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I. INTRODUCTION

This Is an advisory interest arbitration proceeding pursuant to AS

23.40.200(g). The Kenai Peninsula Educational Association (KREA or Association) and

the Kenai Peninsula Educational Support Association (KPESA or Association) are the

exclusive bargaining agents for teachers and support employees, respectively, within

the Kenai Peninsula Borough School District (KPBSD or District). The previously

negotiated agreements between the Associations and the District covered three years

beginning July 1, 2012 and ending June 30, 2015. The parties entered into negotiations

for a successor agreement in February 2015. The parties engaged in negotiations that

resolved many of the areas in dispute. However, several contract articles were

unresolved and the parties moved the dispute to advisory interest arbitration.

The Associations represent two bargaining units composed of a total of

approximately 1,174 certificated staff and support staff. KPEA is composed of

approximately 673 certificated staff employed by the District. KPESA represents

approximately 501 support employees. Several proposals of the KPESA and KPEA

mirrored each other in the language offered. The District operates 44 elementary and

secondary schools with an enrollment for the 2014-2015 school year of 8,974 students.

The District is located in southeast Alaska that covers 25,600 square

miles. School buses travel 7,708 miles every day transporting students throughout the

District. The District is the largest employer on the Kenai Peninsula. The District offices

are located in Kenai, Alaska.
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^  "• STANDARDS FOR ADVISORY ARBITRATION

This advisory arbitration is conducted under AS 23.40.200(g). The statute

outlines certain requirements for the arbitrator selection. The statute is silent with

respect to the standards used in formulating an advisory arbitration award. I will use

several of the traditional standards for advisory interest arbitration that include cost of

living, comparability, ability to pay, and ability to attract and retain qualified personnel.

Your Arbitrator has carefully reviewed and evaluated ail of the evidence

and argument submitted by the parties pursuant to the well-recognized criteria. Since

the record in this case is so comprehensive, it would be impractical for your Arbitrator in

the Discussion and Recommendations to restate every piece of evidence, testimony,

and argument presented. However, in formulating the Recommendations, your advisory

Interest Arbitrator did give careful consideration to all of the evidence and argument

placed into the record by the parties. I will discuss and make findings on each of the

issues separately.

For comparison purposes, both parties referred to the school districts of

Anchorage, Fairbanks, Juneau, and Mat-Su. One of the major concerns of the District

was the veto by Governor Bill Walker of an education bill, which resulted in cuts to state

spending for schools. The District's revenue loss from the funding formula cut was

$444,812, compounded by a $655,072 reduction in pupil transportation funding, for a

total revenue loss of $1,099,084 to the FY 17 budget. It is against this backdrop that the

District reviewed and analyzed the issues and evidence presented at the advisory

interest arbitration.



III. ISSUES

The issues submitted for the advisory interest arbitration are as follows:

Issue 1. Health Care 3

Issue 2. Salary and Wages 13

Issue 3. Other 22

IV. ISSUE 1: HEALTHCARE

A. Background

The health care provision for the KPEA is found in Section 210 of the

Collective Bargaining Agreement (CBA). The health care program for KPESA is

included in Article 27 of the CBA. The Districts health care program is self-funded. The

amount each party is required to contribute for health insurance is set in the CBAs. The

FY 15 agreement required the District contribute 85% of the premium and the employee

15% of the total premium. The parties' CBA for 2012-2015 required the District to pay

$1,590.45 per month per employee. The employees pay $275 per month or $3,300 per

year for the cost of health insurance.

During the prolonged period of negotiation, the District rolled over its

health care proposal for 2015-2016 to 2016-2017 with an implementation date of

January 1, 2017. The District estimated its health care cost for FY 2016 at over $27.27

million. The District has proposed a four-year agreement with substantial changes to the

health care program. The Associations proposed a two-year agreement. The

Associations proposed to continue the traditional health care program with the addition

of a High Deductible Health Plan (HDHP). The District also proposed the addition of a

HDHP for FY 17.

3  ̂



5

B. The District

The District's proposals are based on its concern for the ever-increasing

cost of the current health care plan. From FY 13 to FY 14, the insurance cost increased

by $1.6 million. From FY 14 to FY 15, the increase was almost $2.1 million. From FY

15 to FY 16, the estimated increase will be almost $2.17 million. From FY 16 to FY 17,

the District estimated the increase for the status quo of the Traditional Health Plan to be

over $2.4 million. That would bring the total cost for health plans to over $27.27 million.

From FY 12 to FY 17, the Districfs contribution for the plans cost would have increased

by over 55%, from $13,380 per year per employee to $20,770 per year per employee.

The District submits that its health care proposals are essential to the fiscal

health of the District, to the guarantee of employee health care options, and to the

maintenance of programs and jobs. The Districfs last best offer provided a soft landing

to employees if implemented by January 1, 2017. The cost of annual increases of over

$2 million per year in health care costs is a situation that is untenable.

The Associations' proposals are nothing more than a continuation of the

status quo traditional health plans with the corresponding, rapidly increasing cost. The

District also rejects the Associations' claim that the Associations accepted the Districfs

initial health care proposal for FY 16. The District referred to the Association^ actions

as a "sham acceptance."

In sum, the District has been frank and unapologetic as to its intent to

decrease the cost of a self-insured plan, and to provide cost containment in its health

care options to its employees. Thus, the Arbitrator should recommend the
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establishment of caps on insurance liability for the District for FY 18 and FY 19. Withoil

a cap, there is no incentive for the employees to reduce health care costs.

C. The Associations

KPEA and KPESA's final insurance proposals dated April 1, 2016

accepted the District's February 9, 2015 offer with three noted exceptions. According to

the Associations, the District's health insurance last best offer strays far from its opening

approach.

The Arbitrator should reject the Districts proposal to remove the 50/50

share for costs above the cap to a percentage cost share as a step backward. The

parties adopted a recommendation by arbitrator Kathryn Whalen in her 2012 award to

implement a 50/50 share for costs above the cap to a percentage cost share. The

District provided no fair rationale to change from the current easy and predictable ^

method of an 85/15 cost sharing to a cap. According to the Associations, the Districts

presentation is a means of punishing the Associations for not taking cost-cutting

measures. Fairbanks School District does not use a cap. The Districts proposal would

burden employees with premium increases that many members would be unable to

afford.

In a matter of two years, the District attempts to increase the annual

employee's cost for health insurance from the current $3,300 to $8,264, or an increase

of 150%. This is a blatant attempt to cost shift an unprecedented amount to the

employee's pocketbook. This major cost shifting is made at the same time the District

proposes a zero increase to the employee's salary. It is also an attempt to force

employees into no other option than choosing the HDHP, creating a false choice. No
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Other District has taken such a calculated move to burden employees with shouldering a

150% Increase in their contribution for health insurance coverage.

The District over-estimates the annual health care costs in its budget

because it failed to take into account that over 70 KPEA and KPESA employees are

funded through grants for the entire cost of their salaries and benefits. The salary and

benefit costs for employees paid through grants do not come out of the general fund

budget. This inflated the amount totals by approximately $1.3 million. At no time has

the District ever claimed that It has an inability to pay. The Associations submit that

what the District seeks through its health insurance proposal goes too feir to shift the

cost of insurance to the employees.

For all of the above-stated reasons, the Arbitrator should recommend a

two-year agreement, retroactive to June 1, 2015 that includes retention of the 85/15

split, allowing dual non-District covered employees to opt out for FY 17, and reducing

coverage for new hires to those who work 30 hours or more per week for FY 17.

D. Discussion and Findings

The Arbitrator finds that neither proposal should be adopted in its entirety.

I will recommend the Districts proposal be adopted with modifications. While I agree

with the District's attempt to lower health care costs, the proposals go too far, too fast, to

shift the additional cost of health care onto the employees. This is particularly true when

the District's salary offer for FY 16 is essentially a freeze on wages. For teachers who

completed the work calendar for FY 16, they would receive a $750 signing bonus that

would Qsi be added to the salary schedule. For FY 17, FY 18, and FY 19, teachers

would receive a 1% increase that would not be added to the salary schedule.
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The Associations' proposal is essentially to retain the status quo for two

years. It does zero to alleviate the rising costs of the health care program to the District.

The time has come for employees to recognize that cost containment provisions must

become a part of the contract. In light of the District's stated intent that it needs to

decrease the cost of the self-insured plan, and to provide cost containment options to its

employees, I will not burden this Recommendation with an extensive review of the

proposal. I also reject the Associations' assertion that the Associations agreed to adopt

the District's offer dated April 1, 2016. The purported acceptance came with several

major exceptions so that the Associations' position can only be viewed as a

counteroffer. The District did not accept the Associations' counteroffer and

characterized the Associations' position as a "sham acceptance." While I will not go so

far as to label it a sham acceptance, there is no doubt that the Associationsf purported

acceptance constituted a counteroffer.

This Arbitrator will be recommending in the duration issue a three-year

agreement. The two-year agreement proposed by the Associations makes little sense

when the parties are into the second year of the contract. The parties should not be

placed in a position of tuming right around and entering into negotiations for a successor

agreement. The Districtfs proposed four-year agreement is not acceptable in a period of

economic flux.

The parties recognize that FY 16 has passed and that the hope of health

care cost savings could not be accomplished in FY 16. I will recommend that double-

covered employees will be allowed to opt out of the District's plan while remaining

covered as a spouse or dependent of another employee covered by the plan. I will



recommend, pursuant to the District's proposal, that the implementation of the HDHP be

set for January 1, 2017 to meet the reality that no such plan is available at the present

time. The same holds true for the opt-out provisions, and other cost saving measures.

RECOMMENDATIONS

This Arbitrator recommends that the Health Care language shall be

amended as follows:

210 HEALTH CARE/ARTICLE 27

The District health care program is self-funded. Program costs are solely a product of
administrative expenses and actual claims experience as reported in the District's final
annual GAFR.

A Health Care Program Committee (HCPC) shall be composed of four (4)
representatives selected by the Kenai Peninsula Education Association, three (3)
representatives selected by the Kenai Peninsula Education Support Association, one
(1) representative selected by the Kenai Peninsula Administrator Association, and three
(3) current employee representatives selected by the Superintendent. The Health Care
Committee shall select a chairperson from its membership. The Plan Administrator and
Benefits Manager are non-voting advisors to the committee. The HCPC shall select a
chairperson from its committee of voting members.

A quorum for the meetings shall require no fewer than nine (9) committee members.
The Health Care Program Committee will conduct a formal vote on any matter that
could impact the cost or benefits of the health care program or on any matter that
would require a change in the summary plan description. Formal votes shall require an
eighty percent (80%) vote of the total voting committee members to pass.

The committee shall annually review by-laws in September of each year unless the
committee deems that an alternate time would be better. The committee will meet
monthly unless this is changed by the committee members in accordance with the
committee's by-laws.

The Health Care Program Committee shall be empowered to determine health care
benefits different from benefits in the plan in place on July 1, 2015. The committee will
determine and control the health care program for all District employees covered by
the program during the term of this agreement including but not limited to the

8



following: benefits and coverage provided, cost containment measures, preferred

provider programs, co-payment provisions, evaiuating other health insurance

programs, and impiementing any weilness measures it deems beneficial to employees
and the health care program. The District shaii not be required to adopt changes made

by the HCPC, which would result in violations of established laws or regulations.

The Heaith Care Program Committee shaii be advisory to matters reiated to Broker
seiection. Third Party Administration and Stop-Loss insurance.

The District shaii not be required to adopt changes made by this committee, which
wouid resuit in vioiations of established laws or regulations.

The District agrees to work with the Heaith Care Program Committee to provide
reasonabie time for meetings and provide adequate support, including an expert
health care consultant for plan design. Administrative leave will be provided for ail
participants.

Members who have aitemative health insurance coverage meeting the minimum ACA
requirements may elect to waive their entitlement to District provided health insurance
coverage. Aitemative health insurance coverage shall not include District provided
coverage, which the member is entitled to by reason of his/his status as a spouse or
dependent of a District employee who is covered by the District's heaith insurance
pian. This provision will become effective no earlier than January 1,2017.

Traditional

Health Plan

(85/16)

High Deductibie

Health Plan

(90/10)

Deductible $200 / Individual
$600 / Family

$1,500 / Individual
$3,000 / Family

Out of Pocket

(Not including deductible)

$1,000 / Individual
$3,000 / Family

$2,000 / Individual
$4,000 / Family

Health Reimbursement

Arrangement (HRA)

None $750 /Year

Total District dollar share of health plan costs is based on the negotiated District
percentage as appiied to actual plan costs. The District will make contributions to the

health care program for each participant on a 12-month basis as follows:
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FY 17, FY18. Traditional Health Plan 85% per eligible employee per month.

High Deductible Plan 90% per eligible employee per month.

In FY18,the District's contribution to the Traditional Health Plan shall be no more than
$1731.45/month. If the total premium exceeds the cap, the District and employees will
share the cost over the cap 50/50.

