing.

As a member in this plan, you will pay different levels of in-network cost share (such as copayments and/or coinsurance) for certain services depending

on the preferred general hospital you choose to furnish those covered services. For most preferred general hospitals, you will pay the lowest in-network
cost sharing level. However, if you receive certain covered services from any of the preferred general hospitals listed in this Summary of Benefits, you pay
the highest in-network cost sharing level. A preferred general hospital’s cost sharing level may change from time to time. Overall changes to add another
preferred general hospital to the highest cost sharing level will happen no more than once each calendar year. For help in finding a preferred general hospital
(not listed in this Summary of Benefits for which you pay the lowest in-network cost sharing level, check the most current provider directory for your health
plan option or visit the online provider search tool at bluecrossma.org/hospitalchoice. Then click on the Planning Guide link on the left navigation to
download a printable network hospital list or to access the provider search page.

This health plan meets Minimum Creditable Coverage Standards for Massachusetts residents that
went into effect January 1, 2014, as part of the Massachusetts Health Care Reform Law.

4

An Association of Independent Blue Cross and Blue Shield Plans


https://www.bluecrossma.org/
https://myplans.bluecrossma.com/medical-insurance/hospital-choice-cost-sharing

Your Deductible

Your deductible is the amount of money you pay out-of-pocket each plan

year before you can receive coverage for certain benefits under this plan. If

you are not sure when your plan year begins, contact Blue Cross Blue Shield

of Massachusetts. Your deductible is $250 per member (or $750 per family) for
in-network and out-of-network services combined.

When You Choose Preferred Providers

You receive the highest level of benefits under your health care plan when
you obtain covered services from preferred providers. These are called your
“in-network” benefits. See the charts for your cost share.

The plan has two levels of hospital benefits for preferred providers. You will pay

a higher cost share when you receive inpatient services at or by "higher cost
share hospitals,” even if your preferred provider refers you. See the chart for your
cost share.

Note: If a preferred provider refers you to another provider for covered services (such as a lab or
specialist), make sure the provider is a preferred provider in order to receive benefits at the
in-network level. If the provider you are referred to is not a preferred provider, you're still covered,

but your benefits, in most situations, will be covered at the out-of-network level, even if the preferred
provider refers you.

Higher Cost Share Hospitals
Your cost share will be higher at the hospitals listed below. Blue Cross Blue Shield
of Massachusetts will let you know if this list changes.

* Baystate Medical Center * Boston Children'’s Hospital

* Brigham and Women's Hospital » Cape Cod Hospital

* Dana-Farber Cancer Institute * Fairview Hospital

* Massachusetts General Hospital * UMass Memorial Medical Center

Note: Some of the general hospitals listed above may have facilities in more than one location. At
certain locations, the lowest cost share may apply.

How to Find a Preferred Provider
To find a preferred provider:

» Look up a provider on Find a Doctor at bluecrossma.com/findadoctor. If you
need a copy of your directory or help choosing a provider, call the Member
Service number on your ID card.

« Visit the Blue Cross Blue Shield of Massachusetts website at bluecrossma.org

When You Choose Non-Preferred Providers

You can also obtain covered services from non-preferred providers, but your
out-of-pocket costs are higher. These are called your “out-of-network” benefits.
See the charts for your cost share.

Payments for out-of-network benefits are based on the Blue Cross Blue Shield
allowed charge as defined in your benefit description. You may be responsible
for any difference between the allowed charge and the provider’s actual billed

charge (this is in addition to your deductible and/or your coinsurance).

YOUR CHOICE

Your Out-of-Pocket Maximum

Your out-of-pocket maximum is the most that you could pay during a plan
year for deductible, copayments, and coinsurance for covered services.

Your out-of-pocket maximum for medical and prescription drug benefits are
$6,350 per member (or $12,700 per family) for in-network services and $1,000
per member (or $2,000 per family) for out-of-network services.

Emergency Room Services

In an emergency, such as a suspected heart attack, stroke, or poisoning,

you should go directly to the nearest medical facility or call 911 (or the local
emergency phone number). You pay a copayment per visit for in-network or
out-of-network emergency room services. The copayment is waived if you are
admitted to the hospital or for an observation stay. See the chart for your

cost share.

Telehealth Services

Telehealth services are covered when the same in-person service would be
covered by the health plan and the use of telehealth is appropriate. Your health
care provider will work with you to determine if a telehealth visit is medically
appropriate for your health care needs or if an in-person visit is required. For a list
of telehealth providers, visit the Blue Cross Blue Shield of Massachusetts website
at bluecrossma.org, consult Find a Doctor, or call the Member Service number
on your ID card.

Your Virtual Care Team

Your health plan includes an option for a tech-enabled primary care
delivery model where virtual care team covered providers furnish certain
covered services. See your benefit description (and riders, if any) for exact
coverage details.

Utilization Review Requirements

Certain services require pre-approval/prior authorization through Blue Cross
Blue Shield of Massachusetts for you to have benefit coverage; this includes
non-emergency and non-maternity hospitalization and may include certain
outpatient services, therapies, procedures, and drugs. You should work with your
health care provider to determine if pre-approval is required for any service
your provider is suggesting. If your provider, or you, don't get pre-approval when
it's required, your benefits will be denied, and you may be fully responsible for
payment to the provider of the service. Refer to your benefit description for
requirements and the process you should follow for Utilization Review, including
Pre-Admission Review, Pre-Service Approval, Concurrent Review and Discharge
Planning, and Individual Case Management.

Dependent Benefits

This plan covers dependents until the end of the calendar month in which they
turn age 26, regardless of their dependent’s financial dependency, student status,
or employment status. See your benefit description (and riders, if any) for exact
coverage details.


https://member.bluecrossma.com/fad
https://www.bluecrossma.org/
https://www.bluecrossma.org/

Covered Services

Preventive Care

Well-child care exams, including routine tests, according to age-based schedule as follows:
+ Ten visits during the first year of life

« Three visits during the second year of life (age 1to age 2)

+ Two visits for age 2

« One visit per calendar year for age 3 and older

Your Cost In-Network

Nothing, no deductible

Your Cost Out-of-Network

20% coinsurance after deductible

Routine adult physical exams, including related tests (one per calendar year)

Nothing, no deductible

20% coinsurance after deductible

Routine GYN exams, including related lab tests (one per calendar year)

Nothing, no deductible

20% coinsurance after deductible

Routine hearing exams, including routine tests

Nothing, no deductible

20% coinsurance after deductible

Hearing aids (up to $2,000 per ear every 36 months for a member age 21 or younger)

All charges beyond the
maximum, no deductible

20% coinsurance after deductible
and all charges beyond the
maximum

Routine vision exams (one per calendar year)

Nothing, no deductible

20% coinsurance after deductible

Family planning services—office visits

Outpatient Care

Emergency room visits

Nothing, no deductible

$100 per visit, no deductible
(waived if admitted or for an
observation stay)

20% coinsurance after deductible

$100 per visit, no deductible
(waived if admitted or for an
observation stay)

Office or health center visits, when performed by:

+ A family or general practitioner, internist, OB/GYN physician, pediatrician, geriatric specialist, nurse
midwife, licensed dietitian nutritionist, optometrist, limited services clinic, multi-specialty provider

group, or by a physician assistant or nurse practitioner designated as primary care
+ Other covered providers, including a physician assistant or nurse practitioner designated as
specialty care

$20 per visit, no deductible

$35 per visit, no deductible

20% coinsurance after deductible

20% coinsurance after deductible

Mental health or substance use treatment

$20 per visit, no deductible

20% coinsurance after deductible

Outpatient telehealth services
« With a covered provider
« With the in-network designated telehealth vendor

Same as in-person visit
$20 per visit, no deductible

Same as in-person visit
Only applicable in-network

Chiropractors’ office visits

$20 per visit, no deductible

20% coinsurance after deductible

Acupuncture visits (up to 12 visits per calendar year)

$35 per visit, no deductible

20% coinsurance after deductible

Short-term rehabilitation therapy—physical and occupational (up to 100 visits per calendar year*)

$20 per visit, no deductible

20% coinsurance after deductible

Speech, hearing, and language disorder treatment—speech therapy

$20 per visit, no deductible

20% coinsurance after deductible

Diagnostic X-rays and lab tests

Nothing after deductible

20% coinsurance after deductible

CT scans, MRIs, PET scans, and nuclear cardiac imaging tests

$100 per category per service date
after deductible

20% coinsurance after deductible

Home health care and hospice services

Nothing after deductible

20% coinsurance after deductible

Oxygen and equipment for its administration

Nothing after deductible

20% coinsurance after deductible

Durable medical equipment—such as wheelchairs, crutches, hospital beds

20% coinsurance after
deductible**

40% coinsurance after
deductible**

Prosthetic devices

20% coinsurance after deductible

40% coinsurance after deductible

Surgery and related anesthesia in an office or health center, when performed by:
+ A family or general practitioner, internist, OB/GYN physician, pediatrician, geriatric specialist,

nurse midwife, multi-specialty provider group, or by a physician assistant or nurse practitioner

designated as primary care
« Other covered providers, including a physician assistant or nurse practitioner designated as
specialty care

$20 per visit***, no deductible

$35 per visit***, no deductible

20% coinsurance after deductible

20% coinsurance after deductible

Surgery and related anesthesia in an ambulatory surgical facility, hospital outpatient department,

or surgical day care unit

Inpatient Care (including maternity care) in:

« Other general hospitals (as many days as medically necessary)
 In-network higher cost share hospitals (as many days as medically necessary)

$150 per admission after deductible

$300 per admission after deductible’

$700 per admission after deductiblet

20% coinsurance after deductible

20% coinsurance after deductible
Only applicable in-network

Chronic disease hospital care (as many days as medically necessary)

$300 per admission after deductible

20% coinsurance after deductible

Mental hospital or substance use facility care (as many days as medically necessary)

$300 per admission after deductible

20% coinsurance after deductible

Rehabilitation hospital care (up to 60 days per calendar year)

Nothing after deductible

20% coinsurance after deductible

Skilled nursing facility care (up to 100 days per calendar year)

Nothing after deductible

20% coinsurance after deductible

*  No visit limit applies when short-term rehabilitation therapy is furnished as part of covered home health care or for the treatment of autism spectrum disorders.
** In-network cost share waived for one breast pump per birth, including supplies (20% coinsurance after deductible out-of-network).
*** Copayment waived for restorative dental services and orthodontic treatment or prosthetic management therapy for members under age 18 to treat conditions of cleft lip and cleft palate.

1t This cost share applies to mental health admissions in a general hospital.



Prescription Drug Benefits*

At designated retail pharmacies No deductible Not covered
(up to a 30-day formulary supply for each prescription or refill)** $10 for Tier 1

$25 for Tier 2

$50 for Tier 3
Through the designated mail service or designated retail pharmacy No deductible Not covered
(up to a 90-day formulary supply for each prescription or refill)** $20 for Tier1

$50 for Tier 2

$110 for Tier 3

*  Generally, Tier 1refers to generic drugs; Tier 2 refers to preferred brand-name drugs; Tier 3 refers to non-preferred brand-name drugs.
**  Cost share may be waived or reduced for certain covered drugs and supplies.

Get the Most from Your Plan: Visit us at bluecrossma.org or call 1-800-782-3675 to learn about discounts, savings, resources, and special programs

available to you, like those listed below.

Wellness Participation Program
Fitness Reimbursement: a program that rewards participation in qualified fitness $150 per calendar year per policy
programs or equipment (See your benefit description for details.)

Weight Loss Reimbursement: a program that rewards participation in a qualified $150 per calendar year per policy
weight loss program (See your benefit description for details.)

y 24/7 Nurse Line: Speak to a registered nurse, day or night, to getimmediate guidance and advice. Call 1-888-247-BLUE (2583). No additional charge.

QUESTIONS?

For questions about Blue Cross Blue Shield of Massachusetts, call 1-800-782-3675,
or visit us online at bluecrossma.org.

Limitations and Exclusions. These pages summarize the benefits of your health care plan. Your benefit description and riders define the full terms and conditions in greater detail. Should any questions

arise concerning benefits, the benefit description and riders will govern. Some of the services not covered are: cosmetic surgery; custodial care; most dental care; and any services covered by workers’
compensation. For a complete list of limitations and exclusions, refer to your benefit description and riders. Note: Blue Cross and Blue Shield of Massachusetts, Inc. administers claims payment only and does
not assume financial risk for claims.

© Registered Marks of the Blue Cross and Blue Shield Association. © 2024 Blue Cross and Blue Shield of Pfassachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

Printed at Blue Cross and Blue Shield of Massachusetts, Inc.
002792385 (3/24) JH
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MASSACHUSETTS

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Blue Care Elect $250 Deductible with HCCS:

Coverage Period: on or after 07/01/2024

Town of Bourne Coverage for: Individual and Family | Plan Type: PPO Tiered

£ 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
~asummary. For more information about your coverage, or to get a copy of the complete terms of coverage, see
https://www.townofbourne.com/employees/pages/blue-cross-blue-shield-medicaldental. For general definitions of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at bluecrossma.org/shcglossary or call
1-800-782-3675 to request a copy.

What is the overall

Important Questions m Why This Matters:

$250 member / $750 family.

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 plan, each family member must meet their own

covered before you meet
your deductible?

mental health visits, therapy visits,
prescription drugs; emergency
room.

deductible? individual deductible until the total amount of deductible expenses paid by all family members meets
the overall family deductible.
. e, I el prever)tlve .af‘d This plan covers some items and services even if you haven't yet met the deductible amount. But a
Are there services prenatal care, most office visits,

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 at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No.

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

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

$6,350 member / $12,700 family
in-network; $1,000 member /
$2,000 family out-of-network.

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, they have to meet their own out-of-pocket limits until the overall family out-of-
pocket limit has been met.

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

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

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

Will you pay less if you
use a network provider?

Yes. See
bluecrossma.com/findadoctor or
call the Member Service number
on your ID card for a list of network

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-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 out-of-network provider for some services (such as lab work). Check

providers.

with your provider before you get services.

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.

Page 1 of 8

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association


https://www.townofbourne.com/employees/pages/blue-cross-blue-shield-medicaldental
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https://www.healthcare.gov/coverage/preventive-care-benefits/
https://member.bluecrossma.com/fad

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

What You Will Pay

Common Medical Event Services You May Need In-Network Out-of-Network HITThE R, | SR, ¢ OUEr

(You will pay the (You will pay the Important Information
least most

Deductible applies first for out-of-
network; family or general practitioner,
internist, OB/GYN physician,
pediatrician, geriatric specialist, nurse
midwife, licensed dietitian nutritionist,
Primary care visit to treat an injury or illness $20 / visit 20% coinsurance optometrist, limited services clinic,
multi-specialty provider group, or by a
physician assistant or nurse
practitioner designated as primary
care; a telehealth cost share may be

applicable
Deductible applies first for out-of-
If you visit a health care N 20% cqinsurance; network; includg_s physicign assistant
rovider's office or clinic $35 / visit; $20 / 20% coinsurance / or nurse practitioner designated as
provicers Specialist visit chiropractor visit; $35 chiropractor visit; specialty care; limited to 12
[ acupuncture visit 20% coinsurance / acupuncture visits per calendar year;
acupuncture visit a telehealth cost share may be
applicable

Deductible applies first for out-of-
network; limited to age-based
schedule and / or frequency; a
telehealth cost share may be
Preventive care/screening/immunization No charge 20% coinsurance applicable. 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.
Deductible applies first; pre-

Diagnostic test (x-ray, blood work) No charge 20% coinsurance authorization may be required
If you have a test Deductible applies first; copayment
Imaging (CT/PET scans, MRIs) $100 20% coinsurance applies per category of test / day; pre-

authorization may be required

Page 2 of 8



Common Medical Event

Services You May Need

What You Will Pay

In-Network
(You will pay the

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
bluecrossma.org/medicatio
n

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

least)
$10/ retail supply or
$20 / designated
retail or mail service
supply
$25 / retail supply or
$50 / designated
retail or mail service
supply
$50 / retail supply or
$110 / designated
retail or mail service
supply

most)

Not covered

Not covered

Not covered

Up to 30-day retail (90-day
designated retail or mail service)
supply; cost share may be waived or
reduced for certain covered drugs and
supplies; pre-authorization required
for certain drugs

Specialty drugs

Applicable cost share

(generic, preferred,
non-preferred)

Not covered

When obtained from a designated
specialty pharmacy; cost share may
be waived or reduced for certain
covered drugs and supplies; pre-
authorization required for certain
drugs

Deductible applies first; pre-

Facility fee (e.g., ambulatory surgery center) $150 / admission 20% coinsurance authorization required for certain
If you have outpatient services
surgery Deductible applies first; pre-
Physician/surgeon fees No charge 20% coinsurance authorization required for certain
services
$100 / visit; $100 / visit; N .
Emergency room care deductible does not deductible does not Copayment walveq if admitted or for
observation stay
If you need immediate , . apply apply . .
. . Emergency medical transportation No charge No charge Deductible applies first
medical attention , —
Deductible applies first for out-of-
Urgent care $35 / visit 20% coinsurance network; a telehealth cost share may

be applicable

10
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Common Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you have a hospital stay

Facility fee (e.g., hospital room)

least)

$300 / admission;
$700 / admission for
certain hospitals

most)

20% coinsurance

Deductible applies first; pre-
authorization / authorization required

for certain services

Deductible applies first; pre-

Physician/surgeon fees No charge 20% coinsurance authorization / authorization required
for certain services
Deductible applies first for out-of-
. . . o network; a telehealth cost share may
TS e el Outpatient services $20 / visit 20% coinsurance be applicable; pre-authorization
behavioral health, or required for certain services
substance abuse services $300 / admission; Deductible applies first; pre-
Inpatient services $700 / admission for 20% coinsurance authorization / authorization required
certain hospitals for certain services
Office visits No charge 20% coinsurance Deductible applies first except for in-
Childbirth/delivery professional services No charge 20% coinsurance network prenatal care; cost sharing
does not apply for in-network
If vou are preanant o preventive services; maternity care
y preg o . N . $300/ admission; . may include tests and services
Childbirth/delivery facility services $700 / admission for 20% coinsurance

certain hospitals

described elsewhere in the SBC (i.e.
ultrasound); a telehealth cost share
may be applicable
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Common Medical Event

Services You May Need

In-Network
(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need help recovering
or have other special health
needs

Home health care

least)

No charge

most)

20% coinsurance

Deductible applies first; pre-
authorization required

Rehabilitation services

$20 / visit for
outpatient services;
No charge for
inpatient services

20% coinsurance for

outpatient services;

20% coinsurance for
inpatient services

Deductible applies first except for in-
network outpatient services; limited to
100 outpatient visits per calendar year

(other than for autism, home health
care, and speech therapy); limited to
60 days per calendar year for
inpatient admissions; a telehealth cost
share may be applicable; pre-
authorization required for certain
services

Habilitation services

$20 / visit

20% coinsurance

Deductible applies first for out-of-
network; outpatient rehabilitation
therapy coverage limits apply; cost
share and coverage limits waived for

early intervention services for eligible
children; a telehealth cost share may
be applicable

Skilled nursing care

No charge

20% coinsurance

Deductible applies first; limited to 100
days per calendar year; pre-
authorization required

Durable medical equipment

20% coinsurance

40% coinsurance

Deductible applies first; in-network

cost share waived for one breast

pump per birth, including supplies
(20% coinsurance for out-of-network)

Hospice services

No charge

20% coinsurance

Deductible applies first; pre-
authorization required for certain
services
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Common Medical Event

Services You May Need

What You Will Pay

Children’s eye exam

In-Network Out-of-Network Limitations, Exceptions, & Other
(You will pay the (You will pay the Important Information
least) most)
Deductible applies first for out-of-
No charge 20% coinsurance network; limited to one exam per

calendar year

If your child needs dental
or eye care

Children’s glasses

Not covered Not covered None

Children’s dental check-up

No charge for
members with a cleft
palate / cleft lip
condition

20% coinsurance for
members with a cleft
palate / cleft lip
condition

Deductible applies first for out-of-
network; limited to members under
age 18

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.)

e Children's glasses
e Cosmetic surgery

Dental care (Adult) o

Private-duty nursing
Long-term care

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

e Acupuncture (12 visits per calendar year) o Infertility treatment ¢ Routine foot care (only for patients with systemic
e Bariatric surgery e Non-emergency care when traveling outside the circulatory disease)
e Chiropractic care u.s. e Weight loss programs ($150 per calendar year per
e Hearing aids ($2,000 per ear every 36 months for e  Routine eye care - adult (one exam per calendar policy)

members age 21 or younger) year)
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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: the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can
contact the Massachusetts Division of Insurance at 1-877-563-4467 or www.mass.gov/doi. 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.HealthCare.gov or call 1-800-318-2596. For more
information about possibly buying individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident,
contact the Massachusetts Health Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your
plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

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, call
1-800-782-3675 or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

Does 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 Essential Coverage, you may not be eligible for the premium tax credit.

Does 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.

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. Itis a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

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

(9 months of in-network prenatal care and a
hospital delivery)

mThe plan’s overall deductible $250
mDelivery fee copay $0
mFacility fee copay $300
mDiagnostic tests copay $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

m The plan’s overall deductible $250
m Specialist visit copay $35
mPrimary care visit copay $20
mDiagnostic tests copay $0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow-up

care)
mThe plan’s overall deductible $250
m Specialist visit copay $35
mEmergency room copay $100
mAmbulance services copay $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 $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost sharing Cost sharing Cost sharing
Deductibles $250 Deductibles $100 Deductibles $250
Copayments $300 Copayments $1,100 Copayments $200
Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $610 The total Joe would pay is $1,220 The total Mia would pay is $450

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

® Registered Marks of the Blue Cross and Blue Shield Association. © 2024 Blue Cross and B|u1§|ield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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* ' MCC COMPLIANCE

MASSACHUSETTS

This health plan meets Minimum Creditable Coverage Standards
for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.

© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001652563 55-0647 (6/23)
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* ' INFORMATION ABOUT THE PLAN
MASSACHUSETTS

This health plan option includes a tiered network feature called Hospital Choice Cost
Sharing. As a member in this plan, you will pay different levels of in-network cost
share (such as copayments and coinsurance) for certain services depending on the
preferred general hospital you choose to furnish those covered services. For most
preferred general hospitals, you will pay the lowest in-network cost sharing level.
However, if you receive certain covered services from some preferred general
hospitals, you pay the highest in-network cost sharing level. A preferred general
hospital's cost sharing level may change from time to time. Overall changes to add
another preferred general hospital to the highest cost sharing level will happen no
more than once each calendar year. For help in finding a preferred general hospital
for which you pay the lowest in-network cost sharing level, check the most current
provider directory for your health plan option or visit the online provider search tool
at bluecrossma.org/hospitalchoice. Then click on the Planning Guide link on the
left navigation to download a printable network hospital list or to access the provider
search page.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.

© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001651701 55-0531(6/23)
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ﬁiﬁi(s:ﬁiii SUMMARY OF BENEFITS

NETWORK BLUE e
NEW ENGLAND
$250 DEDUCTIBLE

WITH HOSPITAL CHOICE COST SHARING

Plan-Year Deductible: $250/$750

UNLOCK THE POWER OF YOUR PLAN

MyBlue gives you an instant snapshot of your plan:

o

+V
MYBLUE

MASSACHUSETTS

COVERAGE AND CLAIMS AND DIGITAL
BENEFITS BALANCES ID CARD
Sign in

Download the app, or create an account at bluecrossma.org.

Blue Cross Blue Shield of Massachusetts is an Independent
Licensee of the e Cross and Blue Shisid Association.

Where you get care can impact what you pay for care.

This health plan option includes a tiered network feature called Hospital Choice Cost Sharing.

As a member in this plan, you will pay different levels of cost share (such as copayments and/or coinsurance) for certain services depending on the network
general hospital you choose to furnish those covered services. For most network general hospitals, you will pay the lowest cost sharing level. However, if

you receive certain covered services from any of the network general hospitals listed in this Summary of Benefits, you pay the highest cost sharing level.

A network general hospital’s cost sharing level may change from time to time. Overall changes to add another network general hospital to the highest cost
sharing level will happen no more than once each calendar year. For help in finding a network general hospital (not listed in this Summary of Benefits) for
which you pay the lowest cost sharing level, check the most current provider directory for your health plan option or visit the online provider search tool at
bluecrossma.org/hospitalchoice. Then click on the Planning Guide link on the left navigation to download a printable network hospital list or to access the
provider search page.

This health plan meets Minimum Creditable Coverage Standards for Massachusetts residents that
went into effect January 1, 2014, as part of the Massachusetts Health Care Reform Law.
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Your Primary Care Provider (PCP)

When you enroll in this health plan, you must choose a primary care provider. Be
sure to choose a PCP who can accept you and your family members and who
participates in the network of providers in New England. For children, you may
choose a participating network pediatrician as the PCP.

For a list of participating PCPs or OB/GYN physicians, visit the Blue Cross

Blue Shield of Massachusetts website at bluecrossma.org; consult Find a Doctor
at bluecrossma.com/findadoctor; or call the Member Service number on your
ID card.

If you have trouble choosing a doctor, Member Service can help. They can give
you the doctor's gender, the medical school the doctor attended, and whether
there are languages other than English spoken in the office.

Referrals

Your PCP is the first person you call when you need routine or sick care. If your
PCP decides that you need to see a specialist for covered services, your PCP will
refer you to an appropriate network specialist, who is likely affiliated with your
PCP's hospital or medical group.

You will not need prior authorization or referral to see an HMO Blue New England
network provider who specializes in OB/GYN services. Your providers may also
work with Blue Cross Blue Shield of Massachusetts regarding referrals and
Utilization Review Requirements, including Pre-Admission Review, Concurrent
Review and Discharge Planning, Prior Approval for Certain Outpatient Services,
and Individual Case Management. For detailed information about Utilization
Review, see your benefit description.

Your Cost Share

This plan has two levels of hospital benefits. You will pay a higher cost share when
you receive inpatient services at or by “higher cost share hospitals,” even if your
PCP refers you. See the chart for your cost share.

Higher Cost Share Hospitals
Your cost share will be higher at the hospitals listed below. Blue Cross Blue Shield
of Massachusetts will let you know if this list changes.

* Baystate Medical Center * Boston Children'’s Hospital

* Brigham and Women'’s Hospital » Cape Cod Hospital

» Dana-Farber Cancer Institute * Fairview Hospital

* Massachusetts General Hospital * UMass Memorial Medical Center

All other network hospitals will carry the lower cost share, including network
hospitals outside of Massachusetts.

Note: Some of the general hospitals listed above may have facilities in more than one location.
At certain locations, the lowest cost sharing level may apply.

Your Deductible

Your deductible is the amount of money you pay out-of-pocket each plan
year before you can receive coverage for certain benefits under this plan. If
you are not sure when your plan year begins, contact Blue Cross Blue Shield
of Massachusetts. Your deductible is $250 per member (or $750 per family).
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YOUR CARE

Your Out-of-Pocket Maximum

Your out-of-pocket maximum is the most that you could pay during a plan
year for deductible, copayments, and coinsurance for covered services.
Your out-of-pocket maximum for medical and presciption drug benefits is
$6,350 per member (or $12,700 per family).