In FY18,the District's contribution to the High Deductible Health Plan shall be no more
than $1645.61/month. If the total premium exceeds the cap, the District and empbyees
will share the cost over the cap 50/50.

The District will independently calculate its contribution amount separately for both
Traditional Health Plan and the High Deduclble Health Plan and report the amounts to
the health care committee.

Total employee dollar share of health plan costs is based on the negotiated employee
percentage as applied to actual plan costs. Employee participants will be responsible
to the health care program on a 12-month basis as follows:

FY 17, FY 18. Traditional Health Plan 15% per eligible employee per month.
High Deductible Plan 10% per eligible employee per month, in FY 18, the employee's
contributions are subject to the District's contribution caps set forth above and cost
sharing of 50/50 if the premium exceeds the caps.

The health care subcommittee comprised of KPEA, KPESA, and KPAA HCPC
representatives, shall determine the employee contribution amount separately for both
the Traditional Health Plan and the High Deductible Health Plan. The formula to
calculate the rate, established by KPEA/KPESA bargaining team is set out in Appendix
A.

Health Care Reserve Account: A separate employee health care reserve account shall

be established and maintained. The initial amount in this account as of July 1, 2012
was $1,246,835. Any interest gained on this account shall be retained in this account.

$750,000 of the employee health care reserve account shall be set aside for use at

year-end for payment of the employee portion of program costs that exceed employee
deposits. If the employee health care reserve falls below $750,000, an amount needed

to replenish the fund to $750,000 will be calculated by the sub-committee and added

to the employee's annual rate in the following year. Any amount in the employee
health care reserve exceeding the $750,000 balance will be used to offset future

employee costs as determined by the sub-committee.

Sub Committee - The Association health care committee representatives (KPEA,

10



9^11
KPESA, and KPAA) will have the authority to address the usage of any amount

remaining above the $750,000 requirement stated above. These monies can be used

to pay down the employee share of the health care employee contribution or can be

placed in the Employee Health Care Reserve account to pay down future costs or

overages.

Benefits are afforded to the employee, spouse and all eligible dependents.

As of July 1, 2017, all employees who work thirty (30) or more hours per week or at
least .75 PTE are eligible for year round health benefits and are required, as a
condition of employment, to participate in the KPBSD health plan. Any employee who
as of July 1, 2017, has been working between twenty (20) and thirty (30) hours per
week or between .50 and .75 PTE, and has previously been receiving health benefits,
shall be grand parented as eligible for health benefits for the remaining length of time
they are employed by the District. All such affected employees shall have a one-time
option to opt out of health benefit coverage before their start of employment for the
2017-2018 school year.

^Guidelines involving "qualifying event" and "pre-existing conditions" will be followed in

accordance to the health plan document.

http://www.kpbsd .k12.ak.us/employees.aspx?id-10156

The District shall maintain a "reward" system to protect the plan from inaccurate

charges by Service Providers. The District and employee shall evenly divide any

monetary benefits resulting from the correction of such charges. Errors made by the

plan administrator are ineligible for this reward.

A flexible benefit account program, under the provision of Section 125 of the Internal

Revenue Service Code, will continue.

Dental and vision benefits shall be provided separately from medical and prescription
benefits. Employees shall have the option to elect not to receive dental and vision

coverage. The cost of the dental and vision benefits shall be included in the calculation

of the employer and employee contribution amounts. The employer and employee
contributions will be the same for an employee who receives dental and vision coverage
as it is for an employee who elects not to received dental and vision coverage.

The above recommendation also applies to Article 27 of the KPESA

bargaining unit.

11 ^



V. ISSUE 2: SALARY AND WAGES

A. Background

The KPEA salary schedule is Included in Article 105 of the CBA. The

KPESA wage schedule is located in Article 16 of their CBA. The fiscal year 2015 wage

schedules for both groups of employees were automatically rolled over for FY 16 as part

of the status quo.

The parties have widely divergent positions on the salary and wage issue.

The Associations are seeking a two-year agreement with an increase of 1.5% for FY 16

and 1.0% for FY 17, if the state's Basic Student Allocation (BSA) increases by $50.

Subsequent to the arbitration hearing, Governor Walker vetoed half of the $50 BSA

increase with additional reductions in pupil transportation. The impact of Govemor

Walker's veto on the Associations' salary proposal for FY 17 is a .5% reduction in their

offer.

The District countered with a proposal for a four-year contract. The District

offered to provide employees with step movement and column placement for FY 16. In

addition, the District proposed a payment of $750 (TRS eligible) to be paid to teacheis

who completed their FY 16 work calendar, with an additional $250 to those teachers at

the longevity step. In FY 17, FY 18, and FY 19, teachers would be paid an additional

1% (TRS eligible) of that salary schedule amount. It was the Districfs position that the

$750 proposed for FY 16 would be off the salary schedule as well as the 1% increase

proposed for FY 17, FY 18, and FY 19. The same wage offer was made to KPESA.

12



B. The Associations

The Associations begin by pointing out that its 1.5% salary schedule

increase for FY 16 followed by a .5% increase for FY 17 is reasonable and within the

ability of the District to pay. According to the Associations, the members of the teacher

bargaining unit lag behind the four other comparative districts In salary. In addition, the

requirements for Kenal teachers to advance on the salary schedule are more restrictive

than In the other districts. The Associations submit other districts have not allowed their

budgetary concems to interfere with their willingness to fairly compensate their

employees. It Is past time for Kenal to honor Its employees by providing a slight

Increase to the salary schedules.

in 2014, the legislature funded a study that shows Kenal teachers required

a 14% salary Increase In order to be comparable to Anchorage teachers. Several of the

comparable districts have recently bargained contracts that all provide for modest

Increases. In FY 16, the Anchorage teachers received a 1% Increase on the salary

schedule, Fairbanks received a 1.75% salary increase, and Mat-Su received a 1.25%

salary schedule Increase. For FY 17, the Juneau teachers negotiated a .5% Increase,

the same as the Association Is seeking. The employees in the comparable districts are

not receiving Increases that are off the salary schedules, nor should Kenal employees

be required under comparable circumstances to have such a recommendation made.

The Association is seeking a modest increase, which is in line with what employees In

other comparable districts received.

The Arbitrator should reject the District's salary proposals as not

reasonable or supported by the comparators. According to the Associations a 2% wage

13



increase is needed to maintain a cost of living standard over the two-year duration of the

CBA. When compared against the four other districts, it was readily apparent that KPEA

and KPESA's salaries lagged behind the other four. The District has the ability to pay

the modest increases proposed by the Associations. It is necessary to adopt the

Associations' position in order to recruit new employees, to attract competent and

experienced employees, and retain current employees.

For all of the above-stated reasons, the Arbitrator should recommend the

adoption of the Associations' proposals on the wage issue.

C. The District

The District's last best salary proposal continued the rollover of the FY 15

salary schedule with step movement and column placement for FY 17, FY 18, and FY

19. For FY 16, the District proposed a payment of $750 (TRS eligible) would be paid to

teachers who completed the FY 16 work calendar, with an additional $250 to those

teachers at the longevity step. The $750 would be off the salary schedule.

The District's last best salary proposal would retain the FY 15 salary

schedule for FY 16. The District's proposal would allow step movement and column

placement for eligible employees. The FY 15 salary schedule has automatically rolled

over to FY 16 as part of the status quo, the District proposed the payment of $750 to.

(TRS eligible) bargaining unit members who completed their FY 16 work calendar. In

FY 17, FY 18, and FY 19, members would be paid an additional 1% of their salary

schedule amount. That 1% would be off the salary schedule and would not compound

on the schedule each year. The total general fund increase for both Associations would

be almost $1,040,000. The District's 1% off the schedule payments in FY 17, FY 18,
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and 19 are estimated to Increase the budgeted KPEA general fund salaries by

approximately $500,000 in each of the fiscal years, after step increases. The District's

1% off the schedule payments to KPESA employees in those three fiscal years

increases the budgeted general fund salaries by approximately $250,000 each year,

after step increases.

When Govemor Walker vetoed the school budget bill, the resulting loss to

Kenai's funding was $1.1 million. The District has costed out KPEA's FY 16 1.5% salary

schedule increase in the general fund at $748,312, including benefits. The District has

costed out KPEA's FY 17 salary schedule increase of 1% at $513,675, excluding

benefits, and $587,182 with benefits.

The critical distinction between the District's last salary proposal and that

of the Associations is the cumulative impact of KPEA's salary schedule increase. The

cumulative salary cost increases to implement KPEA's proposal over the life of the

contract constitutes a cost increase of almost $1.5 million. With projected flat enrollment

and the legal obligation to balance its budget, the KPEA proposal would have to be

funded from the general fund balance, or from reductions in programs and operations.

KPEA's proposal ignores the lost opportunity for health plan cost savings proposed by

the District.

Tuming to KPESA's last best proposal, the District's cost estimate for FY

16 salary schedule increase of 1.5% is $351,908, including benefits. The Arbitrator

should reject the Associations' costing of the proposai as incorrect because it is based

on faulty assumptions. The cumulative amount of the salary cost increases over the

period of the two-year contract wouid be $927,000.
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The District does not have a continuing flow of money to pay cumulating

and compounding salary schedule increases and ever increasing health insurance

costs. That is the major reason why the District has proposed its wage increase be off

the salary schedule.

The Associations' claims that grant funded positions negate a fiscal crisis

with health care because grant funds will increase to cover the costs of those positions.

The fact is that less than 4% of the District's teachers and less than 10% of KPESA

support staff are paid from grant funds. The District's use of the benefit of grant funds

has little bearing on the impact on programs and operations resulting from continuing

insurance and wage increases.

Turning to the KPEA's argument regarding recruitment and retention, the

District alleges this argument is without basis in fact. The evidence presented by the

District shows that Kenai has one of the best retention rates in the state. Kenai's

percentage of teacher turnover averaged approximately 10% for the period from 1999

through 2012. The evidence shows the District was successful this spring in filling

almost all vacant positions as of the date of the arbitration hearing.

Moreover, the District's evidence demonstrated that Kenai has a smaller

class size, a positive factor for both retention and recruitment of teachers, than in the

comparable districts. The District has achieved its favorable class size by balancing its

priorities, including the number of teacher positions, and wisely using its general fund

balance.
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The Arbitrator shouid find that the District needs to contain the cost of

maintaining the current programs, without damaging the programs and operations of the

District, and recommend adoption of its proposals.

D. Discussion and Findings

The KPEA's salary schedule is included in Article 105 of the CBA. The

KPESA's wage schedule is located in Article 16 of their CBA. For FY 15 wage

schedules for both groups of employees were automatically rolled over for FY 16 as part

of the status quo.

Your Arbitrator is recommending a three-year CBA as in the best interest

of the parties. Your Arbitrator was persuaded the Districts cost figures provided are a

correct and accurate picture of the District's financial situation. The District's general

fund balance has decreased annually from FY 12 to achieve the required balanced
o

budgets. Your Arbitrator rejects the Associations' claim that focuses on the General fund

balance providing money to pay increased costs to meet the Associations' proposal for

wage increases, health insurance, and other.

For FY 16, I am persuaded the District's salary and wage proposals for

step movement and column placement should be adopted. With my recommendation

on the District's proposals, the District will have some breathing room to adjust to the

rapidly changing economic picture in Alaska, as illustrated by Governor Walker's veto of

the education budget bill.

The FY 15 salary schedule was rolled over for FY 16 and should remain in

place with two exceptions. The two exceptions are to adopt the Districts proposal to

add $750 to be paid to teachers who completed the FY 16 work calendar, with an
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additional $250 to those teachers at the longevity step. I also agree with the District that

the additional amount should not become a part of the salary schedule. While I agreed

with the District to make the additional payments of $750 and $250 off the salary

schedule for FY 16, that approach is not a long-term fix. The Arbitrator will recommend

for FY 17 and FY 18, that the increases should be added to the salary schedule.

Adoption of the District's proposal for dollars off the salary schedule is not in accord with

the comparable districts' approach to wage increases. Further, keeping wage increases

off the salary schedule will drive the District's salary schedule to the bottom of the

comparators. Therefore, I reject the District's attempt to make its salary and wage

proposals off the salary schedule for the proposed duration of a four-year contract.

After reviewing the salary schedules of the comparators, I find District

teachers are paid a competitive and reasonable salary schedule. At the BA+0 level.

District teachers eam $46,635 per year and at the BA+45 with MA, the starting salary is

$58,580. A similar review at the BA+9 with Masters at the 10^ year reveals a salary of

$70,130. Comparing salary schedules is not an exact science. The task for the parties

and this Arbitrator is to maintain a salary schedule that does not fall substantially behind

the comparators, but keeps the District's salary schedule in a competitive position. This

approach is in accord with the District's position that seeks to maintain a competitive and

reasonable salary schedule that will attract qualified new employees and retain

experienced teachers.

Tuming to the factor of cost of living, the evidence overwhelmingly

supports a wage settlement that is consistent with either the Associations' or District's
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position. Both parties have proposed moderate wage increases that are in line with

recent increases recorded in the CPI-U.

The evidence produced by the District showed the cost of living as

measured by the CP! edging downward to 1% or less. District Ex. 14. The cost of living

for Anchorage in 2014 rose 1.6% over the previous year and 1.5% in 2013 over prior

years. District Ex. 14. The increase on the salary schedule recommended by your

Arbitrator is consistent with the increases recorded on the CPI-U for Anchorage. When

the amounts recommended by this Arbitrator to the salary schedule are combined with

other economic benefits that are provided to members of the bargaining units, members

will be well protected from any loss of purchasing power due to inflation.

The amounts of salary increases recommended by your Arbitrator are

consistent with increases negotiated in the comparator districts. In 2016, Anchorage

teachers received a 1 % increase on the salary schedule, Fairbanks teachers received a

1.75% salary schedule increase, and Mat-Su teachers received a 1.25% salary

schedule increase.

In formulating my recommendations for FY 17 and FY18, 1 am mindful that

I have recommended adoption of the Districfs proposal for FY 16 that provides limited

increases of $750 and $250 for qualifying teachers. These dollar amounts are not

added to the salary schedule. In addition, the Arbitrator has set in place a system

effective January 1, 2017 that will shift additional costs of the health care program to the

employees and provide for cost containment measures. The recommendations on the

salary schedule shall be retroactive to July 1,2015.
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RECOMMENDATIOMS

Your Arbitrator recx)mmends as follows:

1. The structure of the salary schedules shall remain
unchanged through the duration of the recommended three-
year Collective Bargaining Agreements for both KPEA and
KPESA bargaining unit employees.

2. The KPESA salary schedule should provide all eligible
members with step movement and column placement for
2015-2016.

3. The KPEA salary schedule should provide all eligible
teachers with step movement and column placement for
2015-2016.

4. Teachers who have completed their work calendar for the
FY 16 fiscal year are eligible for an additional $750 In FY 16
salary, payable by June 30, 2016. Eligible teachers who
were at the longevity" step for both FY 15 and FY 16 will
have an additional $250 added to their FY 16 salary, for a
total of $1,000. That additional salary Is TRS eligible and
based on a 1.0 FTE, and will be prorated for FTEs less than
1.0. The additional money shall not be applied to the current
salary schedule.

5. In FY 17 and FY 18, KPESA employees shall be paid
their salary schedule amount plus 1.5% of that salary
schedule amount (PERS eligible). The additional 1.5% shall
be Included In the FY 17 and FY 18 salary schedule.

6. In FY 17 and FY 18, KPEA teachers shall be paid their
salary schedule amount plus 1.5% of that salary schedule
amount (TRS eligible). The additional 1.5% shall be Included
In the FY 17 and FY 18 salary schedule.

7. Delete from Article 10, Work Rules, paragraph (p)
subsection 1 .c.
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VI. ISSUE 3: OTHER

A. Background

This section will address the language changes proposed by KPEA and

KPESA.

B. KPEA Extracurricular Proaram

The KPEA proposal would allows teachers and their dependents to attend

all extra currlcular events free of charge, providing seating is available. According to the

Association, adding this language provides teacher quality time to spend with their

families while still supporting their students. Often the teacher is the only spectator

attending the game in support of the students.

The District's position is one of policy. If teachers are admitted free of

charge, what about parents, siblings, grandparents, uncies/aunts, and other family

members and participating students? Whether a teacher is required to pay what others

pay to attend such functions is not a term and condition of employment.

I agree with the District that the Association's proposed language should

not become a part of the CBA.

C. KPEA Section 545. Professional Leave

KPEA seeks language to change this section allowing the full-time release

president to have all benefits of the contract. The Association's proposal seeks to

change the outcome of an arbitration award by arbitrator David Gaba. Gaba's decision

precluded the District from allowing the full-time release president to participate in the

teacher retirement system.
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The District asserted that the TRS issue was between the Association and

the Teachers Retirement System and should not be a part of the Collective Bargaining

Agreement.

I  concur with the District that the Association's proposal should not

become a part of the successor agreement.

D. Section 121. Extracurricular Salary Schedule

KPEA's proposal Is to link the extracurricular salary schedule to the

teacher base salary. The effect would be that each year the salary schedule Increases;

the coaches' stipends and other teachers on the extracurricular salary schedule would

also increase. The KPEA's proposal also would increase high school and middle school

athletic directors' stipends to higher ranges and add categories of coaches eligible for

stipends. The Association, by this proposal, seeks to avoid the continuing bargaining

over the extracurricular salary schedule.

The District countered with a proposal to increase the existing

extracurricular salary schedule by 5%. Both parties recognized a need to increase the

stipend amounts paid to members who occupy positions on the extracurricular schedule.

The 5% increase to stipends was in recognition by the District that there had been no

Increase In the extracum'cular schedule for several years. The District objects to the

KPEA proposal, that it would be a complete re-write of existing salary schedules for

extracurricular duties.

I am persuaded by the evidence that the 5% increase proposed by the

District to the extracurricular salary schedule shall be adopted effective July 1, 2015. I

agree with the KPEA that salary Increases on the extracurricular schedule should be tied
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to the increases to the base rate of the overall salary schedule. I do not agree that the

time is right to completely re-write the structure of the salary schedule. Therefore, it

would be my recommendation that effective July 1, 2017, the extracurricular salary

schedule shall be tied to the increase provided on the teacher salary schedule to the

existing extracurricular salary schedule set forth in Section 121.

E. Section 320. Peisonai Leave

KPEA proposes an additional personal leave day, with allowance for an

additional day to cash out. According to the Association, many employees of the District

reiy on hunting to put meat on the table. Having an extra day of personal leave will allow

employees to have a block of uninterrupted time to accomplish the hunt. The

Association is seeking what is in the best interest of the membership.

The District responded by stating the current agreement already provides

four personal leave days, cumulative to eight days. That number compares favorably

with each of the other four large urban school districts. Anchorage provides three days

with a maximum of five days to be carried over from one year to the next. Fairbanks

provides four days, cumulative to ten days. Mat-Su provides four days, cumulative to

seven days. Juneau provides four days, cumulative to ten days. The District submits

the personal leave provision provides adequate time off and is consistent with the

comparators.

I agree with the District that members of both bargaining units currently

enjoy a level of personal leave days, cumulative to eight days that is consistent with the

comparators. Allowing additional time off for employees to hunt would not be in the

public interest. The majority of the members of these bargaining units do not work a full
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12-month schedule. As such, the members already have substantial time they are not

working. The same holds true for the KPESA, Article 20, on Personal Leave. Thus, I

must conclude the Associations' proposal should not become a part of the successor

agreement.

F. KPESA Article 10. Work Rules

KPESA proposed to add new language that allows employees to maintain

the number of hours worked per week in the event of an early release or late start due to

listed factors, primarily weather related school closures. Association witnesses

explained that most of the employees live paycheck to paycheck and cannot afford even

the slightest cut in their pay. Allowing the employee to coordinate with the supervisor to

make up lost work time does not present any additional cost to the District.

In reply, the District asserts the proposed language should not become a

part of the successor contract. Even if the District chose to have the employee make up

the time lost, the agreement of the employee is required. Absent that agreement, the

employee would still be paid for the lost hours of work.

I find that the KPESA proposal to pay wages to those employees who start

the workday late or leave work sites early in the event of inclement weather should not

become a part of the successor contract.

G. KPESA Article 21. Association Leave

Article 21 currently provides for unpaid leave to the KPESA president. The

Association then pays the president for his/her services to the Association. KPESA

proposes that the full-time release president be placed back on the District payroll.

KPESA also proposes that if the time records establish that up to 50% of the full-time
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release president's time is spent in service to the District that KPESA receive credit for

the time spent in service to the District.

The District objects to the proposal because it assumes the president was

actually working 50% of the time on District matters. The premise that the president's

work or attendance is for the benefit of and under the control of the supervision of the

District is simply not true. Current language should not be changed.

I conclude that the KPESA proposal should not become a part of the

successor CBA.

H. KPEA Section 110. Salary Conditions

The KPEA proposed to add paragraph (h), allowing a certain group of

employees to gain additional credits through the use of Continuing Educational Units

(CEUs). Association witnesses explained that occupational therapists, physical

therapists, speech language pathologists, psychologists, and audioiogists have difficulty

finding college courses that are applicable to those specific fields. The purpose of this

proposal is to allow members of this group of teachers to utilize CEU credits to maintain

the licensure. KPEA seeks to allow this group of employees to take advantage of this

course work to count toward the employee's salary advancement.

The District objected to the Association's proposal as being without

evidence to support the proposal of the lack of relevant college courses to justify

adoption of the proposal. Further, the Association presented no information as to the

cost to the District of less restrictive column movement. The Association's proposal

does not even address whether the language is iimited to CEUs earned subsequent to a

successor agreement or whether all CEUs, regardless of when taken, would be eligible.
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I conciude KPEA failed to provide sufficient evidence to justify a need for

the addition of CEUs to be added to the contract as a means for salary movement.

I. Duration

The District offered a proposal for a four-year contract. The Associations

proposed a two-year contract. I reject a four-year contract as it binds the parties for a

period of time that is too long in a climate of economic uncertainty. The Association^

proposal for a two-year contract has little to support its adoption. Adoption of a two-year

contract would compel the parties to return immediately to negotiations for a successor

agreement. There is little to say for continuing negotiations. The parties need a period

of rest from the sometime contentious and time-consuming aspects of contract

negotiations. The prior CBA was for a three-year term. Thus, as previously stated, the

Arbitrator will recommend a three-year agreement as appropriate to allow both parties to

return their focus to the education and care of students. A three-year CBA is in the best

interest of the parties and patrons of the District.

The Arbitrator will recommend a three-year contract for both Associations..
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RECOMMENDATIONS

Your Arbitrator recommends as follows:

1. KPEA Extracurricuiar Program

The KPEA proposal to require free admission for teachers and dependents

to all extracurricular events should not become a part of the successor CBA.

2. KPEA Section 545, Professional Leave

The KPEA proposal to add language to allow the full-time release

president to have all benefits of the CBA, including the Teacher Retirement System,

shouid not become a part of the successor CBA.

3. Section 121. Extracurricular Salary Schedule

The District's proposai to add a 5% increase to the current extracurricular

salary schedule retroactive to July 1, 2015, should be adopted. The KPEA proposal to

re-write the current extracurricular salary schedule should not become a part of the

successor CBA.

The following language should be added to the successor CBA:

Effective July 1, 2017, the current extracurricular salary
schedule shall be adjusted by an amount equal to the
percentage increase on the base rate set forth in the teacher
salary schedule.

4. Section 320, Personal Leave

The KPEA proposal to add an additional day of leave to Section 320,

Personal Leave, should not become a part of the successor CBA.
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5. KPESA Article 10. Work Rules

The KPESA proposal to add new language to Article 10, Work Rules,

should not become a part of the successor CBA.

6. KPESA Article 21. Association Leave

The KPESA proposal to add new language to Article 21, Association

Leave, should not become a part of the successor CBA.

7. KPEA Section 110. Salary Conditions

The KPEA proposal to allow a specified group of employees to gain

additional credits through the use of Continuing Education Units for the purpose of

maintaining licensure should not become a part of the successor CBA.

8. Duration

The Arbitrator recommends the parties enter into a three-year Collective

Bargaining Agreement retroactive to July 1,2015.
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VII. CONCLUSION

The parties to these Collective Bargaining Agreements have worked the

2015-16 school year without reaching successor agreements. By the time the parties

receive this report, the 2016-2017 school year will be well under way. The Arbitrator has

recommended some changes In contract language. However, the Arbitrator Is

recommending nothing radical or drastic for Inclusion In the successor agreements. For

the most part, I have attempted to be careful to use basic and conservative language

where changes have been recommended In order to make them more acceptable to

both parties. It Is my express hope that this approach will provide the means to resolve

the Issues, which divide the parties.

It Is time for the Associations and the District to close this contract without

further delay. By the time a contract Is finally entered Into over one year will have

elapsed of the three-year agreement recommended by the Interest Arbitrator to the

parties. Prolonged negotiations will not be In the best Interest of either the Associations,

District, or patrons of the District.