Emergency Room Services

In an emergency, such as a suspected heart attack, stroke, or poisoning,

you should go directly to the nearest medical facility or call 911 (or the local
emergency phone number). You pay a copayment per visit for emergency room
services. This copayment is waived if you're admitted to the hospital or for an
observation stay. See the chart for your cost share.

Telehealth Services

Telehealth services are covered when the same in-person service would be
covered by the health plan and the use of telehealth is appropriate. Your health
care provider will work with you to determine if a telehealth visit is medically
appropriate for your health care needs or if an in-person visit is required. For a list
of telehealth providers, visit the Blue Cross Blue Shield of Massachusetts website
at bluecrossma.org, consult Find a Doctor, or call the Member Service number
on your ID card.

Your Virtual Care Team

Your health plan includes an option for a tech-enabled primary care delivery
model where virtual care team covered providers furnish certain covered
services. See your benefit description (and riders, if any) for exact

coverage details.

Service Area

The plan’s service area includes all cities and towns in the Commonwealth of
Massachusetts, State of Rhode Island, State of Vermont, State of Connecticut,
State of New Hampshire, and State of Maine.

When Outside the Service Area

If you're traveling outside the service area and you need urgent or emergency
care, you should go to the nearest appropriate health care facility. You are
covered for the urgent or emergency care visit and one follow-up visit while
outside the service area. Any additional follow-up care must be arranged by your
PCP. See your benefit description for more information.

Dependent Benefits

This plan covers dependents until the end of the calendar month in which
they turn age 26, regardless of their financial dependency, student status, or
employment status. See your benefit description (and riders, if any) for exact
coverage details.


https://www.bluecrossma.org/
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Covered Services

Preventive Care

Well-child care exams

Your Cost

Nothing, no deductible

Preventive dental care for children under age 12 (one visit each six months)

Nothing, no deductible

Routine adult physical exams, including related tests

Nothing, no deductible

Routine GYN exams, including related lab tests (one per calendar year)

Nothing, no deductible

Routine hearing exams, including routine tests

Nothing, no deductible

Hearing aids (up to $2,000 per ear every 36 months for a member age 21 or younger)

All charges beyond the maximum, no deductible

Routine vision exams (one per calendar year)

Nothing, no deductible

Family planning services—office visits

Outpatient Care

Nothing, no deductible

Emergency room visits

$100 per visit, no deductible
(waived if admitted or for observation stay)

Office or health center visits, when performed by:

« Your PCP, OB/GYN physician, nurse midwife, limited services clinic, or by a physician assistant
or nurse practitioner designated as primary care

« Other covered providers, including a physician assistant or nurse practitioner designated
as specialty care

$20 per visit, no deductible

$35 per visit, no deductible

Mental health or substance use treatment

$20 per visit, no deductible

Outpatient telehealth services
« With a covered provider
« With the designated telehealth vendor

Same as in-person visit
$20 per visit, no deductible

Chiropractors’ office visits (up to 20 visits per calendar year for a member age 16 or older)

$20 per visit, no deductible

Acupuncture visits (up to 12 visits per calendar year)

$35 per visit, no deductible

Short-term rehabilitation therapy—physical and occupational (up to 60 visits per calendar year*)

$20 per visit, no deductible

Speech, hearing, and language disorder treatment—speech therapy

$20 per visit, no deductible

Diagnostic X-rays and lab tests

Nothing after deductible

CT scans, MRIs, PET scans, and nuclear cardiac imaging tests

$100 per category per service date after deductible

Home health care and hospice services

Nothing after deductible

Oxygen and equipment for its administration

Nothing after deductible

Durable medical equipment—such as wheelchairs, crutches, hospital beds

20% coinsurance after deductible**

Prosthetic devices

20% coinsurance after deductible

Surgery and related anesthesia in an office or health center, when performed by:

« Your PCP, OB/GYN physician, nurse midwife, or by a physician assistant or nurse practitioner
designated as primary care

« Other covered providers, including a physician assistant or nurse practitioner designated as
specialty care

$20 per visit***, no deductible

$35 per visit***, no deductible

Surgery and related anesthesia in an ambulatory surgical facility, hospital outpatient department,

or surgical day care unit

Inpatient Care (including maternity care) in:

$150 per admission after deductible

« Other general hospitals (as many days as medically necessary)
« Higher cost share hospitals (as many days as medically necessary)

$300 per admission after deductible!
$700 per admission after deductiblet

Chronic disease hospital care (as many days as medically necessary)

$300 per admission after deductible

Mental hospital or substance use facility care (as many days as medically necessary)

$300 per admission after deductible

Rehabilitation hospital care (up to 60 days per calendar year)

Nothing after deductible

Skilled nursing facility care (up to 100 days per calendar year)

Nothing after deductible

*  No visit limit applies when short-term rehabilitation therapy is furnished as part of covered home health care or for the treatment of autism spectrum disorders.

**  Cost share waived for one breast pump per birth, including supplies.

*** Copayment waived for restorative dental services and orthodontic treatment or prosthetic management therapy for members under age 18 to treat conditions of cleft lip and cleft palate.

1T This cost share applies to mental health admissions in a general hospital.



Prescription Drug Benefits*

At designated retail pharmacies No deductible
(up to a 30-day formulary supply for each prescription or refill)** $10 for Tier 1
$25 for Tier 2
$50 for Tier 3
Through the designated mail service or designated retail pharmacy No deductible
(up to a 90-day formulary supply for each prescription or refill)** $20 for Tier 1
$50 for Tier 2
$10 for Tier 3

*  Generally, Tier 1refers to generic drugs; Tier 2 refers to preferred brand-name drugs; Tier 3 refers to non-preferred brand-name drugs.
**  Cost share may be waived or reduced for certain covered drugs and supplies.

Get the Most from Your Plan: Visit us at bluecrossma.org or call 1-800-782-3675 to learn about discounts, savings, resources, and special programs

available to you, like those listed below.

Wellness Participation Program
Fitness Reimbursement: a program that rewards participation in qualified fitness $150 per calendar year per policy
programs or equipment (See your benefit description for details.)

Weight Loss Reimbursement: a program that rewards participation in a qualified $150 per calendar year per policy
weight loss program (See your benefit description for details.)

y 24/7 Nurse Line: Speak to a registered nurse, day or night, to getimmediate guidance and advice. Call 1-888-247-BLUE (2583). No additional charge.

QUESTIONS?

For questions about Blue Cross Blue Shield of Massachusetts, call 1-800-782-3675,
or visit us online at bluecrossma.org.

Limitations and Exclusions. These pages summarize the benefits of your health care plan. Your benefit description and riders define the full terms and conditions in greater detail. Should any questions

arise concerning benefits, the benefit description and riders will govern. Some of the services not covered are: cosmetic surgery; custodial care; most dental care; and any services covered by workers’
compensation. For a complete list of limitations and exclusions, refer to your benefit description and riders. Note: Blue Cross and Blue Shield of Massachusetts, Inc. administers claims payment only and does
not assume financial risk for claims.

© Registered Marks of the Blue Cross and Blue Shield Association. © 2024 Blue Cross and Blue Shield ofédFssachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
Printed at Blue Cross and Blue Shield of Massachusetts, Inc.
002792469 (3/24) JH
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MASSACHUSETTS

Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Network Blue® New England $250 Deductible with HCCS:

Coverage Period: on or after 07/01/2024

Town of Bourne  Coverage for: Individual and Family | Plan Type: Managed Tiered

N 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
~asummary. For more information about your coverage, or to get a copy of the complete terms of coverage, see
https://www.townofbourne.com/employees/pages/blue-cross-blue-shield-medicaldental. For general definitions of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at bluecrossma.org/shcglossary or call
1-800-782-3675 to request a copy.

What is the overall
deductible?

Important Questions m Why This Matters:

$250 member / $750 family.

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 plan, each family member must meet their own
individual deductible until the total amount of deductible expenses paid by all family members meets
the overall family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care, prenatal
care, emergency room,
prescription drugs, most office
visits, mental health visits, and
therapy visits.

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 at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No.

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

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

$6,350 member / $12,700 family.

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, they have to meet their own out-of-pocket limits until the overall family out-of-
pocket limit has been met.

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

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

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

Will you pay less if you
use a network provider?

Yes. See
bluecrossma.com/findadoctor or
call the Member Service number
on your ID card for a list of network

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-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 out-of-network provider for some services (such as lab work). Check

roviders.

with your provider before you get services.

Do you need a referral to
see a specialist?

Yes.

This plan will pay some or all of the costs to see a specialist for covered services but only if you have a
referral before you see the specialist.

Page 1 of 8
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other

Common Medical Event Services You May Need (You will pay the (You wil pay the Important Information

least) most)

A telehealth cost share may be
applicable
Limited to 20 chiropractor visits for
spinal manipulation only per
calendar year for members age 16 or
older; limited to 12 acupuncture visits
per calendar year; a telehealth cost
share may be applicable
GYN exam limited to one exam per
calendar year; a telehealth cost share
may be applicable. You may have to
Preventive care/screening/immunization No charge Not covered pay for services that aren't preventive.
Ask your provider if the services
needed are preventive. Then check
what your plan will pay for.

Deductible applies first; pre-

Primary care visit to treat an injury or illness $20 / visit Not covered

$35 / visit; $20 /
Specialist visit chiropractor visit; $35 Not covered
[ acupuncture visit
If you visit a health care
provider’s office or clinic

Diagnostic test (x-ray, blood work) No charge Not covered authorization required for certain
| | | services
If you have a test Deductible applies first; copayment

applies per category of test/ day; pre-
authorization required for certain
services

Imaging (CT/PET scans, MRIs) $100 Not covered

23
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Common Medical Event

Services You May Need

What You Will Pay

In-Network Out-of-Network
(You will pay the (You will pay the

Limitations, Exceptions, & Other
Important Information

If you need drugs to treat
your illness or condition
More information about
prescription drug coverage
is available at
bluecrossma.org/medicatio

n

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

least) most)
$10/ retail supply or
$20 / designated
retail or mail service
supply
$25 / retail supply or
$50 / designated
retail or mail service
supply
$50 / retail supply or
$110 / designated
retail or mail service
supply

Not covered

Not covered

Not covered

Applicable cost share
(generic, preferred,
non-preferred)

Not covered

Up to 30-day retail (90-day
designated retail or mail service)
supply; cost share may be waived or
reduced for certain covered drugs and
supplies; pre-authorization required
for certain drugs

When obtained from a designated
specialty pharmacy; cost share may
be waived or reduced for certain
covered drugs and supplies; pre-
authorization required for certain
drugs

Deductible applies first; pre-

Facility fee (e.g., ambulatory surgery center) $150 / admission Not covered authorization required for certain
If you have outpatient services
surgery Deductible applies first; pre-
Physician/surgeon fees No charge Not covered authorization required for certain
services
$100 / visit; $100 / visit; R :
Emergency room care deductible does not deductible does not Copayment walveq if admitted or for
observation stay
If you need immediate . . apply apply ; e
. . Emergency medical transportation No charge No charge Deductible applies first
medical attention —
Out-of-network coverage limited to out
Urgent care $35/ visit $35/ visit of service area; a telehealth cost

share may be applicable
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Common Medical Event

Services You May Need

In-Network

(You will pay the

What You Will Pay

Out-of-Network
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you have a hospital stay

Facility fee (e.g., hospital room)

least)

$300 / admission;
$700 / admission for
certain hospitals

most)

Not covered

Deductible applies first; pre-
authorization / authorization required
for certain services

Deductible applies first; pre-

Physician/surgeon fees No charge Not covered authorization / authorization required
for certain services
A telehealth cost share may be
If you need mental health, Outpatient services $20 / visit Not covered applicable; pre-aqthorlzgtlon required
. for certain services
behavioral health, or Y : .
ST el e areas $300 / admission; Deductible applies first; pre-
Inpatient services $700 / admission for Not covered authorization / authorization required
certain hospitals for certain services
Office visits No charge Not covered Deductible applies first except for
Childbirth/delivery professional services No charge Not covered prenatal care; cost sharing does not
apply for preventive services;
If you are pregnant $300 / admission: maternity care may include tests and
Childbirth/delivery facility services $700 / admission for Not covered services described elsewhere in the

certain hospitals

SBC (i.e. ultrasound); a telehealth
cost share may be applicable
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What You Will Pay

In-Network Out-of-Network Limitations, Exceptions, & Other
(You will pay the (You will pay the Important Information
least) most)

Common Medical Event Services You May Need

Deductible applies first; pre-
Home health care No charge Not covered authorization required for certain
services
Deductible applies first except for
outpatient services; limited to 60
outpatient visits per calendar year

$20 / visit for (other than for autism, home health
Rehabilitation services outpatient services; Not covered care, and speech therapy); limited to
No charge for 60 days per calendar year for
inpatient services inpatient admissions; a telehealth cost

share may be applicable; pre-
authorization required for certain

services
If you need help recovering Outpatient rehabilitation therapy
or have other special health coverage limits apply; cost share and
needs coverage limits waived for early
Habilitation services $20 / visit Not covered intervention services for eligible

children; a telehealth cost share may
be applicable; pre-authorization
required for certain services
Deductible applies first; limited to 100
Skilled nursing care No charge Not covered days per calendar year; pre-
authorization required
Deductible applies first; cost share
Durable medical equipment 20% coinsurance Not covered waived for one breast pump per birth,
including supplies
Deductible applies first; pre-
Hospice services No charge Not covered authorization required for certain
services
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What You Will Pay

Common Medical Event Services You May Need In-Network Out-of-Network Limitations, Exceptions, & Other
(You will pay the (You will pay the Important Information
least) most)
Children’s eye exam No charge Not covered Limited to one ;;(aarm per calendar
If your child needs dental Children’s glasses Not covered _ Not covered _ None
or eye care Limited to children under age 12
Children’s dental check-up No charge Not covered (every 6 months) and under age 18

with a cleft palate / cleft lip condition

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.)
e Children's glasses e Long-term care

e Private-duty nursing

e Cosmetic surgery ¢ Non-emergency care when traveling outside the
e Dental care (Adult) u.sS.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Acupuncture (12 visits per calendar year) e Hearing aids ($2,000 per ear every 36 months for e  Routine foot care (only for patients with systemic
e Bariatric surgery members age 21 or younger) circulatory disease)
e Chiropractic care (20 visits for spinal manipulation e Infertility treatment e Weight loss programs ($150 per calendar year per
only per calendar year for members age 16 or older) Rout)ine eye care - adult (one exam per calendar policy)
year
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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: the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform and the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov. Your state insurance department might also be able to help. If you are a Massachusetts resident, you can
contact the Massachusetts Division of Insurance at 1-877-563-4467 or www.mass.gov/doi. 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.HealthCare.gov or call 1-800-318-2596. For more
information about possibly buying individual coverage through a state exchange, you can contact your state’s marketplace, if applicable. If you are a Massachusetts resident,
contact the Massachusetts Health Connector by visiting www.mahealthconnector.org. For more information on your rights to continue your employer coverage, contact your
plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

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, call
1-800-782-3675 or contact your plan sponsor. (A plan sponsor is usually the member’s employer or organization that provides group health coverage to the member.)