Respectfully submitted,

Gary L. Axon
Arbitrator

Dated: August 22, 2016
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135 MILEAGE REIMBURSEMENT RATE

For all certificated staff whose duties require automobile travel, as determined by the
Superintendent, the mileage reimbursement rate shall be per Board policy. (See www.gsa.govy

140 DISCRETIONAL MATERIALS

The School Board shall allocate a discretional material fimd in the amount of $225 per teacher to
be used by classroom teachers, librarians, and counselors for incidental instructional materials.
Half-time employees shall receive one-half the amount allocated to fiill-time employees. Any
monies not utilized by May 1 will revert to the school's general fund.

http://www.kDbsd.kl2.ak.us/privateAssets/0/l 6/22/518/540/544/6B046A2D-8742-4370-945E-
8585784F3D09.xls

150 VANDALISM

The Borough has a policy that may provide coverage for vandalism of employees' personal
property.

210 HEALTH CARE

The District health care program is self-funded. Program costs are solely a product of
administrative expenses and actual claims experience as reported in the District's final annual
CAFR.

A Health Care Program Committee (HCPC) shall be composed of four (4) representatives selected
by the Kenai Peninsula Education Association, three (3) representatives selected by the Kenai
Peninsula Education Support Association, one (1) representative selected by the Kenai Peninsula
Administrator Association, and three (3) current employee representatives selected by the
Superintendent. The Health Care Committee shall select a chairperson fi-om its membership. The
Plan Administrator and Benefits Manager are non-voting advisors to the committee. The HCPC
shall select a chairperson fi-om its committee of voting members.

A quorum for the meetings shall require no fewer than nine (9) committee members. The HCPC
will conduct a formal vote on any matter that could impact the cost or benefits of the health care
program or on any matter that would require a change in the summary plan description. Formal
votes shall require an eighty percent (80%) vote of the total voting committee members to pass.

The committee shall annually review by-laws in September of each year unless the committee
deems that an altemate time would be better. The committee will meet monthly unless this is
changed by the committee members in accordance with the committee's by-laws.
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The HCPC shall be empowered to determine health care benefits different jfrom benefits in the
plan in place on July 1,2015/January 1,2017. The committee will determine and control the health
care program for all District employees covered by the program during the term of this agreement
including but not limited to the following; benefits and coverage provided, cost containment
measures, preferred provider programs, co-payment provisions, evaluating other health insurance
programs, and implementing any wellness measures it deems beneficial to employees and the
health care program. The District shall not be required to adopt changes made by the HCPC which
would result in violations of established laws or regulations.

The HCPC shall be advisory to matters related to Broker selection. Third Party Administration and
Stop-Loss insurance.

The District shall not be required to adopt changes made by this committee which would result in
violations of established laws or regulations.

The District agrees to work with the HCPC to provide reasonable time for meetings and provide
adequate support, including an expert health care consultant for plan design. Administrative leave
will be provided for all participants.

Members who have altemative health insurance coverage meeting the minimum ACA
requirements may elect to waive their entitlement to District provided health insurance coverage.
Altemative health insurance coverage shall not include District provided coverage which die
member is entitled to by reason of his/his status as a spouse or dependent of a District employee
who is covered by the District's health insurance plan. This provision shall become effective no
earlier than November 7, 2016.

Traditional

Health Plan

(85/15)

High Deductible
Health Plan

(90/10)
Deductible $200 / Individual

$600 / Family
$1,500 / Individual
$3,000 / Family

Out of Pocket

(Not including
deductible)

$1,000 / Individual
$3,000 / Family

$2,000 / Individual
$4,000 / Family

Health Reimbursement

Arrangement (HRA)
None $750 / Year

Total District dollar share of health plan costs is based on the negotiated District percentage as
applied to actual plan costs. The District will make contributions to the health care program for
each participant on a 12-month basis as follows:

FY17,FY18 Traditional Health Plan 85% per eligible employee per month.
High Deductible Plan 90% per eligible employee per month.
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^6 District s contribution to the Traditional Health Plan shall be no more than
$1731.45/month. If the total premium exceeds the cap, the District and the employees will share
the cost over the cap 50/50.

In FY18, the District's contribution to the High Deductible Health Plan shall be no more than
$1645.61/month. If the total premium exceeds the cap, the District and employees will share the
cost over the cap 50/50.

The District will independently calculate its contribution amount separately for both Traditional
Health Plan and the High Deducible Health Plan and report the amounts to the health care
committee.

The total employee dollar share of health plan costs is based on the negotiated employee
percentage as applied to actual plan costs. Employee participants will be responsible to the health
care program on a 12-month basis as follows:

FY17, FY18 Traditional Health Plan 15% per eligible employee per month
High Deductible Plan 10% per eligible employee per month.

In FYl 8, the employee's contributions are subject to the District's contribution caps set forth above
and cost sharing of 50/50 if the premium exceeds the caps.

The health care subcommittee comprised of KPEA, KPESA, and KPAA HCPC representatives,
shall determine the employee contribution amount separately for both the Traditional Health Plan
and the High Deductible Health Plan. The formula to calculate the rate, established by
KPEA/KPESA bargaining team is set out in Appendix A.

Health Care Reserve Account: A separate employee health care reserve account shall be
established and maintained. The initial amount in this account as of July 1,2012 was $1,246,835.
Any interest gained on this account shall be retained in this account. $750,000 of the employee
healA care reserve account shall be set aside for use at year end for payment of the employee
portion of program costs that exceed employee deposits. If the employee health care reserve falls
below $750,000, an amount needed to replenish the fund to $750,000 will be calculated by the
sub-committee and added to the employee's annual rate in the following year. Any amount in the
employee health care reserve exceeding the $750,000 balance will be used to offset future
employee costs as determined by the sub-committee.

Sub Committee - The Association health care committee representatives (KPEA, KPESA, and
KPi^) will have the authority to address the usage of any amount remaining above the $750,000
requirement stated above. These monies can be used to pay down the employee share of the health
care employee contribution or can be placed in the Employee Health Care Reserve account to pay
down future costs or overages.

Benefits are afforded to the employee, spouse and all eligible dependents.
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As of November 7, 2016, all employees who work thirty (30) or more hours per week or at least
.75 FTE are eligible for year round health benefits and are required, as a condition of employment,
to participate in the KPBSD health plan. Any employee who as of November 7, 2016, has been
working between twenty (20) and thirty (30) hours per week or between .50 and .75 FTE, and has
previously been receiving health benefits, shall be grand parented as eligible for health benefits
for the remaining length of time they are employed by the District. All such affected employees
shall have a one-time option to opt out of health benefit coverage before their start of employment
for the 2017-2018 school year.

♦Guidelines involving "qualifying event" and "pre-existing conditions" will be followed in
accordance to the health plan document.
http://www.kDbsd.kl2.ak.us/emplovees.aspx?id=10156

The District shall maintain a "reward" system to protect the plan from inaccurate charges by
Service Providers. The District and employee shall evenly divide any monetary benefits resulting
from the correction of such charges. Errors made by the plan administrator are ineligible for this
reward.

A flexible benefit account program, under the provision of Section 125 of the Intemal Revenue
Service Code, will continue.

Dental and vision benefits shall be provided separately from medical and prescription benefits.
Employees shall have the option to elect not to receive dental and vision coverage. The cost of
the dental and vision benefits shall be included in the calculation of the employer and employee
contribution amounts. The employer and employee contributions will be the same for an employee
who receives dental and vision coverage as it is for an employee who elects not to received dental
and vision coverage.

220 LIABILITY INSURANCE

The Board shall provide each certificated employee with at least five-hundred thousand dollars
($500,000) of tort liability insurance. This insurance shall cover all potential liabilities, including
attomey fees, which occur in the scope of their employment (except suits against the District or
another District employee). Protection from liability suits arising from assigned duties, or through
supervision of extracurricular activities shall be specific items contained in the policy.

221 WORKER'S COMPENSATION

A. The School District, being required by law to carry worker's compensation insurance on
all employees, agrees to cover those accidents that happen while an employee is on the job
or in any function in compliance with a direct order by a supervisor(s).

B. A worker's compensation report must be filed in the District Office within forty-eight (48)
hours of a compensatory accident. Forms shall be available in all school offices.
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EXH3 f^i

COLLECTIVE BARGAINING AGREEMENT

BETWEEN

THE KENAI PENINSULA BOROUGH

SCHOOL DISTRICT

AND

THE KENAI PENINSULA EDUCATIONAL SUPPORT ASSOCIATION

FOR THE YEARS

2015-2016

THROUGH

2017-2018
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ARTICLE 27 HEALTH CARE

The District health care program is self-funded. Program costs are solely a product of
administrative expenses and actual claims experience as reported in the District's final annual
CAFR.

A Health Care Program Committee (HCPC) shall be composed of four (4) representatives selected
by die Kenai Peninsula Education Association, three (3) representatives selected by the Kenai
Peninsula Education Support Association, one (1) representative selected by the Kenai Peninsula
Administrator Association, and three (3) current employee representatives selected by the
Superintendent. The Health Care Committee shall select a chairperson from its membership. The
Plan Administrator and Benefits Manager are non-voting advisors to the committee. The HCPC
shall select a chairperson jfrom its committee of voting members.

A quorum for the meetings shall require no fewer than nine (9) committee members. The HCPC
will conduct a formal vote on any matter that could impact the cost or benefits of the health care
program or on any matter that would require a change in the summary plan description. Formal
votes shall require an eighty percent (80%) vote of the total voting committee members to pass.

The committee shall annually review by-laws in September of each year unless the committee
deems that an alternate time would be better. The committee will meet monthly unless this is
changed by the conunittee members in accordance with the committee's by-laws.

The HCPC shall be empowered to determine health care benefits different from benefits in the
plan in place on July 1,2015/January 1,2017. The committee will determine and control the health
care program for all District employees covered by the program during the term of this agreement
including but not limited to the following: benefits and coverage provided, cost containment
measures, preferred provider programs, co-payment provisions, evaluating other health insurance
programs, and implementing any wellness measures it deems beneficial to employees and the
health care program. The District shall not be required to adopt changes made by the HCPC which
would result in violations of established laws or regulations.

The HCPC shall be advisory to matters related to Broker selection. Third Party Administration and
Stop-Loss insurance.

The District shall not be required to adopt changes made by this committee which would result in
violations of established laws or regulations.

The District agrees to work with the HCPC to provide reasonable time for meetings and provide
adequate support, including an expert health care consultant for plan design. Administrative leave
will be provided for all participants.

Members who have altemative health insurance coverage meeting the minimum ACA
requirements may elect to waive their entitlement to District provided health insurance coverage.
Altemative health insurance coverage shall not include District provided coverage which the
member is entitled to by reason of his/his status as a spouse or dependent of a District employee
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3

who is covered by the District's health insurance plan. This provision will become effective no
earlier than November 7,2016.

Traditional

Health Plan

(85/15)

High Deductible
Health Plan

(90/10)
Deductible $200 / Individual

$600 / Family
$1,500/Individual
$3,000 / Family

Out of Pocket

(Not including
deductible)

$1,000 / Individual
$3,000 / Family

$2,000 / Individual
$4,000 / Family

Health Reimbursement

Arrangement (HRA)
None $750/Year

Total District dollar share of health plan costs is based on the negotiated District percentage as
applied to actual plan costs. The District will make contributions to the health care program for
each participant on a 12-month basis as follows:

FY17, FY18 Traditional Health Plan 85% per eUgible employee per month.
High Deductible Plan 90% per eligible employee per month.

In FY18, the District's contribution to the Traditional Health Plan shall be no more than
$1731.45/month. If the total premium exceeds the cap, the District and employees will share the
cost over the cap 50/50.

In FY18, the District's contribution to the High Deductible Health Plan shall be no more than
$1645.61/month. If the total premium exceeds the cap, the District and employees will share the
cost over the cap 50/50.

The District will independently calculate its contribution amount separately for both Traditional
Health Plan and the High Deducible Health Plan and report the amounts to the health care
committee.

Total employee dollar share of health plan costs is based on the negotiated employee percentage
as applied to actual plan costs. Employee participants will be responsible to die health care
program on a 12-month basis as follows:

FY17, FY18 Traditional Health Plan 15% per eligible employee per month.
High Deductible Plan 10% per eligible employee per month.

In FY18, the employee's contributions are subject to the District's contribution caps set forth
above.

The health care subcommittee comprised of KPEA, KPESA, and KPAA HCPC representatives,
shall determine the employee contribution amount separately for both the Traditional Health Plan
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P3H
and the High Deductible Health Plan. The formula to calculate the rate, established by
KPEA/KPESA bargaining team is set out in Appendix A.

Health Care Reserve Account: A separate employee health care reserve account shall be
established and maintained. The initial amount in iis account as of July 1,2012 was $1,246,835.
Any interest gained on this account shall be retained in this account. $750,000 of the employee
healdi care reserve account shall be set aside for use at year end for payment of the employee
portion of program costs that exceed employee deposits. If the employee health care reserve falls
below $750,000, an amount needed to replenish the flmd to $750,000 will be calculated by the
sub-committee and added to the employee's annual rate in the following year. Any amount in the
employee health care reserve exceeding the $750,000 balance will be used to offset future
employee costs as determined by the sub-committee.

Sub Committee - The Association health care committee representatives (KPEA, KPESA, and
KPi^) will have the authority to address the usage of any amount remaining above the $750,000
requirement stated above. These monies can be used to pay down the employee share of the health
care employee contribution or can be placed in the Employee Health Care Reserve account to pay
down future costs or overages.

Benefits are afforded to the employee, spouse and all eligible dependents.

As of November 7, 2016, all employees who work thirty (30) or more hours per week or at least
.75 FTE are eligible for year round health benefits and are required, as a condition of employment,
to participate in the KPBSD health plan. Any employee who as of November 7, 2016, has been
working between twenty (20) and thirty (30) hours per week or between .50 and .75 FTE, and has
previously been receiving health benefits, shall be grand parented as eligible for health benefits
for the remaining length of time they are employed by the District. All such affected employees
shall have a one-time option to opt out of health benefit coverage before their start of employment
for the 2017-2018 school year.

♦Guidelines involving "qualifying event" and "pre-existing conditions" will be followed in
accordance to the health plan document.
http://www.kpbsd.kl2.ak.us/emplovees.aspx?id=10156

The District shall maintain a "reward" system to protect the plan from inaccurate charges by
Service Providers. The District and employee shall evenly divide any monetary benefits resulting
from the correction of such charges. Errors made by the plan administrator are ineligible for this
reward.

A flexible benefit account program, under the provision of Section 125 of the Intemal Revenue
Service Code, wall continue.

Dental and vision benefits shall be provided separately from medical and prescription benefits.
Employees shall have the option to elect not to receive dental and vision coverage. The cost of
the dental and vision benefits shall be included in the calculation of the employer and employee
contribution amounts. The employer and employee contributions will be the same for an employee
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who receives dental and vision coverage as it is for an employee who elects not to received dental
and vision coverage.

ARTICLE 28 LIFE INSURANCE

A. Life insurance coverage in an amount equal to the employee's annual salary rounded to the
next highest thousand will be provided by the District at no cost to all eligible employees.
An employee may increase coverage to a maximum of double her/his salary by paying the
additional premium. In the event of accidental death, the insurance shall pay double the
specified amount.

B. It is the employee's responsibility to sign and retum the application card. All employees
will complete and have on file in the accounting office a listing of beneficiaries.

C. Term life insurance in the amount of ten thousand dollars ($10,000) or the employee's
annual salary, whichever is less, shall be provided for the spouse of the employee at no
additional cost to the employee. The ten thousand dollar ($10,000) coverage does not apply
when both husband and wife are employees of the School District.

D. Dependent coverage (optional): Dependent benefits shall be two thousand dollars ($2,000)
per dependent. The cost to the employee shall not exceed the per month premium rate
established by the carrier and shall cover all listed dependents.

E. Conversion provisions: Any employee may obtain, within thirty (30) days after termination
(for any reason), an individual policy without a physical examination, subject to the
provisions and rates established by the insurance carrier.
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Health \ re Plan: KPBSD Traditional Plan ^
Summary Jr Benefits and Coverage: What this Plan Covers & What ii xJosts

Coverage Period; 01/01/2018 ^31/2018
Coverage for: Employees and Dependents | Pla.. .ype: PPO

i'4 This is only a summary, if you want mote detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.kpbsd.fehnonline.com or by calling 1-800-872-8979.

1  Important Questions Answers Why this Matters:

What is the overall deductible? $200 Individual

$600 Family
You must pay all the costs up to the deductible amount before this plan
begins to pay for covered services you use. Check your policy or plan
document to see when the deductible starts over (usually, but not always,
January 1st). See the chart starting on page 2 of this document for how
much you pay for covered services after you meet the deductible.

Are there other deductibles for

specific services?
Yes. $250 Emergency Room
Deductible (waived if directly
adinitted as an inpatient, or treatment
is for accidental injury and is received
on the day of or within 2 days after
the accident)

You must pay all of the costs for these services up to the specific
deductible amount before this plan begins to pay for these services.

Is there an out-of-pocket limit
on my expenses?

Medical

$1,000 Individual
$3,000 Family

Annual overall out-of-pocket
expenses for PPO network providers
(including deductible, coinsurance,
and prescription drugs) shall not
exceed the ACA limit of $7,150 per
person, $14,300 per family

The out-of-pocket limit is the most you could pay during a coverage
period (usually one year) for your share of the cost of covered services. This
limit helps you plan for health care expenses.

What is not included in the

out-of-pocket limit?
Copayments, premiums, balance-
billed charges, deductibles, emergency
room deductible, utilization review

noncompliance penalties, coinsurance
for services at a non-PPO facilit}' and
health care this plan doesn't cover.

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

Is there an overall annual limit

on what the plan pays?
No The chart starting on page 2 describes any limits on what the plan will pay

for specific covered services, such as office visits.

Questions: Call 1-800-872-8979 or visit us at www.kpbsd.rehnonIine.com. If you aren't clear about any of the bolded terms used in this form,
see the Glossary. You can view the Glossary at w^vw.dol.gov/cbsa/healthrcform or call 1-800-872-8979 to request a copy.
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HealtP \ re Plan: KPBSD Traditional Plan
Summary Jt Benefits and Coverage: What this Plan Covers & What u o^stsI Coverage Period: 01/01/2018 ^31/2018

Coverage for: Employees and Dependents | Pla.. .ype: PPO

1  Important Questions Answers Why this Matters:

Does this nlan use a network of

providers?

1

Yes. For a list of participating
providers see www.multiplan.com
('1/171. www.actna.com ('2/17 —

12/171 and w^vw.carcmark.com .

Participating providers also include
Central Peninsula Hospital, South
Peninsula Hospital, and Alaska
Regional Hospital.

If you use an in-network doctor or other health care provider, this plan will
pay some or all of the costs of covered services. Be aware, your in-network
doctor or hospital may use an out-of-network provider for some services.
Plans use the term in-network, preferred, or participating for providers in
their network. See the chart starting on page 2 of this document for how
this plan pays different kinds of providers.

Do I need a referral to see a

specialist?
No You can see the specialist you choose without permission firom this plan.

Are there services this plan
doesn't cover?

Yes

i

Some of the services this plan doesn't cover are listed on page 5 of this
document. See your policy or plan document for additional information
about excluded services.

Jkk * Copaymeiits are fixed doUat amounts (for example, $15) you pay for covered health care, usually when you receive the service.
• Coinsurance isjo^/r share of the costs of a covered service, calculated as a percent of the allowed amniint for the service. For example, if the

plan's allowed amount for an overnight hospital stay is $1,000, your Coinsurance payment of 20% would be $200. This may change if you
haven't met your deductible.

• The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may be balanced billed and have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an
overnight stay and the allowed anaount is $1,000, you may have to pay the $500 difference. (This is called halanrp billmg 'i

• This plan encourages you to use in-network providers by charging you lower deductibles. copayments and Coinsurance amounts.

Questions: Call 1-800-872-8979 or visit us at www.kpbsd.rehnonIine.com. If you aren't clear about any of the bolded terms used in this form,
see the Glossary. You can view the Glossary at w\\w.do].i.n)v/cbsa/heaIthreform or call 1-800-872-8979 to request a copy.
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Health \ re Plan: KPBSD Traditional Plan
Summary Jr Benefits and Coverage: What this Plan Covers & What ii

\  Coverage Period: 01/01/2018 ^31/2018
/osts Coverage for: Employees and Dependents | Pla.. . ype: PPO

Common

Medical Event
Services You May Need

Your Cost If

You Use a

Participating
Provider

Your Cost If

You Use a

Non-Participating
Provider

Limitations & Exceptions

If you visit a health
care provider's office

Primary care visit to treat an
injury or illness

20% coinsurance 20% coinsurance

or clinic Specialist visit 20% coinsurance 20% coinsurance

Other practitioner office visit 20% coinsurance 20% coinsurance

Preventive Care

Screening/Immunization
No Charge No Charge

If you have a test Diagnostic test (x-ray, blood
work)

20% Coinsurance 40% coinsurance at a

Non-PPO facility
20% coinsurance outside the PPO Network Area.

Allowable charges for services at a non-preferred
facility in the Municipality of Anchorage will be
the rate of the Preferred Provider Hospital, or
50% of the billed charges if no rate is established.

Imaging (CT/PET scans,
MRIs)

20% Coinsurance 40% coinsurance at a

Non-PPO facility
20% coinsurance outside the PPO Network Area.

Allowable charges for services at a non-preferred
facility in the Municipality of Anchorage will be
the rate of the Preferred Provider Hospital, or
50% of the billed charges if no rate is established.

If you need drugs to
treat your illness or
condition

More information

about prescription
drug coverage is
available at

www.caremark.com.

Generic drugs $5 copay $5 copay Up to a 100-day or 100-unit supply. Specialty
medications are limited to a 30-day supply. If you
choose a brand-name medication when a genericPreferred brand drugs $25 copay $25 copay

Non-preferred brand drugs $50 copay $50 copay equivalent is available, you will pay the difference
in cost between the brand name and the generic,
plus your brand name copay. Reimbursement at
a Non-Participating Provider is based upon the
amount the Plan pays at a Participating
Pharmacy. ^

r

Specialty drugs $100 copay $100 copay

fc

Questions: Call l-800-872~8979 or visit us at www.kpbsd.rehnonline.com. If you aren't clear about any of the bolded terms used in this form,
see the Glossary. You can view the Glossary at www.dol.TOv /cbsa /healthreform or call 1-800-872-8979 to request a copy. 3 of 9



Health \ re Plan: KPBSD Traditional Plan
Summary of Benefits and Coverage; What this Plan Covers & What ii)osts

Coverage Period: 01/01/2018 \31/2018
Coverage for: Employees and Dependents | Pla.. . ype; PPO

Common

Medical Event
Services You May Need

Your Cost If

You Use a

Participating
Provider

Your Cost If

You Use a

Non-Participating
Provider

Limitations & Exceptions

If you have Physician/surgeon fees 20% coinsurance 20% coinsiuance 20®/o coinsurance outside the PPO Network Area.

outpatient surgery Facility fee (e.g., ambulatory
surgery center)

20% coinsurance 40% coinsurance Allowable charges for services at a non-preferred

facilit)' in the Municipality of Anchorage will be
the rate of the Preferred Provider Hospital, or
50®/o of the billed charges if no rate is established.

If you need
immediate medical

attention

Emergency room services $250 deductible +

20% coinsurance

$250 deductible +

40% coinsurance

(non emergency);
20% coinsurance

(emergency)

Deductible waived if directly admitted as an
inpatient, or treatment is for accidental injury and
is received on the day of or within 2 days after
the accident. 20®/o coinsurance outside the PPO

Network Area. Allowable charges for services at
a non-preferred facility in the Municipality of
Anchorage will be the rate of the Preferred
Provider Hospital, or 50®/o of the billed charges if
no rate is established.

Emergency medical
transportation

20% coinsurance 20®/© coinsurance

Urgent care 20% coinsurance 40®/o coinsurance 20®/o coinsurance outside the PPO Network Area

If you have a
hospital stay

j

Facility fee (e.g., hospital room) 20% coinsurance 40®/o coinsurance 20®/o coinsurance outside the PPO Network Area.

Allowable charges for services at a non-preferred
facility in the Municipality of Anchorage will be
the rate of the Preferred Provider Hospital, or
50% of the billed charges if no rate is established.

Physician/surgeon fee 20% coinsurance 20®/o coinsurance
1

Questions: Call 1-800-872-8979 or visit us at www.kpbsd.rehnonUne.com. If you aren't clear about any of the bolded terms used in this form,
see the Glossary. You can view the Glossary at www.dol.gov/ebsa/hefllthrcfori-n or call 1-800-872-8979 to request a copy.
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Healtf^ ^ re Plan: KPBSD Traditional Plan
)Summary Jr Benefits and Coverage: What this Plan Covers & What ii ^^sts

Coverage Period: 01/01/2018 ^31/2018
Coverage for: Employees and Dependents | Pla.. .ype: PRO

Common

Medical Event
Services You May Need

Your Cost If

You Use a

Participating
Provider

Your Cost If

You Use a

Non-Participating
Provider

Limitations & Exceptions

If you have mental
health, behavioral

health, or substance
abuse needs

Mental/Behavioral health
outpatient services

20% coinsurance 20% coinsurance

Mental/Behavioral health
inpatient services

20% coinsurance 40% coinsurance 20% coinsurance outside the PPO Network Area

Substance use disorder

outpatient services
20% coinsurance 20% coinsurance

Substance use disorder

inpatient services
20% coinsurance 40% coinsurance 20% coinsurance outside the PPO Network Area

If you are pregnant Prenatal and postnatal care 20% coinsurance 20% coinsurance

Delivery and all inpatient
services

20% coinsurance 40% coinsurance 20% coinsurance outside the PPO Network Area.