Does 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 Essential Coverage, you may not be eligible for the premium tax credit.

Does 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.

Disclaimer: This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. Itis a
general overview only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between
this document and the policy, the terms and conditions of the policy will govern.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

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

(9 months of in-network prenatal care and a
hospital delivery)

mThe plan’s overall deductible $250
mDelivery fee copay $0
mFacility fee copay $300
mDiagnostic tests copay $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

mThe plan’s overall deductible $250
m Specialist visit copay $35
mPrimary care visit copay $20
mDiagnostic tests copay $0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow-up

care)
m The plan’s overall deductible $250
m Specialist visit copay $35
mEmergency room copay $100
mAmbulance services copay $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 $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost sharing Cost sharing Cost sharing
Deductibles $250 Deductibles $100 Deductibles $250
Copayments $300 Copayments $1,100 Copayments $200
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $610 The total Joe would pay is $1,220 The total Mia would pay is $450

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

® Registered Marks of the Blue Cross and Blue Shield Association. © 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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* ' MCC COMPLIANCE

MASSACHUSETTS

This health plan meets Minimum Creditable Coverage Standards
for Massachusetts residents that went into effect January 1, 2014,
as part of the Massachusetts Health Care Reform Law.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.

© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001652563 55-0647 (6/23)
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* ' INFORMATION ABOUT THE PLAN
MASSACHUSETTS

This health plan option includes a tiered network feature called Hospital Choice

Cost Sharing. As a member in this plan, you will pay different levels of cost share
(such as copayments and coinsurance) for certain services depending on the
network general hospital you choose to furnish those covered services. For most
network general hospitals, you will pay the lowest cost sharing level. However, if you
receive certain covered services from some network general hospitals, you pay the
highest cost sharing level. A network general hospital’s cost sharing level may change
from time to time. Overall changes to add another network general hospital to the
highest cost sharing level will happen no more than once each calendar year. For help
in finding a network general hospital for which you pay the lowest cost sharing level,
check the most current provider directory for your health plan option or visit the online
provider search tool at bluecrossma.org/hospitalchoice. Then click on the Planning
Guide link on the left navigation to download a printable network hospital list or to
access the provider search page.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.

© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross or Blue Shield of Massachusetts HMO Blue, Inc.

001651680 55-0532 (6/23)
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¥

MASSACHUSETTS

NONDISCRIMINATION NOTICE

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability,
sex, sexual orientation, or gender identity. It does not exclude people or treat them
differently because of race, color, national origin, age, disability, sex, sexual orientation,

or gender identity.
e —

BLUE CROSS BLUE SHIELD
OF MASSACHUSETTS PROVIDES:

* Free aids and services to people with
disabilities to communicate effectively
with us, such as qualified sign language
interpreters and written information in other
formats (large print or other formats).

* Free language services to people whose
primary language is not English, such as
qualified interpreters and information written
in other languages.

If you need these services, call Member Service
at the number on your ID card.

If you believe that Blue Cross Blue Shield

of Massachusetts has failed to provide
these services or discriminated in another
way on the basis of race, color, national
origin, age, disability, sex, sexual orientation,
or gender identity, you can file a grievance
with the Civil Rights Coordinator by mail

at Civil Rights Coordinator, Blue Cross

Blue Shield of Massachusetts,

One Enterprise Drive, Quincy, MA 02171-2126;
phone at 1-800-472-2689 (TTY: 711);

fax at 1-617-246-3616; or email at
civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the Civil
Rights Coordinator is available to help you.

You can also file a civil rights complaint

with the U.S. Department of Health and

Human Services, Office for Civil Rights,

online at ocrportal.hhs.gov; by mail at U.S.
Department of Health and Human Services,
200 Independence Avenue, SW Room 509F,
HHH Building, Washington, DC 20201; by phone
at 1-800-368-1019 or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001651238
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* ' TRANSLATION RESOURCES
MASSACHUSETTS

PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

Spanish/Espafiol: ATENCION: Si habla espariol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. Llame al numero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, sdo-Ine disponibilizados gratuitamente
senvicos de assisténcia de idiomas. Telefone para os Servicos aos Membros, atravées do ndmero Nno
seu cartéo ID (TTY: 711).

Chinese/BfERX: /T2 MNEEHHL, HATAIEEERFIRMES RS . B%RITE D * L8
SHBERS RRSEE (TTY S5 711) o

Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sevis asistans nan lang
disponib pou ou gratis. Rele nimewo Sevis Manm nan ki sou kat Idantititkasyon w lan (Sevis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi noi Tiéng Viét, cac dich vu hd trg ngdn nglr dugc cung cdp cho
quy vi mién phi. Goi cho Dich vu Hoi vién theo so6 trén thé ID cla quy vi (TTY: 711).
Russian/Pyccknin: BHIMAHWE: ecnu Bbl roBopuTe no-pycckiu, Bbl MOXKeTe BOCNOMNb30BaTbCA OeCnnaTHbIMU

yCnyramm nepeBoaumKa. [No3BoHUTe B OTAEN OOCNYXMBAHWA KIIMEHTOB MO HOMEPY, YKazaHHOMY B Baluel
naeHTMPUKaLUMoHHOW KapTe (Tenetann: 711).

Arabic/ ,::

sl jlaz) sk Bl e ssoobl 031 e clacyl Sloasy Jasl el deutlly Blows &gl Basludl Sloas 351 oy yll dilll s S 13) ol

(711 TTY (Sl uall gail

Mon-Khmer, Cambodian/igi: MitjS&nnis LUfU’S IHASunwmen g
[ﬁjﬁijgtij‘“lﬁflﬁﬁﬁ‘ﬁn‘j nmmnmsmmﬁgnﬂ Y g i85 [ﬁfgﬁ[ﬁjﬁ UTIRAMEINS
[M[ﬂ?ﬁ%ﬁﬂM@WgSiﬁﬁﬁgﬁ (TTY: 711)7
French/Francais: ATTENTION : si vous parlez francais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d’assuré
(TTY : 711).
Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa
(TTY: 711).
Korean/é*ioi: o =01 E AtEStAlE 4%, U0 A|# MEIAZE FE2 0|35t
USUCEH #Mste] ID ZH=0 U= MStHSOTY: 711)E AFESH0 2|3 AH[ A0l M2tetd
Greek/EAANVIKA: [TPOXOXH: Eav pihdte EAANVIKG, SiatiBevTal yia oag urnpeoieg YAwooIKA¢ BoriBelag,

dwpeav. Kahéate Tnv Ymnpeoia E¢umnpetnong MeAwv otov aplBuod tng kaptag péAouc oag (ID Card)
(TTY:711).

+

>

|2
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Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim mogg bezptatnie skorzystac z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/f&: &ara & afe 3mg R ida &, aF W §g™dr Jamd, 39 & v e
3y | TEET QATHT F HTF WS, FE W /U 30 AN T Fred Y @LAas.: 711),

Guijarati/aevaidl: 2 21Ul 671 A4 ASHRUAL BlAAL G, dl dHed AMISIA ASAAL QAL (AL et Guasy 6.
A1zl w518 Uz wilel vz uz Member Service A s1d 531 (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na
mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong
nasa iyong 1D Card (TTY: 711).

Japanese/BA:E: PSS HAEZPELICESHITENDSEB ) VARZA VA —ERET
MAWERITEY, DA—NICGRHOEZESZFRAL AV /N\——EREXTEEEZEN
(TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche
UnterstUtzung zur Verflgung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

(TTY: 711),

Persian/ .\

Sbs ) 0y 0 gotie I Lt b3S o8 et s GIK0) Sse 0 (G5 SeS leds ol )b Lot (35 S oo
(TTY: 711) 5,80 (led cliac) Sleasr (239 | ags

Lao/w91979290: 2001 {F19: 1)9c39cH1WwIF290L0, TNIOINWgoecTiDdIVWIZTI lILIoe

VIO, ?mtmcdwu:)mDazmanmm)‘)@czn?mozaueﬂvuoaagmw (TTY: 711),

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanitt’i’go saad bee yat’i> éi

t’a4jiik’e bee nikd’a’doowotgo éi nd’ahoot’1i’. Dii bee anitahigi ninaaltsoos bine’déé’ nbomba bikd’igiiji’

béésh bee hodiilnih (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.

© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001651831 55-1493 (6/23)
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Bluesnieia D|UE300

Interested in doing more with your health coverage?

Did you know Blue Cross Blue Shield offers premier health and wellness

discounts on a variety of things like:

*

%

*

Footwear and Apparel
Fitness

Hearing and Vision
Nufrition

Personal Care

Travel

The Deals are always changing & its FREE to join!

All you have to do is log in with your Blue Cross Blue Shield Health Card!

Check it out at the link below!

https://www.blue3ébdeals.com/
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Dental and Vision Insurance

Dental

e BCBS Dental Blue

Vision

e EyeMed

How do | make an informed decision?

The following pages provide benefit summaries of the Dental and Vision benefits
offered by the Town. EyeMed is not subsidized,; it is fully paid for by the
employee. Please note that eye exams are covered through your medical plan, not
through EyeMed. AFLAC also offers a dental reimbursement program that is
outlined later in the guide.

Blue Cross Blue Shield of MA Website: https://www.bluecrossma.org/

EyeMed Website: https://eyemed.com/en-us

Wellness Offerings

Did you know that your Blue Cross Blue Shield plan could get you a $150 Fitness
Reimbursement? See the form at the end of this guide for your FY 2025
reimbursement!

Keep your eye out for Elise’s HR Newsletter for other wellness things throughout
the year.
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SUMMARY OF BENEFITS
MASSACHUSETTS

DENTAL BLUE oo S
PROGRAM 2

(WITH ORTHODONTICS)

UNLOCK THE POWER OF YOUR PLAN

MyBlue gives you an instant snapshot of your plan:

g0 2

COVERAGE AND CLAIMS AND DIGITAL
BENEFITS BALANCES ID CARD

e
MYBLUE

LEE A e k]

Sign in

Download the app, or create an account at bluecrossma.org.
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DENTAL BLUE PROGRAM 2 WITH ORTHODONTICS

For members under age 13, benefits (except for orthodontic services) are covered in full up to the

calendar-year benefit maximum and are not subject to the deductible.

Preventive Benefit Group Basic Benefit Group Major Benefit Group

$50 Per Member/$150 Per Family Calendar-Year Deductible

No Deductible

Full Coverage

80% Coverage

50% Coverage

$1,500 Per Member Calendar-Year Benefit Maximum

Diagnostic

One complete initial oral exam, including initial
dental history and charting of the teeth and
supporting structures

Full mouth X-rays, seven or more films, or
panoramic X-ray with bitewing X-rays once each
60 months

Bitewing X-rays twice per calendar year

Single tooth X-rays as needed

Study models and casts used in planning treatment
once each 60 months

Periodic or routine oral exams twice per
calendar year

Emergency exams

Preventive

Routine cleaning, scaling, and polishing of the teeth
twice per calendar year

Fluoride treatment twice per calendar year
(members under age 19)

Sealants on permanent pre-molar and molar
surfaces (members under age 14). Benefits are
provided for one application per bicuspid or molar
surface each 48 months.

Space maintainers needed due to premature tooth
loss (members under age 19)

Restorative

Amalgam (silver) fillings (limited to one filling for
each tooth surface in a 12-month period)
Composite resin (tooth color) fillings (limited to one
filling for each tooth surface in a 12-month period)
Pin retention for fillings

Stainless steel crowns on baby teeth and on first
permanent adult molars (members under age 16)

Oral Surgery

Tooth extraction
Root removal
Biopsies

Periodontics (gum and bone)

Periodontal scaling and root planing once per
quadrant each 24 months

Periodontal surgery once per quadrant each
36 months

Periodontal maintenance following active
periodontal therapy once each three months

Endodontics (roots and pulp)

Root canal therapy (permanent teeth, once in a
lifetime per tooth)

Retreatment root canal therapy on permanent teeth,
once in a lifetime for each tooth

Therapeutic pulpotomy on primary or permanent
teeth (members under age 16)

Other endodontic surgery to treat or remove the
dental root

Prosthetic Maintenance

Repair of partial or complete dentures, crowns, and
bridges once each 12 months

Adding teeth to an existing complete or

partial denture

Rebase or reline of dentures once each

36 months

Recementing of crowns, inlays, onlays, and fixed
bridgework once each 12 months

Other Services

Occlusal adjustments once each 24 months
Services to treat root sensitivity

Emergency dental care to treat acute pain or to
prevent permanent harm to a member

General anesthesia when administered in
conjunction with covered surgical services

38

Prosthodontics (teeth replacement)

+ Complete or partial dentures (including services to
fabricate, measure, fit, and adjust them) once each
60 months for each arch

- Fixed bridges (including services to fabricate,
measure, fit, and adjust them) once each 60
months for each tooth

* Replacement of dentures and bridges once each

60 months when the existing appliance can’t be

made serviceable

Adding teeth to an existing bridge

Temporary partial dentures to replace any of the six

upper or six lower front teeth (only covered if they

are installed immediately following the loss of teeth
and during the period of healing)

Major Restorative (members age 16 or older)

« Crowns, once each 60 months for each tooth
Metallic, porcelain, and composite resin inlays.
Benefits are provided for an amalgam filling toward
the cost of a metallic, porcelain, or composite resin
inlay, once each 60 months for each tooth. You pay
any balance.

Metallic, porcelain, and composite resin onlays, once
each 60 months for each tooth

Replacement of crowns, once each 60 months for
each tooth

Replacement of metallic, porcelain, and composite
resin inlays. Benefits are provided for an amalgam
filling toward the cost of a metallic, porcelain, or
composite resin inlay, once each 60 months for
each tooth. You pay any balance.

» Replacement of metallic, porcelain, and composite
resin onlays, once each 60 months for each tooth
Post and core or crown buildup, once each 60
months for each tooth

Implants (members age 16 or older)

« Single tooth dental endosteal implants (the fixture
and abutment portion) in addition to the allowance
for the crown for the implant, once each 60 month
period, when the implant replaces permanent teeth
through the second molars

Orthodontic Benefit Group

Full coverage for members up to age 19

No deductible

» Complete orthodontic exam

« Comprehensive or limited active orthodontic
treatment, including appliances

$1,000 Lifetime Benefit Maximum



WELCOME TO DENTAL BLUE,

A COMPREHENSIVE DENTAL PLAN PROVIDING BROAD NETWORK ACCESS TO MEET YOUR DENTAL CARE NEEDS.

Your Dentist
Dental Blue offers a large network of dentists, including participating dentists in
Massachusetts and nationwide.

If you would like help choosing a dentist, or already have a dentist and want

to know if they participate with your plan, you can call the dentist, look at the
current dental provider directory, or call Member Service at the toll-free phone
number shown on your Dental Blue ID card. You can also access the online dental
provider directory at bluecrossma.org.

Your Benefits

The dental benefits your plan covers are subject to the calendar-year deductible
and coinsurance (if applicable), and benefit maximum amounts shown in the
chart. For members under age 13, these benefits (not including orthodontic
services) are covered in full up until the calendar-year benefit maximum. The
calendar year begins on January 1and ends on December 31 of each year. The
chart also shows the percentage of costs your plan will pay for covered dental
services. Many of the covered services have specific time or age limits.

Pre-Treatment Estimates

If your dentist expects that your dental treatment will involve covered services
that will cost more than $250, Blue Cross Blue Shield recommends that your
dentist send a copy of the “treatment plan” to Blue Cross Blue Shield before
services are provided. A treatment plan is a detailed description of the
procedures that the dentist plans to perform and includes an estimate of the
charge for each service. Once the treatment plan is reviewed, you and your
dentist will be notified of the benefits available.

Remember, the payment estimate is based on your eligibility status and the
amount of your calendar-year or lifetime benefit maximum at the time the
estimate is received and reviewed. (The actual payment may differ if your
available calendar-year or lifetime benefit maximum or eligibility status

has changed.)

Multi-Stage Procedures

Your dental plan provides benefits for multi-stage procedures (procedures that
require more than one visit, such as crowns, dentures and root canals) as long

as you are enrolled in the plan on the date that the multi-stage procedure is
completed. A participating dentist will send a claim for a multi-stage procedure
to Blue Cross Blue Shield only after the completion date of the procedure. You will
be responsible for all charges for multi-stage procedures if your plan has been
cancelled before the completion date of the procedure.
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How Dentists Are Paid - Participating Dentists

Dentists that participate with Blue Cross Blue Shield of Massachusetts and
nationwide accept the lesser of either the dentist’s actual charge or the allowed
charge as payment in full for covered services. You pay only your deductible and
coinsurance (if applicable), and any allowed charges beyond your calendar-year
or lifetime benefit maximum.

In Massachusetts, benefits are usually only provided when covered services
are received from a participating dentist. The exceptions are described in your
plan description.

How Dentists Are Paid — Non-participating Dentists Outside of
Massachusetts

Benefits for covered services by a non-participating dentist outside of
Massachusetts are provided based on the dentist’s actual charge or the allowed
charge, whichever is less. The allowed charge is based on a schedule of charges.
You may be responsible for any difference between the dentist’s actual charge or
the allowed charge, whichever is less. You are also responsible for your deductible
and coinsurance (if applicable), and charges beyond your calendar-year benefit
maximum.

How Orthodontic Benefits Are Paid

Your plan includes orthodontic coverage. The lifetime benefit maximum is not
part of your calendar-year benefit maximum; it applies only to orthodontic
services. You are responsible for your coinsurance and any charges beyond

your lifetime benefit maximum. Benefits are available on your effective date. If
your orthodontic treatment began before you were covered under Dental Blue,

a monthly fee will be paid for your remaining orthodontic visits until either your
treatment is completed or the lifetime benefit maximum is exhausted, whichever
comes first.



When Coverage Begins
You are covered, without a waiting period, from the date you enroll in the plan.

Dependent Benefits

This plan covers dependents until the end of the calendar month in which
they turn age 26, regardless of their financial dependency, student status, or
employment status. See your plan description (and riders, if any) for exact
coverage details.

Enhanced Dental Benefits

Enhanced Dental Benefits for certain dental care services are available for
members who have been diagnosed with qualifying conditions. To learn more
about specific conditions included in this benefit, review your plan description
(and riders, if any) on MyBlue at bluecrossma.org.

If You Have to File a Claim

Participating dentists will send claims directly to Blue Cross Blue Shield. All you
have to do is show them your Dental Blue ID card. The payment will be sent
directly to your dentist as long as the claims are received within one year of the
completed service.

If you receive care from a non-participating dentist, you will typically need to
submit the claim yourself. Before submitting your claim, get an Attending Dentist's
Statement form from Member Service.

After your dentist fills out the form, send it and your original itemized bills to
Blue Cross Blue Shield of Massachusetts, P. O. Box 986030, Boston, MA 02298.
All member-submitted claims must be submitted within two years of the date
of service.

If you have a grievance, see your plan description for instructions on how to
file a grievance.

Other Information

Coordination of benefits applies to plan members who are covered by another
plan for health care expenses. Coordination of benefits ensures that payments
from other insurance or health care plans do not exceed the total charges billed
for covered services.

Your plan description has a subrogation clause, which means that Blue Cross
Blue Shield can recover payments if a member has already been paid for the same
claim by a third party.

QUESTIONS?

For questions about Blue Cross Blue Shield of Massachusetts, call 1-800-782-3675,
or visit us online at bluecrossma.org.

Limitations and Exclusions. These pages summarize the benefits of your dental plan. Your plan description and riders define the full terms and conditions in greater detail. Should any questions arise
concerning benefits, the plan description and riders will govern. For a complete list of limitations and exclusions, refer to your plan description and riders. Note: Blue Cross and Blue Shield of Massachusetts,

Inc., administers claims payments only and does not assume financial risk for claims.

© Registered Marks of the Blue Cross and Blue Shield Association. © 2023 Blue Cross and Blue Shield of Massachusetts, Inc. Printed at Blue Cross and Blue Shield of Massachusetts, Inc.

March 2024
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MASSACHUSETTS

NONDISCRIMINATION NOTICE

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability,
sex, sexual orientation, or gender identity. It does not exclude people or treat them
differently because of race, color, national origin, age, disability, sex, sexual orientation,

or gender identity.
e —

BLUE CROSS BLUE SHIELD
OF MASSACHUSETTS PROVIDES:

* Free aids and services to people with
disabilities to communicate effectively
with us, such as qualified sign language
interpreters and written information in other
formats (large print or other formats).

* Free language services to people whose
primary language is not English, such as
qualified interpreters and information written
in other languages.

If you need these services, call Member Service
at the number on your ID card.

If you believe that Blue Cross Blue Shield

of Massachusetts has failed to provide
these services or discriminated in another
way on the basis of race, color, national
origin, age, disability, sex, sexual orientation,
or gender identity, you can file a grievance
with the Civil Rights Coordinator by mail

at Civil Rights Coordinator, Blue Cross

Blue Shield of Massachusetts,

One Enterprise Drive, Quincy, MA 02171-2126;
phone at 1-800-472-2689 (TTY: 711),

fax at 1-617-246-3616; or email at
civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the Civil
Rights Coordinator is available to help you.

You can also file a civil rights complaint

with the U.S. Department of Health and

Human Services, Office for Civil Rights,

online at ocrportal.hhs.gov; by mail at U.S.
Department of Health and Human Services,
200 Independence Avenue, SW Room 509F,
HHH Building, Washington, DC 20201; by phone
at 1-800-368-1019 or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.

001651238

55-1487 (6/22)



* ' TRANSLATION RESOURCES
MASSACHUSETTS

PROFICIENCY OF LANGUAGE ASSISTANCE SERVICES

Spanish/Espafiol: ATENCION: Si habla espariol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. Llame al numero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAO: Se fala portugués, sdo-Ine disponibilizados gratuitamente
senvicos de assisténcia de idiomas. Telefone para os Servicos aos Membros, atravées do ndmero Nno
seu cartédo ID (TTY: 711).

Chinese/f /3 5 MREHF L, BAIAEERFRHESHIMS . HZRITE D £ L8
SHERRAZRARSH (TTY S84 711) o
Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sevis asistans nan lang

disponib pou ou gratis. Rele nimewo Sevis Manm nan ki sou kat Idantititkasyon w lan (Sevis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi noi Tiéng Viét, cac dich vu hd trg ngdn nglr dugc cung cdp cho
quy vi mién phi. Goi cho Dich vu Hoi vién theo so trén thé ID cla quy vi (TTY: 711).
Russian/Pyccknin: BHIMAHWIE: ecnu Bbl roBopuTe no-pycckiu, Bbl MOXKeTe BOCNOMNb30BaTbCA OeCrnnaTHbIMU

yCnyramm nepeBoaumKa. [No3BoHUTe B OTAEN OOCNYXMBAHWA KIMEHTOB MO HOMEPY, YKazaHHOMY B Baluel
naeHTMPUKaLMoHHOW KapTe (Tenetann: 711).

Arabic/ ,::
sl jlaz) sk Bl e ssoobl (31 e clacyl Sloasy Jasl el deutlly Blowe &gl Basludl Sloas 51 oy y=ll dilll oy S 13) olas)
(711 5TTY Sl all gt

el g1
NAteUn IR AmMyIe

a

EUNSSWMANHAARIYE ANGIAMSINUHAT Yy giasg!
IS S AN Ut NI SIURASHA (TTY: 711)1

French/Francais: ATTENTION : si vous parlez francais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d’assuré
(TTY : 711).

Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa

(TTY: 711).

Mon-Khmer, Cambodian/igi: Mt} s b 1y FU S [i?i;iﬁ‘ S Ut A
i

Korean/€t=01: =2|: ot0{E Aot = 4%, 0] A& MHIAE F522 0|35t =
USLICEH #Hate| D ZI=0ll s MSHSATY: 711)E AFS5H0] 3lf AH[A0 XSS AIL.

Greek/EANNVIKA: [TPOXOXH: Eav pihdte EAANVIKG, SiatiBevTal yia oag urnpeoieg YAwooIKA¢ BoriBelag,
dwpeav. Kahéate Tnv Ymnpeoia E¢umnpetnong Mehwv otov aplBuod tng kaptag pérouc oag (ID Card)
(TTY:711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.



Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim mogg bezptatnie skorzysta¢ z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/f&: & & afe 3mg R ida &, aF #WT §8™dr ¥4am, 39 & v e
3y | TEET QATHT F HTF WS, FE W /U 30 AN R Fred Y @ELAas.: 711),

Guijarati/asvaldl: 2 iUl 671 dH AerRUl BlAAL G, dl dHed AMISIA ASRAAL QAL (AL et Guasy 6.
A1zl w518 Uz wile vz uz Member Service A 51d 531 (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na
mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong
nasa iyong ID Card (TTY: 711).

Japanese/BAEE: HAHISHE HAEZPELICESHITENDSEB ) VARV AT —ERET
MAWERITEY, DA—NICGRHOEZESZFEAL AV /N\——EREXTEERETZEN
(TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche
UnterstUtzung zur VerfUlgung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

(TTY: 711).

Persian/ .\

Sbs O ) 0 gotie I Lt b3S o8 et s GE0) Sse o G5 SeS leds ol )b et (55 S oo
(TTY: 711) 5,80 (oled cliac) Sleasr (23 | ags

Lao/wI9990: 2001{F{9: T9cHCINMWIFID0!S, DNILLINMWFoBCTHBAIVWITI VN ILIOE

VCION. ?mtmcdf)@U:)mDszmamnm)‘)eczn?mozaueﬂvuoaagmw (TTY: 711).

Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanitt’i’go saad bee yat’i> éi

t’a4jiik’e bee nikd’a’doowotgo éi nd’ahoot’i’. Dii bee anitahigi ninaaltsoos bine’déé’ nbomba bikd’igiiji’

béésh bee hodiilnih (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association.
© 2023 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
001651831 43 55-1493 (6/22)
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Options. It's simple really. We love our members—that’s why we are dedicated to helping you E E
see clearly and we've built a network that gives you lots of choices and flexibility. You can LY
choose from independent doctors and retail providers to find the one that best fits your needs

and schedule. No matter which one you choose, our plan is designed to be easy to use and to E

save you money. Welcome to EyeMed. =

eyemed.com

Out-of-Network

Beneﬁts SnSht With Us Reimbursement

y 12 months) $0 Copay Upto$50

$0 Copay: $150 allowance; 80% of charge over $150 Up to $90
$20 Copay Up toS42
Contacts (Once every 12 months). $0 Copay; $150 allowance; plus balance over $150 Up to $120

And now it's time for the breakdown . . .