Allowable charges for services at a non-preferred
facility in the Municipality of Anchorage will be
the rate of the Preferred Provider Hospital, or
50% of the billed charges if no rate is established.

If you need help
recovering or have
other special health
needs

Home health care 20% coinsurance 20% coinsurance 1 visit per day, 100 visit limit per calendar year

Rehabilitation services 20% coinsurance 20% coinsurance Chiropractic and rolfing services combined are
limited to 20 visits per calendar year; acupuncture
limited to 20 visits per calendar year; physical
therapy limited to 24 visits per calendar year

Habilitation services Not covered Not covered

Skilled nursing care 20% coinsurance 20% coinsurance 90-day limit per calendar year
Durable medical equipment 20% coinsurance 20% coinsurance DME major equipment requires preauthorization
Hospice service 20% coinsurance 20yo coinsurance

Questions: Call 1-800-872-8979 or visit us at www.kpbsd.rehnonUne.com. If you aren't clear about any of the bolded terms used in this form,
see the Glossary. You can view the Glossary at w^vw.dol.gov/cbsa/healthreform or call 1-800-872-8979 to request a copy.
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Health \ re Plan: KPBSD Traditional Plan )
Summary Jt Benefits and Coverage: What this Plan Covers & What u oosts

Coverage Period: 01/01/2018 ^31/2018
Coverage for: Employees and Dependents | Pla,. .ype: PPO

Common

Medical Event

Your Cost If Your Cost If

Services You May Need You Use a

Participating
Provider

You Use a

Non-Participating
Provider

Limitations & Exceptions

If your child needs
dental or eye care

Eye Exam 20% coinsurance 20% coinsurance Maximum benefit of 1 exam per calendar year.

Glasses 20% coinsurance 20% coinsurance

1

Maximum benefit of 1 pair of lenses per calendar
year. Eyeglass lenses prescribed for Medical
Reasons maximum benefit of $150 per lens.
Contact lenses prescribed for Medical Reasons

i maximum benefit of $600 (2 pair).
Frames 20% coinsurance 20% coinsurance 1 Maximum benefit of $100 in a calendar year, one

set of frames allowed every 2 calendar years.

1

Dental check-up No Charge No Charge

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn't a complete list. Check your policy or plan document for other excluded services.)

Cosmetic surgery Habilitation services Hearing aids
Infertjlity^ treatment Long term care Private duty nursing
Speech Therapy Weight loss programs

The Covered Person is responsible for any charges that exceed the Usual & Customary amount as well as for any charges in excess of stated benefit
maximums and services and supplies not covered under this Plan.

Other Covered Services (This isn't a complete list. Check your policy or plan document for other covered services and your costs for these services.)

Acupuncture Bariatric surgery Chiropractic care
Dental care (Adult) Massage Therapy Non-emergency care when traveling outside the U.S
Rolfing Routine eye care (adult) Routine foot care

Questions: Call 1-800-872-8979 or visit us at www.kpbsd.rehnonline.com. If you aren't clear about any of the bolded terms used in this form,
see the Glossary. You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-800-872-8979 to request a copy.
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Healt' \ re Plan: KPBSD Traditional Plan ) coverage Period: 01/01/2018 )3i/20i8
Summary Jt Benefits and Coverage: What this Plan Covers & What \x oosts Coverage for: Employees and Dependents | Pla.. . ype: PRO

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances. Federal and State laws may provide protections that allow you to keep health coverage.
Any such rights may be limited in duration and will require you to pay a premium, which may be significandy higher than the premium you pay while covered under
the plan. Other Hmitarions on your rights to continue coverage may also apply.

For more information on yoxir rights to continue coverage, contact the plan at (509) 534-0600 or toll free at (800) 872-8979. You may also contact your state insurance
department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions about your
rights, this notice, or assistance, you can contact:

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage." This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. ITie minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
Spanish (Espanol); Para obtener asistencia en Espanol, llame al 1-800-872-8979

Rehn & Associates, Appeals Department, P O Box 5433, Spokane WA 99205, Phone (509) 534-0600, Toll Free (800) 872-8979.
Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/heaIthreform

-To see examples ofbow this plan might coner costsfor a sample medical situation, see the nextpage.-
(S>

H-i
Questions: Call 1-800-872-8979 or visit us at www.kpbsd.rehnonline.com. If you aren't clear about any of the bolded terms used in this form,
see the Glossary. You can view the Glossary at \v\\^v.doI.gov/ebsa/hcalthrcform or call 1-800-872-8979 to request a copy. 7 of 9



Health j re Plan: KPBSD Traditional Plan
Summary JT Benefits and Coverage: What this Plan Covers & W )hat ii wosts

Coverage Period: 01/01/2018 ^31/2018
Coverage for: Employees and Dependents | Pla.. .ype: PPO

About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

This Is

not a cost

estimator.

Don't use these examples to estimate
your actual costs under this plan. The
actual care you receive will be different
from these examples, and the cost of
that care will be also be different.

See the next page for important
information about these examples.

Having a baby 1  Managing type 2 diabetes
(normal delivery) 1  (routine maintenance of a well-controlled

1  condition)

■ Amount Billed by Provider: $7,540 ■ Amount Billed by Provider: $5,400
■ Plan pays $6,190 ■ Plan pays $4,480
■ Patient pays $1,350 ■ Patient pays $920

Sample care costs (billed charges): Sample care costs:
Hospital charges (mother) $2,700 Prescriptions $2,900

Routine obstetric care $2,100 Medical Equipment and Supplies $1300
Hospital charges (baby) $900 Office Visits and Procedures "$700
Anesthesia $900 Education L  $300
Laboratory tests $500 Laboratory tests 1  $100
Prescriptions $200 Vaccines, other preventive 1  $100

Radiology $200 Total $5,400
Vaccines, other preventive $40

Patient pays:Total Billed Charges $7,540
Deductibles $200

Patient pays: Copays $200

Deductibles $200 Coinsurance '$440
Copays $0 Limits or exclusions __ $80
Coinsurance $1,000

Limits orexclusions $150 Total - $920

Total ; 1 $1,350

Questions: Call 1-800-872-8979 or visit us at www.kpbsd.tehnoniine.com. If you aren't clear about any of the bolded terms used in this form,
see the Glossary. You can view the Glossary at www.dol.gov/cbsa/healthreform or call 1-800-872-8979 to request a copy.
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Health \ re Plan: KPBSD Traditional Plan
Summary or Benefits and Coverage: What this Plan Covers & What ii v^^sts)

Coverage Period: 01/01/2018 ^31/2018
Coverage for: Employees and Dependents | Pla.. .ype: PPO

Questions and answers about the Coverage Examples:
What are some of the

assumptions behind the
Coverage Examples?

What does a Coverage Example
show?

For each treatment situation

Costs don't include premiums.

Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren't specific to a
particular geographic area or health plan.

The patient's condition was not an
excluded benefit.

All services and treatments started and

ended in the same coverage period.

There are no other medical expenses for
any member covered under this plan.
Out-of-pocket expenses are based only
on treating the condition in the example.

The patient received all care from in-
network providers. If the patient had
received care from out-of-network

providers, costs would have been higher.

, the Coverage
Example helps you see how deductibles.
copaymcnts. and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn't covered or payment is limited.

Does the Coverage Example
predict my own care needs?

^No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor's advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

■^No. Coverage Examples are not cost
estimators. You can't use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
pfovidets charge, and the reimbursement
your health plan allows.

Can I use Coverage Examples
to compare plans?

^Yes . When you look at the Summary of
Benefits and Coverage for other plans,
you'll find the same Coverage Examples.
When you compare plans, check the
"Patient Pays" box in each example. The
smaller that number, the more coverage
die plan provides.

Are there other costs I should
consider when comparing
plans?

^Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you'll pay in out-of-
pocket costs, such as copayments.
deductibles. and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(PSAs) or health reimbiusement accounts
(HRAs) that help you pay out-of-pocket
expenses.

Questions: Call 1-800-872-8979 or visit us at www.kpbsd.tehnonline.com. If you aren't clear about any of the bolded terms used in this form,
see the Glossary. You can view the Glossary at www.dol.gov/ebsa/hcaltlireform or call 1-800-872-8979 to request a copy.
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Healt yarG Plan: KPBSD HDHP \ Coverage Period: OI/OI/2OI8 )'31/2018
Summai, 5f Benefits and Coverage: What this Plan Covers & What it oosts Coverage for: Employees and Dependents | Plan Type: PPO

This is only a summary, if you want more detail about your coverage and costs, you can get the complete terms in the policy or pi;
document at www.kpbsd.tehiionline.com or by calling 1-800-872-8979.

Important Questions

What is the overall deductible?

Are there other deductibles for

specific services?

Is there an out—of—pocket limit
on my expenses?

What is not included in the

out-of-pocket limit?

Answers

$1,500 Individual

$3,000 Family

Yes. $250 Emergency Room
Deductible (waived if direcdy
admitted as an inpataent, or treatment
is for accidental injury and is received
on the day of or within 2 days after
the accident)

Is there an overall annual limit

on what the plan pays?

Medical

$2,000 Individual
$4,000 Family

Annual overall out-of-pocket
expenses for PPO network providers
(including deductible, coinsurance,
and prescription drugs) shall not
exceed the ACA limit of $7,150 per
person, $14,300 per family

Why this Matters:

You must pay all the costs up to the deductible amount before this plan
begins to pay for covered services you use. Check your policy or plan
document to see when the deductible starts over (usually, but not always,
January 1st). See the chart starting on page 2 of this document for how
much you pay for covered services after you meet the deductible.

You must pay all of the costs for these services up to the specific
deductible amount before this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay during a coverage
period (usually one year) for your share of the cost of covered services. This
limit helps you plan for health care expenses.

Copayments, premiums, balance-
billed charges, deductibles, emergency
room deductible, utilization review

noncompliance penalties, coinsurance
for services at a non-PPO facility and
health care this plan doesn't cover.

No

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

The chart starting on page 2 describes any limits on what the plan will pay
for specific covered services, such as office visits.

yn
X

X

Questions; Call 1-800-872-8979 or visit us at www.kpbsd.rehnonSinexom. If you aren't clear about any of the bolded terms used in this form,
see the Glossary. You can view the Glossary at w\vw.dol.gov/cbsa/hcalthreFQrm or call 1-800-872-8979 to request a copy.
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Healt' rare Plan: KPBSD HDHP
ASummar> Jf Benefits and Coverage: What this Plan Covers & What it ̂ Josts1

Coverage Period: 01/01/2018 Y31/2018
Coverage for: Employees and Dependents | Plan i ype: PRO

Does this plan use a network of
providers?

Yes. For a list of participating
providers see multiplan.com
(X/XT). w^\"w.acma.com (7.1X1 —

12/17^ and w^xw.caremark.mm .

Participating providers also include
Central Peninsula Hospital, South
Peninsula Hospital, and Alaska
Regional Hospital.

If you use an in-network doctor or other health care provider, this plan will
pay some or all of the costs of covered services. Be aware, your in-network
doctor or hospital may use an out-of-network provider for some services.
Plans use the term in-network, preferred, or participating for providers in
their network. See the chart starting on page 2 of this document for how
this plan pays different kinds of providers.

1  Important Questions Answers Why this Matters: 1
Do I need a referral to see a

specialist?
No You can see the specialist you choose without permission from this plan.

Are there services this plan
doesn't cover?

Yes Some of the services this plan doesn't cover are listed on page 5 of this
document. See your policy or plan document for additional information
about excluded services.

Sk * Copaymcnts are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.
• Coinsurance isjour share of the costs of a covered service, calculated as a percent of the allowed amnnnt for the service. For example, if the

plan's allowed amount for an overnight hospital stay is $1,000, your Coinsurance payment of 20% would be $200. This may change if you
haven't met your deductible.

• The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed anaount, you may be balanced billed and have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an
overnight stay and the allowed amount is $1,000, you may have to pay the $500 difference. {This is called halanrp hilling ̂

• This plan encourages you to use in-network providers by charging you lower deductibles. copayments and Coinsurance amounts.

Questions: Call 1-800-872-8979 or visit us at www.kpbsd.rehnonline.com. If you aren't clear about any of the bolded terms used in this form,
see the Glossary. You can view the Glossary at www.dol.gov/cbsa/hcalthreform or call 1-800-872-8979 to request a copy.
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Heair yare Plan: KPBSD HDHP )
Summary of Benefits and Coverage; What this Plan Covers & What it C^sts

Coverage Period: 01/01/2018 )'31/2018
Coverage for: Employees and Dependents | Plan Type: PRO

Common

Medical Event
Services You May Need

Your Cost If

You Use a

Participating
Provider

Your Cost If

You Use a

Non-Participating
Provider

Limitations & Exceptions

If you visit a health
care provider's office

Primary care visit to treat an
injury or illness

20% coinsurance 20% coinsurance

or cUnic Specialist visit 20% coinsurance 20% coinsurance

Other practitioner office visit 20% coinsurance 20% coinsurance

Preventive Care

Screening/Immunization
No Charge No Charge

If you have a test Diagnostic test (x-ray, blood
work)

20% Coinsurance 40% coinsurance at a

Non-PPO facility
20% coinsurance outside the PPO Network Area.
Allowable charges for services at a non-preferred
facility in the Municipality of Anchorage will be
the rate of the Preferred Provider Hospital, or
50% of the billed charges if no rate is established.

Imaging (CT/PET scans,
MRIs)

20% Coinsurance 40% coinsurance at a

Non-PPO facility
20% coinsurance outside the PPO Network Area.
Allowable charges for services at a non-preferred
facility in the Municipalitj' of Anchorage will be
the rate of the Preferred Provider Hospital, or
50% of the billed charges if no rate is established.

If you need drugs to
treat your illness or

condition

More information

about prescription

Generic drugs $5 copay $5 copay Up to a 100-day or 100-unit supply. Specialty
medications are limited to a 30-day supply. If you
choose a brand-name medication when a genericPreferred brand drugs $25 copay $25 copay

Non-preferred brand drugs $50 copay $50 copay equivalent is available, you will pay the difference
in cost between the brand name and the generic.

available at

www.caremark.com.

Specialty drugs $100 copay $100 copay plus your brand name copay. Reimbursement at
a Non-Participating Provider is based upon the
amount the Plan pays at a Participating
Pharmacy.

.  / r

Questions: CaU 1-800-872-8979 or visit us at www.kpbsd.rehnonUne.com. If you aren't clear about any of the bolded terms used in this form
see the Glossary. You can view the Glossary at u-\v\v.dol.gov/ebsa/healtlireform or call 1-800-872-8979 to request a copy.
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Health jare Plan: KPBSD HDHP )
, Jf Benefits and Coverage: What this Plan Covers & What It CostsSummar

Coverage Period: 01/01/2018 - )31/2018
Coverage for: Employees and Dependents | Plan Type: PPO

Common

Medical Event
Services You May Need

Your Cost If

You Use a

Participating
Provider

Your Cost If

You Use a

Non-Participating
Provider

Limitations & Exceptions

If you have Physician/surgeon fees | 20% coinsurance 20% coinsurance 20% coinsurance outside the PPO Network Area.

Allowable charges for services at a non-preferred
facility in the Municipality of Anchorage will be
the rate of the Preferred Provider Flospital, or
50% of the billed charges if no rate is established.

outpatient surgery

1

i

FaciUty fee (e.g., ambulatory
surgery center)

20% coinsurance 40% coinsurance

1 If you need
immediate medical

attention

Emergency room services $250 deductible +

20% coinsurance

$250 deductible +

40% coinsurance

(non emergency);
20% coinsurance

(emergency)

Deductible waived if directly admitted as an
inpatient, or treatment is for accidental injury and
is received on the day of or within 2 days after
the accident. 20% coinsurance outside the PPO
Network Area. Allowable charges for services at
a non-preferred facility in the Municipality of
Anchorage will be the rate of the Preferred
Provider Hospital, or 50% of the billed charges if
no rate is established. i

Emergency medical
transportation

20% coinsurance 20% coinsurance

i

Urgent care 20% coinsurance 40% coinsurance 20% coinsurance outside the PPO Network Area
If you have a
hospital stay

Facility fee (e.g., hospital room) 20% coinsurance 40% coinsurance ■ 20% coinsurance outside the PPO Network Area.
Allowable charges for services at a non-preferred
facility in the Municipality of Anchorage will be
the rate of the Preferred Provider Hospital, or
50% of the billed charges if no rate is established.

Physician/surgeon fee 20% coinsurance 20% coinsurance

Questions: CaU 1-800-872-8979 or visit us at www.kpbsd.rehnonUne.com. If you aren't clear about any of the bolded terms used in this form,
see the Glossary. You can view the Glossary at www.dol.i?ov/ebsa/healthreform or call 1-800-872-8979 to request a copy.
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Health jare Plan; KPBSD HDHP
Summary Jf Benefits and Coverage: What this Plan Covers & What it Costs) Coverage Period: 01/01/2018 - )31/2018

Common

Medical Event
Services You May Need

Your Cost If

You Use a

Participating
Provider

Your Cost (f

You Use a

Non-Participating
Provider

Limitations & Exceptions

1 If you have mental
j health, behavioral
j health, or substance
1 abuse needs

i Mental/Behavioral health

outpatient services
20% coinsurance 20% coinsurance

Mental/Behavioral health

inpatient services
20% coinsurance 40% coinsurance 20% coinsurance outside the PPO Network Area

Substance use disorder

outpatient services
20% coinsurance 20% coinsurance

Substance use disorder

inpatient services
20% coinsurance 40% coinsurance 20% coinsurance outside the PPO Network Area

If you are pregnant Prenatal and postnatal care 20% coinsurance 20% coinsurance

Delivery and all inpatient
services

20% coinsurance 40% coinsurance 20% coinsurance outside the PPO Network Area.
Allowable charges for services at a non-preferred
facility in the Municipality of Anchorage will be
the rate of the Preferred Provider Hospital, or
50% of the billed charges if no rate is established.

If you need help
recovering or have
other special health
needs

Home health care 20% coinsurance 20% coinsurance 1 visit per day, 100 visit limit per calendar year
Rehabilitation services 20% coinsurance 20% coinsurance Chiropractic and rolfing services combined are

limited to 20 visits per calendar year; acupuncture
limited to 20 visits per calendar year; physical
therapy limited to 24 visits per calendar year

HabUitation services Not covered Not covered

Skilled nursing care 20% coinsurance 20% coinsurance 90 day limit per calendar year
Durable medical equipment 20% coinsurance 20% coinsurance DME major equipment requires preauthorization
Hospice service 20% coinsurance 20% coinsurance

-tl)

a\
Questions: CaU 1-800-872-8979 or visit us at www.kpbsd.rehnonUne.com. If you aren't clear about any of the bolded terms used in this form
see the Glossary. You can view the Glossary at www.dol.rov/cbsa/healthreform or call 1 -800-872-8979 to request a copy.
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Health jare Plan: KPBSD HDHP )
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 01/01/2018 - )31/2018
Coverage for: Employees and Dependents | Plan Type: PPO

Common

Medical Event

Your Cost (f

You Use a

Participating
Provider

Your Cost If

You Use a

Non-Participating
Provider

Limitations & Exceptions

It your child needs ; Eye Exam
dental or eye care 1

20% coinsurance 20% coinsurance

20% coinsurance

Maximum benefit of 1 exam per calendar year.

Maximum benefit of 1 pair of lenses per calendar
year. Eyeglass lenses prescribed for Medical
Reasons maximum benefit of $150 per lens.
Contact lenses prescribed for Medical Reasons
maximum benefit of $600 (2 pair).
Maximum benefit of $100 in a calendar year, one^
set of frames allowed every 2 calendar years.

Glasses

!  ;

20% coinsurance

Frames

1

20% coinsurance 20% coinsurance

1 Dental check-up 1 No Charge No Charge
1

Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn't a complete list Check your policy or plan document for other excluded sprvif-Ps )
Cosmetic surgery Habilitation services

Infertility treatment
Heating aids

Long term care

Speech Therapy Weight loss programs
Private duty nursing

. The Covered Person is responsible for any charges that exceed the Usual & Customary amount as weU as for any charges in excess of stated benefit
maximums and services and supplies not covered under this Plan.

Other Covered Services (This isn't a complete Ust. Check your pohcy or plan document for other covered services and your costs for these services.)
» Acupuncture Bariatric surgery Chiropractic care

Dental care (Adult) Massage Therapy Non-emergency care when traveling outside the U.S
Rolfmg Routine eye care (adult) Routine foot care

Questions: CaU 1-800-872-8979 or visit us at www.kpbsd.rehnonline.com. If you aren't clear about any of the bolded terms used in this form
see the Glossary. You can view the Glossary at www.dol.t^ov/cbsa/hcalthrcform or call 1-800-872-8979 to request a copy.
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Health jare Plan: KPBSD HDHP
r> Jf Benefits and Coverage: What this Plan Covers & What it C^stsSummary )

About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

Coverage Period: 01/01/2018 - )31/2018
Coverage for: Employees and Dependents | Plan Type: PRO

This Is

not a cost

estimator.

Don't use these examples to estimate
your actual costs under this plan. The
actual care you receive will be different
from these examples, and the cost of
that care will be also be different

See the next page for important
information about these examples.

Having a baby
(normal delivery)

■ Amount Billed by Provider: $7,540
■ Plan pays $4,712
■ Patient pays $2,828

Sample care coste (billed charges):
Hospital charges (mother) $2,700
Routine obstetric care $2,100

Hospital charges (baby) $900

Anesthesia $900

Laboratory tests $500

Prescriptions $200

Radiology !  $200

Vaccines, other preventive $40

Total Billed Charges 1  $7,540

Patient pays:
Deductibles

Ln
O
o

Copays $0

Coinsurance $1,178
Limits or exclusions $150

Total 1 $2,828

Managing type 2 diabetes
(routine maintenance of a well-controlled

condition)

Amount Billed by Provider: $5,400
Plan pays $3,056
Patient pays $2,344

^ample care costs:
Prescriptions

Medical Equipment and Supplies
Office Visits and Procedures

Education

Laboratory tests

Vaccines, other preventive
Total

Patient pays:
Deductibles

Copays

Coinsurance

Limits or exclusions

Total

$2,900

$1,300

$700]
$300

$ioo'
$100

$5,400

$1,500

$0

"~$764
$80

$2,344

Questions: CaU 1-800-872-8979 or visit us at www.kpbsd.rehnonline.com. If you aren't clear about any of the bolded terms used in this form
see the Glossary. You can view the Glossary at www.dol.vov /ebsa /hcalthreform or call 1-800-872-8979 to request a copy.

C-P
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Healt' Jare Plan; KPBSD HDHP )
Summary of Benefits and Coverage: What this Plan Covers & What It Costs

Coverage Period: 01/01/2018 - )31/2018
Coverage for: Employees and Dependents | Plan Type: PPO

Questions and answers about the Coverage Examples:
What are some of the

assumptions behind the
Coverage Examples?

• Costs don't include prpminmg
•  Sample care costs are based on national

averages supplied by the U.S.
Department of Health and Human
Services, and aren't specific to a
particular geographic area or health plan.

• The patient's condition was not an
excluded benefit.

•  All services and treatments started and

ended in the same coverage period.

• There are no other medical expenses for
any member covered under this plan.

• Out-of-pocket expenses are based only
on treating the condition in the example.

• The patient received all care from in-
network providers. If the patient had
received care from out-of-network

providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how dcductibles.
copayments. and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn't covered or payment is limited.

Does the Coverage Example
predict my own care needs?

^ No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor's advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

Coverage Examples are not cost
estimators. You can't use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-800-872-8979 or visit us at www.kpbsd.rehnonline.com. If you aren't clear about any of the bolded terms used in this form,
see the Glossary. You can view the Glossary at www.dol.gov/cbsa/healthreform or call 1 -800-872-8979 to request a copy.

Can I use Coverage Examples
to compare plans?

^Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you'll find the same Coverage Examples.
When you compare plans, check the
"Patient Pays" box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs I should

consider when comparing
plans?

^Yes. An important cost is the premium
you pay. Generally, the lower your
premium the more you'll pay in out-of-
pocket costs, such as copayments
deductibles and coinsurance You

should also consider contributions to

accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket
expenses.

"d
lP
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/ ̂ /4'7526

Fax: (907) 222-2556
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March 30,2016

Kenai Peninsula School District
c/o Collen Savoie

Parker, Smith and Peek
3800 Centerpoint Drive, Suite 601
Anchorage, AK 99503

RE: Plan Rates for FY17

Dear Colleen:

The Trustees met on March 28 and 29th, 2016 to respond to the request of health
insurance coverage for the Kenal Peninsula Borough School District employees and
board members. The Trust requested and received 2 years of claims experience

designs diagnosis, census, medicai disclosure and current plan
The Trust offers plans with low administrative COSTS. We strive to provide options
to distncts/associations/employees with CHOICE in mind regarding their benefit
plan design options each year. The need for local CONTROL in the decisions is
paramount. Your group understands and knows best what to offer in terms of
benefits to attract and retain qualified employees while addressing budget
constr3ints*

The Tmstees have approved an offer of coverage to Kenai Peninsula Borough School

thf r!,?«T "^embers. The premiums include a 5% load to
O rat! f the Trust; may be subject to an adjustment
the tad Ti! ' large claim diagnosis and medical disclosure warrants
th!?renll!l y2r." reconsideration and will be removed at

eight medical plans, three dental plans and an option to add
orthodontia coverage. A group may offer up to two different plan design options for
their members/ employees. Additionally, with the school district's administrative
agreeme^, a group can be defined as the entire eligible employee base, or broken

HEALTH TRUST TRUSTER.'