Here's an example of what you might pay for a pair of glasses vs. what you'd pay without vision coverage.
So, let's say you get an eye exam and choose a frame that costs $163 with single vision lenses that have
UV and scratch protection. Now let's see the difference . ..

Without Insurance™

Exarn  $106
o Frame $163
85%
SAVINGS
° Lens $78
W l t h u S 32 UV. treatment fidd-on

it CIratchn coatling adga-o

Total 5395

Benefits are not provided from services or materials arising from: 1) Ortheptic or vision training, subnormal vision aids and any associated supplernental testing: Aniseikonic lenses; 2)
Medical and/or surgical treatrnent of the eye, eyes or supporting structures: 3) Any eye or Vision Examination, or any corrective eyewear required by a Policyholder as o condition of
employment; Safety eyewear; 4) Services provided as a result of any Workers' Compeansation law, or similar legislation, or required by any governmental agency or program whether
federal, state or subdivisions thereof; S) Plano (non-prescription) lenses and/or contact lenses; 8) Non-prescription sunglasses: 7) Two pair of glasses in lieu of bifocals; 8) Services or
materials provided by any other group benefit plan providing vision care 8) Services rendered after the date an Insured Person ceases to be covered under the Policy, except when
Vision Materials ordered before coveruge ended are delivered, and the services rendered to the Insured Person are within 31 days from the date of such order. 10) Lost or broken lenses,
frames, glasses, or contact lenses will not be replaced except in the next Benefit Frequency when Vision Materials would next become available. Benefits may not be combined with any
discount, promotional offering, or other group benefit plans. Standard/Premium Progressive lens not covered-fund as a Bifocal lens. Standard Progressive lens covered-fund Premium
Progressive as a Standard. Premiurn progressives and premium anti-reflective designations are subject to annual review by EyeMed's Medical Director and are subject to change based on
market conditions. Fixed pricing is reflective of brands at the listed preduct level. All providers are not required to carry all brands at all levels. Underwritten by Fidelity Security Life Insurance
Company of Kansas City, Missouri, except in New York. This is a snapshot of your benefits. The Certificate of Insurance is on file with your employer. Benefit allowance provides no remaining

balance for future use within the same benefit year. “*Based on industry averages.
< PEARLE
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For a complete list of

Visiop Care In-Network Out-of-Network
Services Member Cost Reimbursement
M ore Exarm With Dilation as Necessary $0 Copay Up to $50
f I 4 Contact Lens Fit and Follow-Up (Contact lens fit and two follow up visits are available once @ comprehensive eye exam has been completed)
orless... Standard Contact Lens Fit & Follow-Up Up to $55 N/A
Premiumn Contact Lens Fit & Follow-Up 10% off retail N/A
Retinal Imaging Up to $39 N/A
4 O 0/ Frames $0 Copay: $150 allowance: 80% of charge over $150 Up to $90
(o] Standard Plastic Lenses
OFF g‘[?gie l\i’ision ggg Eopay Upto g;ig
Complete pair ifoca opay Upto
£ P : p. Trifocal $20 Copay Up to $130
of prescription Standard Progressive Lens $20 Copay Up to $140
eyeglasses Premium Progressive Lensa $40 Copay - $65 Copay
Tier1 $40 Copay Up to 5140
o/ Tier 2 $50 Copay Up to $140
Tier 3 $B5S Copay Up to $140
(@] Tier 4 $20 Copay. 80% of charge less $120 Allowance Up to $140
OFF Lenticular $20 Copay Up to $130
Non-prescription Lens Options (peid by the member and added to the base price of the lens)
sunglasses UV Treatment $15 N/A
Tint (Solid and Gradient) %15 N/A
le) Standard Plastic Scratch Coating S15 N/A
/ Standard Polycarbonate 540 N/A
(o] Standard Polycarbonate - Kids under 19 S0 Up to $26
OFF Standard Anti-Reflective Coating 545 N/A
Remcining balance Premiurm Anti-Reflective Coatings $57 - 368 N/A
beyond pl el 57 N/A
eyond plan coverage Tier 2 $68 N/A
) ) Tier 3 80% of charge N/A
Theee d'si‘:‘“”ts.é’re for | Photochromic/Transitions $75 N/A
InTistwork pravicers only Polarized 20% off retail price N/A
Other Add-Ons and Services 20% off retail price N/A
Contact Lenses
H el IO Conventional 30 Copay: $150 allowance; 15% off retail price over $S150 Up to $120
' Disposable $0 Copay; 5150 allowance; plus balonce over $150 Up to $120
3 Medically Necessary $0 copay, Paid in Full Up to $210
eighbor
Laser Vision Correction
Lasik or PRK from U.S. Laser Network 15% off the retail price or 5% off the promotional price N/A
P Frequency
- Youre on the INSIGHT Exomination Once every 12 months
Network Lenses or Contact Lenses Once every 12 months
Frame Once every 12 months

providers nedr you, use
our Provider Locator on
www.eyemed.com and
choose the INSIGHT
network or call
1-866-804-0982.

For Lasik providers, call
1-877-5LASERG or
visit eyermedlasik.com.

~Premium progressives and premium anti-reflective designations are subject to annual review by EyeMed's Medical Director and are subject to change based on market
conditions. Fixed pricing is reflective of brands at the listed preduct level . All providers are not required to carry all brands at all levels,
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of the six most popular retailers

eYe
Med

We understand, everybody is different, so if you prefer an independent
doctor or a retail provider with extended evening and weekend hours,
E E there's an option for you. We've built a network to give
L our members choices. So many choices that we can’t
fit them all on this page, so visit eyemed.com or scan
the QR code with your smartphone to search our
EL complete list of participating providers.

eyemed.com

Locations near 02532 for the InSight network

LENSCRAFTERS SEE BREEZE OPTICAL POST OCONNOR & KADRMAS EYE ~ EYE SEE QUALITY EYECARE INC
INDEPENDENCE MALL 99 MAIN ST 133 FALMOUTH RD 846 ASHLEY BLVD
101 INDEPENDENCE MALL WAY BUZZARDS BAY, MA 02532 MASHPEE, MA 02649 NEW BEDFORD, MA 02745
KINGSTON, MA 02364 508-759-0011 508-477-7833 508-995-6000
781-585-4175 POST OCONNOR & KADRMAS EYE ~ BOSTON EYE CARE CONSULTANTS  STEPHEN D MORRIS OD
TARGET OPTICAL 3119 CRANBERRY HWY STE 3 14 BRAMBLE BUSH DR 16 MERCHANTS WAY
79 COMMERCE WAY EAST WAREHAM, MA 02538 FALMOUTH, MA 02540 MIDDLEBORO, MA 02346
SEEKONK, MA 02771 508-759-1360 508-771-6447 508-946-0900
508-336-1199 GREGORY T BODRIE OD ADVANCED EYECARE SPECIALIST  OPTIQUE LTD
JCPENNEY OPTICAL PO BOX 532 352 MAIN ST UNIT 1 16 MERCHANTS WAY
400 BALD HILL RD 66 PLEASANT ST FALMOUTH, MA 02540 MIDDLEBORO, MA 02346
WARWICK, RI 02886 SAGAMORE, MA 02561 508-444-8691 508-947-6300
401-738-0181 508-888-2020 PUBLIC SPECTACLE OPTICIANS LOUIS AGUIAR OD
PEARLE VISION MASS OPTOMETRIC ASSOCIATES 53 COURT ST 12 S 6TH ST
INDEPENDENCE MALL 2421 CRANBERRY HWY STE 210 PLYMOUTH, MA 02360 NEW BEDFORD, MA 02740
101 INDEPENDENCE MALL WAY WAREHAM, MA 02571 508-746-8880 508-992-4046
Sl She-aldo1n ASSOCIATED EYE SURGEONS OPHTHALMIC CONSULTANTS OF B
BOURNE VISION CONSULTANTS 45 RESNIK RD 88 ANSEL HALLET RD
SEARS OPTICAL 16 MACARTHUR BLVD PLYMOUTH, MA 02360 WEST YARMOUTH, MA 02673
CAPE COD MALL BUZZARDS BAY, MA 02532 508-747-4748 508-771-4848
AT ia a5 508-759-2559 DOWLING OPTICAL POST OCONNOR & KADRMAS EYE
Sl R SEE BREEZE OPTICAL 1662 FALMOUTH RD 12 W GROVE ST
68 TUPPER RD CENTERVILLE, MA 02632 MIDDLEBORO, MA 02346
LENSCRAFTERS SANDWICH, MA 02563 508-771-4422 508-946-9301
’;E%TM‘;SLE;AQSETE 189 508-888-3821 POST OCONNOR & KADRMAS EYE ~ JOSEPH R GLENNON OD
b b ASSOCIATED EYE SURGEONS 40 INDUSTRIAL PARK RD 1212 KEMPTON ST
Bl 441 ROUTE 130 STE 10 PLYMOUTH, MA 02360 NEW BEDFORD, MA 02740
SANDWICH, MA 02563 508-746-8600 508-097-3222
Iﬁiﬁ?‘%&?ﬁ?gwne Bk 508-868-8873 ACUVISION EYECARE BOSTON UNIVERSITY EYE ASSOC
S pplln i, OPHTHALMIC CONSULTANTS BOST 16 FAIRHAVEN COMMONS WAY 511 W GROVE ST
I D e o 282 RTE 130 AND COTUIT RD FAIRHAVEN, MA 02719 MIDDLEBORO, MA 02346
ORI, SANDWICH, MA 02563 508-999-4401 508-947-8868
PEARLENISION 508-833-8222 M2EYE SAVARD & MOSKOS EYE HEALTH C
PR N, enTER OPHTHALMIC CONSULTANTS BOST 36 CORDAGE PARK CIRSTE 108 511 W GROVE ST STE 101
146 INDUSTRIAL PARK RD PLYMOUTH, MA 02360 MIDDLEBORO, MA 02346
83B FAUNCE CORNER RD
S TALNCE Losiee PLYMOUTH, MA 02360 508-747-3937 508-947-7321
- 508-833-6000
508-097-6591 EYE HEALTH VISION CENTERS DR PATRICIA VANTOSH OD
e ARG BETIEAL MASS OPTOMETRIC ASSOCIATES 70 HUTTLESTON AVE 27 RAILROAD AVE STE 1
B T e AL 198 COLONY PLACE RD FAIRHAVEN. MA 02719 DUXBURY, MA 02332
il g, PLYMOUTH, MA 02360 508-994-2020 781-934-6945
508-732-0196
N DARTMOUTH, MA 02747 DONALD L PASAKARNIS OD EYE HEALTH SERVICES
508-979-7256 EYE HEALTH SERVICES 116 TARKILN HILL RD 23 WHITES PATH STE A2D
R 32 RESNIK RD STE 2 NEW BEDFORD, MA 02745 S YARMOUTH, MA 02664
PLYMOUTH, MA 02360 508-998-2020 508-398-6131
SILVER CITY GALLERIA Bl il
2 GALLERIA MALL DR : WENDY J LESLIE OD EYE HEALTH VISION CENTERS
TAUNTON, MA 02780 MARK E SCHIFFMAN OD 113 CORPORATION ST 51 STATE RD
508-824-7074 31 TEATICKET HWY RTE 28 HYANNIS, MA 02601 N DARTMOUTH, MA 02747
EAST FALMOUTH, MA 02536 508-778-9473 508-994-1400
508-540-9596
Eye exams offered by DPA/DTA or DEA-certified rists and logists. All certifications are verified by and NCQIA fited credentials verification org
2 PEARLE
FatPrivate : il v ars : Jep )
e crats LENSCRAFTERS Q0. %gﬂcal (® OPTICAL ol RS
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EXTERNAL OFFERINGS

Life, Accidental Death, and Disability Insurance

e AFLAC (Life, Accident, Short Term Disability, Cancer Care, more)
e Boston Mutual (Life)

How do | make an informed decision?

These services are completely optional and are not subsidized by the Town (other
than a 50% subsidy for $10,000 in life insurance through Boston Mutual). All the
above listed services can be paid for through payroll deductions. For additional
information, please contact the following sales representatives who work closely
with the Town:

AFLAC
Stephen DeBellis
stephen debellis@us.aflac.com

(617) 512-6731

For information on Boston Mutual subsidized or voluntary life insurance, please
contact the Bourne Human Resources Office.

For more information, please visit the following websites:

Boston Mutual: https://www.bostonmutual.com/

AFLAC: https://www.aflac.com
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Afiac.

BOURNE NEW HIRE PACKETS

Review the materials & reach out to Stephen M. DeBellis with questions
Weekly Rates
NEW - Life Insurance (Whole, Term & Juvenile Whole)

Based on Age, Tobacco Use and Term chosen

Your coverage is portable, which means it goes with you if you change jobs.
No physicals or blood work required by Aflac & rates will never increase
Coverage amounts range from $20,000 and can go up to $500,000

$25k Term Life plans can be given with NO underwriting needed, if done
within 60 days of the new employee’s hire date!!!

Y VYVYYVY

Aflac Short Term Disability - rates based off of:
Annual Pay, Amount of coverage, Benefit periods, Waiting periods and Age
Benefits pays on top of vacation or sick time and also cover maternity leave
3 or 6 months of coverage is GUARANTEED to folks who apply (aged 18-64)
MATERNITY BENEFIT is amazing(plan must be active for 10 months prior to
due date & delivery to receive robust MATERNITY payouts)

VYV VY

Accident Plan
Age Individual Individual & 1 Parent 2 Parent
Spouse Family Family
18-64 $6.87 $9.15 $10.62 $13.41

Accident Plan (Aflac Group — CAIC)
(Group - CAIC plans can only be enrolled in, during November)

Aflac PLUS Rider— guaranteed to issue!
Age Groups Individual Individual & 1 Parent 2 Parent
Spouse Family Family
18-29 $0.72 $1.35 $1.44 $1.74
30-39 $1.02 $2.01 $1.56 $2.25
40-49 $1.74 $3.30 $2.10 §3.39
50-64 $2.97 $5.67 $3.06 $5.70

*The Aflac Plus Rider(MA) can be added to a NEW Hospital plan, a Disability plan
or a NEW Accident plan(not the Group plan)*

Stephen can be reached on 617-512-6731 or email stephen_debellis@us.aflac.com
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Afiac.

Weekly Rates
Hospital Advantage Plan-Preferred—Options 1 & 2 guaranteed to issue!
Preferred Individual Individual & [ Parent 2 Parent
Spouse Family Family
18-64 - Option 1 $6.54 $9.69 $8.85 $10.95
18-64 Options 1 & 2 $8.10 $12.99 $11.85 $14.79
18-64 Options 1,2 & 3 $9.57 $15.69 $13.50 $17.49
18-64 Options 1,2,3 & 4 $11.52 $19.29 $15.54 $20.34
Options 1 & 2 are automatic; but options 3 & 4 require underwriting.
Aflac Cancer Care - Classic
Age Individual (+Dependents) Spousal (+Dependents)
18-64 $8.94 $15.78

*Wellness Benefit are $75/person & Plan protects you against 31 other diseases too*
*Plan starts off Diagnosis money as $4K for adults & $8k for kids, grows $500/every year *

Aflac Cancer Care - Premier

Age

Individual (+Dependents)

 Spousal (+Dependents)

18-64

$12.18

$21.72

*Wellness Benefit are $100/person & Plan protects you against 31 other diseases too*
*Plan starts off Diagnosis money as $6K for adults & $12k for kids, grows $500/every year *

Lump Critical Illness Plan (Aflac Group — CAIC)

(Aflac Groups - CAIC plans can only be enrolled in, during November)
On the Cape we talk about how Cancer affects a lot of people. People also worry about other
serious health events occurring like a Stroke, Heart Attack, Major Organ Transplant or Renal
Failure(end stage). Pricing for this plan is determined by these age groups, which are: 18-
29, 30-39, 40-49, 50-59 & 60-69. These events lead to debt and serious financial concern.
Aflac’s Lump Sum Critical Illness pays you from 310,000 and goes up to $50,000. You choose

your payment amoun.

MA - Dental Plans

Age Groups Individual Individual & 1 Parent 2 Parent
Spouse Family Family
Essentials = 18-70 $5.43 $9.57 $9.51 $13.68
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A :i/ ™
Name:

Contact Phone #: Best time to call
Email:
Which Bourne Department do you work at:

What State is your home address in:
Married (circle one please): YES or NO  Kids under age 26(how many)

U YES, I would like to speak more with our AFLAC representative about:

U Life Insurance
(Whole, Term& Juvenile Whole options - no physical/medical testing required)
Amounts range from $20k and got up to 8500k. Terms are 10, 20 or 30 years.

O Aflac Short Term Disability
(Pays cash to you for missing work due to sickness, out of work injury or
maternity. Pays you on top of sick time!) Ask for VALUE Rider info too!

O Accident Plan — (choose Aflac plan or Aflac Group plan)

(Pays cash to you for treatment of an accident or injury on or off the job)

O Aflac Cancer Care — Classic OR Premier
(Pays premium cash amounts to you for treatments medically or non-medically
related to cancer. Kids are covered, until age 26.)

O Hospital Advantage —

(AFLAC pays cash directly to you for hospital confinements, and the best thing
is that it will pay on top of any other hospital benefits received from other Aflac
plans too. Plan covers maternity, ER visits and surgeries. Guaranteed to Issue!

O Aflac PLUS Rider—

(Must be added to either an accident, disability or hospital plan)

(Pays thousands of dollars directly to you to instantly relieve the financial burden
of an event, like a heart attack, stroke, ms, type 1 diabetes, lyme disease, sudden
cardiac arrest and other similar issues, for you or a family member)

O CAIC - Lump Sum Critical Illness (Aflac Group - Critical Illness — CAIC)
(Plan pays $10k up to $50k for a covered Critical Illness, listed in the brochure.
We can cover a spouse and child for half of your amount. You choose your
benefit amount. You can also add Cancer coverage to this plan for an added cost.
Cost is based upon your age at enrollment time.)

O Dental — plans have very high yearly maximums. NO NETWORKS!

Plan can be paired with your other dental plan, to provide amazing coverage.

**Checking a box does not obligate you to enroll in any of this coverage - just learn more**
(J NO, I waive my right to participate in any Aflac programs this year.

Stephen can be reached on 617-512-6731 or email stephen_debellis@us.aflac.com
(you can enroll in person OR by phone with Stephen)
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BOSTON
MUTUAL

LIFIE INSURANCE

Basic Life and Accidental Death &
RN Dismemberment (AD&D) Benefit Summary

S Designed for the Employees of
FAMILY MATTERS. NO MATTER WHAT®

Town of Bourne

ELIGIBILITY & BENEFIT FEATURES

Class 1: All Full-time Active Employees working 20 hours

Basic Life and AD&D: $10,000

COST OF COVERAGE

The premium for your coverage is paid by you and your employer.

GUARANTEED ISSUE

No medical questions are required for amounts up to $10,000 for first time applicants in their initial eligibility period.

REDUCTIONS IN BENEFITS

Your benefit amount will reduce upon retirement to $5,000

* All insurance benefits shall terminate upon the employee’s termination of employment.

ADDITIONAL FEATURES

Accelerated Death Benefit: This provision enables an employee diagnosed and certified by a Doctor with a terminal illness,
resulting in a life expectancy of twelve months or less, to receive a portion of the life insurance benefit prior to death. The remaining
benefit will be paid to the beneficiary. To be eligible, the employee must have at least $10,000 in basic life coverage.

Accidental Death & Dismemberment: Dismemberment benefits are payable for loss of eyesight or limbs according to the
policy provisions. An additional death benefit is paid if death is the result of a covered accident.

Portability: If you leave your employer prior to age 60, the coverage is portable for you, your spouse under age 60 and all eligible
dependent children. You may elect to exercise this option in accordance with the provisions as defined by the policy. The coverage

would not include Waiver of Premium or AD&D.

Conversion: Employees have 31 days from the date of termination to convert their basic life insurance to an individual permanent
life insurance policy without evidence of insurability. The premium will be based on Boston Mutual’s usual rate for the insured's age
on the date of conversion. Coverage will not include Waiver of Premium or AD&D.

Waiver of Premium: If you become totally disabled prior to age 60 and remain totally disabled for the period stated in the policy,
Boston Mutual will continue your insurance without any further payment of premiums subject to the provisions of the contract.

Also Included: Education Benefit, Seat Belt Benefit, and Repatriation of Remains Benefit.

EXCLUSIONS

Under the AD&D coverage, benefits are not payable for losses caused by or contributed to by: self-inflicted injuries; suicide or
attempted suicide; riot or war; diseases; ptomaine or bacterial infection; drug and/or alcohol abuse; commission of an assault or felony
by an employee; accident while serving on active duty; travel or flight in any aircraft or device which can fly above the earth’s surface
(does not apply to commercial flights); or injury which occurred before the employee was insured by this policy. All exclusion details are
stated in the master policy and certificate which may be reviewed through your benefit administrator.

This information is a summary of benefits; this summary is not your certificate nor does it constitute coverage for claim. Any discrepancies
between this summary and the master policy will be resolved by the language issued in the master policy. For complete details of coverage
and availability, please refer to your certificate or contact your benefits administrator.

BOSTON MUTUAL LIFE INSURANCE COMPANY - 120 Royall Street - Canton, MA 02021 - www.bostonmutual.com

Policy Series GRTP 04/99 335-3924 5/18
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BOSTOIN
MUTUAL

LIFIS INSURANCIE
COMPANY"
-1891-

Voluntary Term Life and Accidental Death &

Dismemberment Benefit Summary (ssue Age Pricing)
Designed for the Employees of

FAMILY MATTERS. NO MATTER WHAT” Town of Bourne

INSURANCE ELIGIBILITY & BENEFIT FEATURES

All eligible active employees working 20 or more hours per week.

Dependent coverage is available only if the employee elects coverage. Dependents may not be insured if they are confined to a medical facility. If
the employee is not actively at work on the effective date of coverage, the insurance will become effective on the date of the employee’s return to

active employment.
Employee coverage maximum of $500,000 , sold in increments of $10,000 . Coverage cannot exceed 5 times base annual salary.

Spouse coverage: Life and AD&D maximum of $100,000 , sold in increments of $5,000 . Coverage cannot exceed 50 %
of employee coverage amount elected.

Child coverage: Life only Age 14 days to 1 year: $1,000
Age 1 to 26 years: $10,000

A spouse or child who is also an employee cannot be insured as a dependent. If both spouses are insured as employees of the same group, their
children can be insured as dependents of one spouse only.

COST OF COVERAGE

The premium for your coverage is paid by you.

This plan utilizes Boston Mutual’s issue age billing option. Issue age billing means that employees and spouses enroll and are billed based on their
age band as of the effective date of coverage. Once enrolled, employees and spouses remain in the age band they were originally issued at with
Boston Mutual.

After the initial rate guarantee period, the group is subject to an annual review and possible rate changes.

GUARANTEED ISSUE

No medical underwriting will be required unless you apply for coverage over the Guaranteed Issue amount, apply beyond the initial
31 day eligibility period, or have been previously declined coverage by Boston Mutual.

Guaranteed Issue Amounts

AGE EMPLOYEE SPOUSE
Under Age 60 $100,000 $30,000
Ages 60-69 $50,000 $20,000
Ages 70 and Over $10,000 N/E

All life insurance coverage for dependent children is guaranteed issue if applied for during the initial 31 day eligibility period.

REDUCTIONS IN BENEFITS

Employee coverage reduces upon the attainment of age 70 and periodically thereafter in accordance with the following schedule:

to 65 % of the original benefit at age 70 to 25% of the original benefit at age 85
to 50 % of the original benefit at age 75 to 20% of the original benefit at age 90
to 35 % of the original benefit at age 80 to 15% of the original benefit at age 95

Spouse insurance terminates upon the attainment of age 70 . Dependent children coverage terminates upon notice that all dependent

children are no longer eligible. All insurance benefits shall terminate upon the employee’s retirement.
see other side

BOSTON MUTUAL LIFE INSURANCE COMPANY - 120 Royall Street . Canton, MA 02021 - www.bostonmutual.com

Policy Series GRTP 04/99 335-4845 3/21
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ADDITIONAL FEATURES

Accidental Death & Dismemberment: The Voluntary Life Insurance benefit is doubled if death is the result of a covered
accident. Dismemberment benefits are payable for loss of eyesight or limbs according to the policy provisions.

Portability: If you leave your employer prior to age 60 , the coverage is portable for you, your spouse under age 60 and all
eligible dependent children. You may elect to exercise this option in accordance with the provisions as defined by the policy.
The coverage would not include Waiver of Premium or Group Voluntary AD&D.

Conversion: Employees have 31 days from the date of termination to convert the voluntary life insurance to an individual
permanent life insurance policy without evidence of insurability. The premium will be based on Boston Mutual's usual rate for
the insured's age on the date of conversion. Coverage will not include Waiver of Premium or Voluntary AD&D.

Waiver of Premium: If you become totally disabled prior to age 60 and remain totally disabled for the period stated in the
policy, Boston Mutual will continue your insurance without any further payment of premiums subject to the provisions of the
contract.

Accelerated Death Benefit: This provision enables an employee diagnosed and certified by a Doctor as having a terminal
iliness, resulting in a life expectancy of twelve months or less, to receive a portion of the life insurance benefit prior to death.
The remaining benefit will be paid to the beneficiary. To be eligible, the employee must have purchased at least $10,000 in
voluntary life coverage.

Also Included: Education Benefit, Seat Belt Benefit, and Repatriation of Remains Benefit. These benefits pertain to the accidental
death & dismemberment only.

EXCLUSIONS

Under the AD&D coverage, benefits are not payable for losses caused by or contributed to by: intentionally self-inflicted injuries;
suicide or attempted suicide; riot or war; diseases; ptomaine or bacterial infection; drug and/or alcohol abuse; commission of an
assault or felony by an employee; accident while serving on active duty; travel or flight in any aircraft or device which can fly above
the earth's surface (does not apply to commercial flights); or injury which occurred before the employee was insured by this policy.
All exclusion details are stated in the master policy and certificate which may be reviewed through your benefits administrator.

This information is a summary of benefits; this summary is not your certificate nor does it constitute coverage for claim.
Any discrepancies between this summary and the master policy will be resolved by the language issued in the master policy.
For complete details of coverage and availability, please refer to your certificate or contact your benefits administrator.

BOSTON MUTUAL LIFE INSURANCE COMPANY - 120 Royall Street - Canton, MA 02021 - www.bostonmutual.com

Policy Series GRTP 04/99 335-4845 3/21
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TOWN OF BOURNE VOLUNTARY TERM LIFE AND AD&D RATES

Must have Basic Life to sign up for Optional Life

GUARANTEED ISSUE AMOUNTS

BASIC PLAN = $10,000 COVERAGE AT AN EMPLOYEE COST OF $3.60/MONTH AGE Under 60 60-69
Employee $ 100,000 $ 50,000
Spouse $ 30,000 $ 20,000
MONTHLY PREMIUM Dependent $ 5,000
IVIontr_‘lly
TR
Age [tooo 10,000 (20,000 |30,000 |40,000 |50,000 (60,000 (70,000 (80,000 (90,000 |**7100,000**
<35 $0.11 |$1.10 $2.20 $3.30 $4.40 $5.50 $6.60 $7.70 $8.80 |$9.90 $11.00
35-39 $0.14 |$1.40 $2.80 $4.20 $5.60 $7.00 $8.40 $9.80 $11.20 |($12.60 $14.00
40-44 $0.21 1%2.10 $4.20 $6.30 $8.40 $10.50 |$12.60 |$14.70 $16.80 |$18.90 $21.00
45-49 $0.30 |$3.00 $6.00 $2.00 $12.00 |$15.00 ($18.00 [%$21.00 $24.00 |($27.00 $30.00
50-54 $0.48 |%4.80 $9.60 $14.40 [$19.20 |$24.00 ([$28.80 [$33.60 $38.40 |$43.20 $48. 00
55-59 $0.72 |$7.20 $14.40 |($21.60 ([$28.80 |$36.00 |($43.20 |$50.40 $57.60 |[$64.80 $72. 00
60-64 $0.96 |$9.60 $19.20 |$28.80 [$38.40 [$48.00 |$57.60 |[$67.20 $76.80 |$86.40 $96. 00
65-69 $1.65 |[$16.50 |$33.00 |$4950 |$66.00 ($82.50 ([$99.00 |$115.50 | $132.00 |$148.50 $165.00
70-74 $2.90 ($29.00 |$58.00 |$87.00 |$116.00 [$145.00 [$174.00 |$203.00 | $232.00 |$261.00 $290. 00

***EMPLOYEE MUST HAVE COVERAGE IN ORDER TO INSURE SPOUSE AND/OR CHILDREN****

" EMPLOYEE LIFE & AD&D = $10,000 TO A MAXIMUM OF $400,000 (NOT TO EXCEED 5 TIMES SALARY)

* SPOUSE LIFE & AD&D = $5,000 TO A MAXIMUM OF $75,000 (NOT TO EXCEED 50% OF EMPLOYEE BENEFIT)

Applicants requesting insurance amounts over the guaranteed issue amount will require an Evidence of Insurability Form and Authorization to
Release Medical Information. These forms will need to accompany the application .
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* DEPENDENT (LIFE ONLY) = $500 AGE 14 DAYS TO 1 YEAR; $5,000 AGE 1 YEAR TO AGE 19 OR 25 IF FULL TIME STUDENT ($.95/MONTH)
" DEPENDENT CHILD(REN) - (LIFE ONLY) COVERAGE ALL GUARANTEE ISSUE




457b Deferred Compensation (Town Employees)

e Empower
e VOYA

403b Annuities (School Employees)
e VOYA/Plan with Ease

How do | make an informed decision?

These services are completely optional and are not subsidized by the Town. All the
above listed services can be paid for through payroll deductions. For additional
information, please contact the following sales representatives who work closely
with the Town:

Empower 457b Plan (Town)

Sylvia Connor has retired. Please contact the Human Resource office for our new
representatives information

https://participant.empower-retirement.com/participant/#/login

VOYA 457b Plan (Town)
Frank Leonard
frank@heritageretire.com
(781) 796-9859

https://www.voya.com/

VOYA/Plan with Ease 403b Plans (School)
See the list on page 48
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ENROLLMENT FORM:

Blue Cross Blue Shield
(Medical and Dental)

Please use the following
enrollment/change form for all actions
related to the Blue Cross Blue Shield

Medical and Dental Plans.
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Please Read the Instructions )
Before Filling Out This Form. Enrollment and Change Form

Please TYPE OR PRINT CLEARLY using blue ' Please mail to: P.O. Box 986001
or black ink to avoid coverage delay or type in information Boston, MA 02298 or fax to 1-617-246-7531

1. To Be Filled Qut by Your Employer

Company Current Medical Group #: Medical Group #, Transferring To
Name  TOWN of Bourne
Current BCBS ID #, If any | Requested Effective Date Date of Hire Current Dental Group #: Dental Group #, Transferring To
MM DD YYYY MM DD YYYY
Type of "Transaction Remarks: (i.e., qualifying event for a new
AADD 9 CANCEL add, change to family or other lnstructlon.)
O CHANGE Three digit I:I I:I I:I 3 Open Enroliment | Change to Family |3 Loss of Coverage (HIPAA Continuation of Coverage Letter Required)
O TRANSFER  termination code O New Hire 0 Add Spouse (7 Other:
J COBRA 3 Add Dependent ther:
2. Yourself (Member 1)
What 3 Access Blue O Blue Medicare Rx (Part D) (3 HMO Blue New England (3 Network Blue | Membership Type Membership Type
products? (J Blue Choice O Dental Blue 3 Managed Blue for Seniors (3 PPO (Medical) (Dental)
3 Blue Choice New England (3 HMO Blue 3 Medex (Group) O Saver Blue O Individual (O Family |3 Individual (JFamily

Your First M.L Last Sex Date of Birth
Name Name
Street Address/ Apt. # City/ State Zip Code
PO. Box # Town
Home Cell Email
Phone ( ) Phone ( )

Social Security # Other Insurance?* |Other Insurance _ity / State

(REQUIRED)! YO/NO Company Name

PCP ID # Name of City / State Is this your current PCP?

(see instructions) PCP YO/NO
Are you covered | Part A Effective Date Part B Effective Date Part D Effective Date Medicare # 065+ I Disabled O ESRD
by Medicare?? If Retired,
YO/NO . - . tively i Dat

MM DD YYYY | MM DD YYYY |MM DD YYYY | Actively Working? YOO /N O atc
Please Check One: 0 Spouse 3 Domestic Partner 3 Divorced Spouse (court ordered) |Plan Type: [ Medical [ Dental

First M.L Last Sex Date of Birth
Name Name

Social Security # Phone Other Insurance?' | Other Insurance City / State

(REQUIRED)' ( ) YO/NO Company Name

PCP ID # Name of City / State Is this your current PCP?

(see instructions) pPCP YO /NO
Are you covered | Part A Effective Date Part B Effective Date Part D Effective Date Medicare # 065+ O Disabled OESRD
by Medicare?? If Retired,
YO /NO MM DD YYYY | MM DD YYYY | MM DD yyyy | Actively Working? Y /N | Date
4. Your Eligible Dependents (Member 3, 4, and 5)
Dependent’s First Name M.L Last Sex Date of Birth
3.) Name

Social Security # PCP ID # (see Name of

(REQUIRED)! instructions) PCP
Is this your current PCP? YOO / NO | Full-time student and aged 19 or older 3 Disabled and aged 26 or older O Plan Type: (3 Medical (3 Dental
Dependent’s First Name M.L Last Sex Date of Birth
4.) Name

Social Security # PCP ID # (see Name of

(REQUIRED)! instructions) PCP
Is this your current PCP? YOO / NO Full-time student and aged 19 or older T Disabled and aged 26 or older (3 Plan Type: O Medical (3 Dental
Dependent’s First Name M.L Last Sex Date of Birth
5.) Name

Social Security # PCP ID # (see Name of

(REQUIRED)! instructions) PCP
Is this your current PCP? YO / NO Full-time student and aged 19 or older J  Disabled and aged 26 or older O | Plan Type: (O Medical O Dental
Please check if you are using separate forms for additional dependent children [} "Total # of dependents:
5. Personal Savings Account
[LJHSA: Health Savings Account Start Date End Date %E%érf;gﬂcég}l‘)s“f%tr ﬁﬁ}ﬁ%;fj $
[ FSA: Health Flexible Spending Account Start Date End Date Health: $
[JFSA: Dependent Care Reimbursement Account | Start Date End Date Dependent Care: $
6. Signature (Employer & Employee)
The information here is complete and true. I understand that Blue Cross and Blue Shield will rely on this information to enroll me and my dependents or to make changes to my
membership. [ understand that I should read the subscriber certificate or benefit booklet provided by my employer to understand my benefits and any restrictions that apply to my
health care plan. I understand that Blue Cross and Blue Shield may obtain personal and medical information about me to carry out its business, and that it may use and disclose that
information in accordance with law. I acknowledge that I may obtain further information about the collection, use, and disclosure of my information in “Our Commitment to
Confidentiality,” Blue Cross and Blue Shield’s notice of privacy practices.
Employee’s Signature Date Employer’s Signature Date

1. REQUIRED: Under the Affordable Care Act, we are required to collect the Social Security number for you and any dependent enrolling in your plan.
2. If you have not indicated Y or N regarding your Medicare or other insurance status, you may receive a follow-up questionnaire.
Blue Cross Blue Shield of Massachusetts is an Independent Licence of the Blue Cross and Blue Shield Association. 58



ENROLLMENT FORM:
EYEMED VISION

Please use the following
enrollment/change form for all actions
related to the EyeMed Plan.
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Enrollment/Change Form

Please print and complete all sections.
See instructions below.
Underwritten by Fidelity Security Life Insurance Company of
Kansas City, Missouri

EMPLOYER INFORMATION: To be Completed by Employer

Group Employer Name Location Code | Division Code | Client Co Code | Effective Date
Number

9905407 TOWN OF BOURNE

EMPLOYEE INFORMATION A: Add (enroll) T: Terminate C: Change (change of name, address or phone)
OADD Sex | Member ID Last Name (Employee First Name M.I. Date of Birth
OTERM OM or subscriber)

ocac | HF

Social Security Home Street Address City/State/Zip Home Phone
Number ( )

FAMILY INFORMATION (Only those eligible may be enrolled.) A: Add (enroll) T: Terminate
C: Change (change of name)

OA Sex Last Name (spouse) First Name M.I. | Date of Birth | Social Security
aT OM Number
ac OF
OA Sex Last Name (dependent) First Name M.I. | Date of Birth | Social Security
aT OM Number
ac OF
OA Sex Last Name (dependent) First Name M.I. | Date of Birth | Social Security
aT OM Number
ac OF
OA Sex Last Name (dependent) First Name M.I. | Date of Birth | Social Security
aT OM Number
ac OF
OA Sex Last Name (dependent) First Name M.I. | Date of Birth | Social Security
aT OM Number
ac OF
OA Sex Last Name (dependent) First Name M.I. | Date of Birth | Social Security
aT OM Number
ac OF
Employee Signature: Date:

Instructions:
Employer name: Legal name of the employer. Family Information: List only eligible family members who are enrolling.
Group Number: Provided by EyeMed or EyeMed representative. Dependent eligibility is the same as employer’s health plan.
Location code: Optional field for employers to track multiple locations. (A) Add: Open (group) enrollment or new (individual) enrollment during the
Effective date: Date set by employer in accordance with EyeMed proposal. contract period.
Employer also sets effective date for new adds during contract period. (T) Terminate: To terminate enrollment.

(C) Change: A change of name, employee address or employee phone.
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FITNESS REIMBURSEMENT FORM:

Please use the following form for
application of reimbursement from Blue
Cross Blue Shield for your fitness
membership/program.
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I ® l@

MASSACHUSETTS

FITNESS REIMBURSEMENT REQUEST

Please print all information clearly. To verify that this reimbursement is offered within your plan, or for more information,
you can sign in to MyBlue at bluecrossma.org or call the Member Service number on your ID card.
All fitness reimbursement requests must be submitted by March 31 of the following year.

Subscriber Information (Policyholder)

Identification Number on Subscriber ID Subscriber's Last Name First Name Middle Initial
Card (including first 3 characters)

Address — Number and Street City State ZIP Code

Employer's Name

Claim Information

Member's Last Name First Name Middle Initial Date of Birth

—

Claim is for (choose one and color in Name, Address, and Phone Number of Qualified Fitness Expense
the entire box):

Subscriber (policyholder)
Spouse (of policyholder)
Ex-Spouse

Dependent (up to age 26) Total Dollars requested for Qualified Fitness Expense: $

Other (specify): Calendar year that fees were paid:

Blue Cross Blue Shield of Massachusetts will make a reimbursement decision within 30 calendar days of receiving a
completed request form. Reimbursement is sent to the member's address on file with Blue Cross. Reimbursement may
be considered taxable income, so you should consult your tax advisor.

Certification and Authorization (This form must be signed and dated below.)

| certify that the information provided in support of this submission is complete and correct, and that | have not
previously submitted for these services. | enrolled in the qualified program with the full intention of using such program.

| understand that Blue Cross Blue Shield of Massachusetts may require proof of payment for a reimbursement decision.

| authorize the release of any information about my qualified fitness program to Blue Cross Blue Shield of Massachusetts.

Subscriber’s or Member’s Signature: Date: ___/

Y

Complete this form and mail it to:
Blue Cross Blue Shield of Massachusetts,
Local Claims Department,

PO Box 986030, Boston, MA 02298

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual
orientation, or gender identity.

ATTENTION: If you don't speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).
ATENCION: Si habla espaol, tiene a su disposicién servicios gratuitos de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarj ta de identificacién (TTY: 711).
ATENGAO: Se fala portugués, sao-lhe disponibilizados gratuitamente servigos de assisténcia de idiomas. Telefone para os Servigos aos Membros, através do ndmero no seu cartéo ID (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association. 000891752 (2/22)
©®” Registered Marks and TM Trademarks are the property of their respective owners. © 2022 Blue Cross and Blue Shield of Massachusetts, Inc.,, or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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Please deliver all completed forms to
the Bourne Human Resource Office by
4:30 PM on May 15, 2024

Human Resources
24 Perry Avenue

Buzzards Bay, MA 02532

Questions or Concerns?
0: (508) 759-0600 x1306
C: (774) 3131938

ezarcaro(@townofbourne.com

This document is intended to provide general
information only. Please visit the provided
websites or listed contacts for specific
information about the plan you are interested in.
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