Oiairpersor
Ron Fuhre

Secretary
Jessica Coo

Kathy Bell, Stephen Byers, Keri Clark, Josh Andrews, Tim Walter

PG52; -v :



Public Education Health Trust
Kenal Peninsula Borough School District 2016-2017

Page 2 of 2

The Trust strives to offer access to quality care. We recently Implemented Teladoc
providing access to physician visits from the comfort of home. The visits are free to
the members and their families.

Attachments to this letter include, summary of plan designs offered by the Trust, list
of in-network providers in the Kenai Borough Community, implementation
agreement for the district/associations and a separate agreement for each school
board member.

Should Kenai Peninsula Borough School District elect to move forward with selection
of the Trust for their health insurance needs, please notify the Trust no later than
May 2,2016, of the plan designs selected for medical and dental coverages.

Sincerely,

Rhonda KItter

Chief Financial Officer

P053



^ PUBLIC EDUCATION HEALTH TRUST

DATA REQUEST FORM

ITEMS NEEDED TO PROVIDE PROPOSAL

Thank you for your interest in the PEHT health plans. To provide you with a proposal we need the

following information to be sent to Aon.

•  Most recent 2 years of claims experience: medical / pharmacy / dental and vision broken out

separately, if possible. This should include enrollment, premiums, and claims by month.

•  Large claims listing for the most recent 2 years for claimants over $50,000. Please include

diagnosis, if available.

•  Census (should include all benefit eligible employees) - identifier, birthdate, gender, date of

hire, city, zip code, enrollment tier, COBRA vs. Active, waived

•  Medical Disclosure Form - needed for small groups that do not have claims experience or

groups that do not have large claims information available.

•  Current plan booklets for medical/Rx, dental and vision
•  Current and renewal rates for medical/RX, dental and vision

•  Which PEHT plan(s) are you interested in enrolling?

•  Requested effective date

•  Current plan year

Please send the information to:

Rhonda Prowell-Kitter:

rpk(a)pehtak.com and

Doris Holzer: doris.holzer(a)aon.com

We appreciate your interest in the Trust and the opportunity to provide you a proposal.

Thank you.

Doris Holzer | Vice President | Aon 206-467-4607



Aon

Thursday^ October 25, 2018

Curt Hebert

Marsh & McLennan Agency LLC

1031W. 4^''Ave, Suite 400
Anchorage, AK 99501

Re: Kenai Peninsula Borough School District Request for Proposal

Dear Curt,

Thank you for requesting a proposal from the Public Education Health Trust Attached are the

rates that the Trust can offer to Kenai Peninsula Borough School District (KPBSD) for Medical,

Dental and Vision coverage effective January 1, 2019, with rates guaranteed through June 30,

2019. The Trust programs plan year is July through June 30'^. Effective July 1, 2019 Kenai
will be subject to any rate action that is implemented with the Trust programs at that time.

These rates include a load of 45% to the medical rates. The Trust will review this load at each

July 1'^ renewal and may revise the load if warranted, however, a load may remain through the
plan year ending June 30, 2022.

The Trust will only be covering claims incurred and paid January 2019 and after, the Trust

will not be providing coverage for claims runout for the current plan. This proposal is

contingent upon receiving the returned rate exhibit accepting our proposal by November 2,

2018.

The Trust prides itself in keeping administrative COSTS low, while providing superior local
service and understanding of the Alaska marketplace. We strive to provide options to

districts/associations/employees with CHOICE in mind regarding their benefit plan design
options each year. The need for local CONTROL in the decisions is paramount. You and your

group understand and know best what to offer in terms of benefits to attract and retain

qualified employees with addressing budget constraints.

The Trust offers new groups a 4-tier rate structure. The rate exhibit includes all Trust plans that

are available, which are eight medical plans, three dental plans and an option to add
orthodontia coverage. V5P vision coverage is also included in all medical plan options. A group

may offer up to three different medical plan design options for their members / employees and

must include a dental plan offering, however, separate eligibility can be offered for the dental

plan. Additionally, with the school district's administrative agreement, a group can be defined

as the entire eligible employee base, or broken into classified, certificated, administrative

and/or school board. This provides additional options in plan selection. Our coverage is
offered on a fully-pooled basis, no individual group claims information is shared.

Aon I Aon Risk Services | Health & Benefits
1420 Fifth Avenue | Suite 1200 | Seattle. Washington 98101
t; 206.467.4600 j f; 206.467,0592 j aon.com



Aon
October 25. 2018

Curt Hebert

Page 2

Enclosed are summaries of the plans the Trust will offer for the 2018/2019 plan year. The Trust

has additional programs that have helped us to reduce our program costs to keep our rates
competitive. We have a 24/7 Teladoc service for convenient access to physician care for some
of the more typical symptoms (flu, cold, sinus infections, respiratory issues, etc.) that can be
offered via a phone consultation with a remote physician. The Trust has a voluntary medical
tourism program through Bridge Health to coordinate travel and care for elective surgeries that

can be treated at a high quality and lower cost setting by traveling to Centers of Excellence.
The Trust also offers a Wellness program through G0365, that provides incentives for
participation in wellness activities.

The Trust benefits are administered by EBMS, a third party administrator (TPA) out of Montana,
who has provided this service for over 18-years. The Aetna ASA network provides a national
PPO network, and the Trust currently has 22 additional direct provider contracts they have
negotiated in Alaska to help control costs. The Trusfs health coverage provides coordination of

benefits for members who have double coverage, including spouses who are both covered

under the Trust plans.

The Trust requires proof of dependent eligibility to be submitted within 30 days of eligibility.
Acceptable documents include birth certificates, adoption certificates and legal guardianship
for dependent children and a marriage license for a spouse. Or, tax returns can be submitted

(income redacted) listing the dependents. For spouses the Trust also accepts statements of
financials interdependence in lieu of state/federal marriage certificates. To implement
coverage with the Trust for a January 1, 2019 effective date the following steps will need to

occur:

^ Your acceptance of our rate offer would need to occur by having the group complete
and sign the election form by November 2, 2018

^ Once we receive your acceptance we will prepare a group participation agreement
(attached) for signature and submission by November 15, 2018.
All enrollment forms must be submitted by December 1, 2018.

To be enrolled in coverage dependent verification of eligibility must be submitted by
January 31, 2019

^ First month's premium will be due January 1, 2019

All forms should be submitted electronically or via hardcopy directly to the Trust as follows:

Public Education Health Trust

Attn: Rhonda Prowell-Kitter, CFO,
4003 Iowa Drive,

Anchorage, AK 99517,
Fax: (907) 222-2556;

Email: rpk@pehtak.com



A

Am ^
October 25.2018

Curt Hebert

Page 3

Please let us know If you have any questions. We look forward to working with you and

supporting a smooth implementation should KPBSD decide to join the Trust.

Sincerely,

Doris Holzer

Vice President

Cc: Rhonda Prowell-Kitter, Public Education Health Trust

Greg Goldstein, Aon
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'T^ublic Education
HEALTH TRUS'

TRUST VISION STATEMENT

;''^^ximize Member Benefits at the Least Cost.

We value fiscal integrity.
We value the highest standard of service.

We value open and honest communication.
We value mutual respect and building trust.
We value the greatest possible benefit for all.



Individual/Family DEDUCTIBLE

COINSURANCE %

Individual/Family

OUT-OF-POCKET LiMIT*

OUT-OF-POCKET (Non Preferred)

$100/$300

Preferred 80% to $5,000;

Non-Preferred Facility and

Providers Payable amount

up to 125% of the Medicare

equivalent rate

$1,000 plus deductible/

$3,000 plus deductible

No limit

B

$250/$750

Preferred 80% to $10,000;

Non-Preferred Facility and
Providers Payable amount

up to 125% of the Medicare

equivalent rate

$2,000 plus deductible/

$6,000 plus deductible

No limit

CHIROPRACTIC OR MASSAGE THERAPY

PRIMARY CARE OFFICE VISITS

SPECIALTY PROVIDER OFFICE VISITS

PRESCRIPTIONS-Retail

^Generic medications required when
jvailable)

PRESCRIPTIONS-Maii Order

(Generic medications required when

dvaiiabie)

PRESCRIPTION SPECIALTY

s (Not including oncology medications)

PREVENTIVE CARE

(Well baby and routine cancer
! screenings)

; EMERGENCY ROOM DEDUCTIBLE
^ (waived if admitted)
,

'  INPATIENT HOSPITAL CO-PAY

BridgeHealth or miChoice

Subject to deductible arKi

coinsurance; up to 20 visits

each per calendar year

N/A

N/A

$12/$25/$50-

30-day supply

$24 / $50/$100-

90-day supply

50% co-payment per

prescription with a per

prescription maximum of $100

Value/$400 Formulary/S600

Non-Formulary

Paid at 100%

Subject to deductible and

coinsurance; up to 20 visits

each per calendar year

N/A

N/A

$12/$25/$50-

30-day supply

$24/$50/$100-

90-day supply

50% co-payment per

prescription with a per

prescription maximum of $ 100

Value/$400 Formulary/$600
NorvFbrmulary

Paid at 100%

$500

$500 per admission;

capped two times per

individual per year

100% no deductible

$500

'  $500 per admission;

capped two times per

iS individual per year

!  100% no deductible

rî |te in the Trust are indexed each year to meet
^^deriuctible, coinsurance, (office co-payment

Siaon e>

1 limitations for global out-of-pocket
ibie) inpatient hospital deductlbles,



Individual/Family DEDUCTIBLE

COINSURANCE %

Individual/Family

OUT-OF-POCKET LIMIT*

OUT-OF-POCKET (Non Preferred)

"1

i CHIROPRACTIC OR MASSAGE THERAPY

; PRIMARY CARE OFFICE VISITS
i

! SPECIALTY PROVIDER OFFICE VISITS
I

; PRESCRIPTIONS-Retail
■LfGeneric medications required when

jvailable)

> PRESCRIPTIONS - Mall Order
(Generic medications required when
available)

PRESCRIPTION SPECIALTY
(Not including oncology medications)

PREVENTIVE CARE

(Well baby and routine cancer
I screenings)
; EMERGENCY ROOM DEDUCTIBLE
1 (waived if admitted)
!

I INPATIENT HOSPITAL CO-PAY
_  _

i BridgeHealth or miCholce

$soo/$i^oo

Preferred 80% to $ 10,00(^
Non-Preferred Facility and
Providers Payable amount

up to 125% of the Medicare

$1,000/$3,000

equivalent rate

IKoiplus deductible/
plus deductible

No limit

to deductible and
nee; up to 20 visits

per calendar year

N/A

H/A

Preferred 80% to $ 15,000;
Non-Preferred Facility and
Providers Payable amount

up to 125% of the Medicare
equivalent rate

$3,000 plus deductible /
$9,000 plus deductible

No limit

Subject to deductible and
coinsurance; up to 20 visits

each per calendar year

N/A

$17/$30/$60-
30-day supply

34/$60/$120-
90-day supply

N/A

$17/$30/$60-
30-day supply

$34/$60/$120
90-day supply

50% co-payment per 50% co-payment per t
presaiptionwithaper presalptlonwithaper I

prescription maximum of $100 I prescriptlonmaxlmumof$100 j
Value/$400 Formulary/$6CX) t Value/$400Formulary/$600 t

Non-Formulary | Non-Formulary

Paid at 100%

$500

per admission;
two times per

ividual per year

100% no deductible

limitations for giobal out-of-pocket
bie) inpatient hospital deductlbles,

Paid at 100%

$500

$500 per admission;
capped two times per

individual per year

100% no deductible



^Individual/Family DEDUCTIBLE

COINSURANCE %

Individual/Family

OUT-OF-POCKET LIMIT*

OUT-OF-POCKET (Non Preferred)

CHIROPRACTIC OR MASSAGE THERAPY

PRIMARY CARE OFFICE VISITS (PCP OVC)

SPECIALTY PROVIDER OFFICE VISITS

PRESCRIPTIONS-Retail

»^Generic medications required when

available)

PRESCRIPTIONS-Mail Order

■ (Generic medications required when

available)

i PRESCRIPTION SPECIALTY

; (Not including oncology medications)

; PREVENTIVE CARE

(Well baby and routine cancer

screenings)

EMERGENCY ROOM DEDUCTIBLE

' (waived if admitted)

i  INPATIENT HOSPITAL CO-PAY
1
^

i BridgeHealth or mIChoice

110

$1^/S3^

!  Preferred 80% to SI 5,000;

NorvPreferred Facility and

Providers Payable amount

up to 125% of the Medicare

equivalent rate

j  $3,000 plus deductible /
I  $6,000 plus deductible

No limit

Sub]^ to PCP OVC or

deducl2)le/a>insurance;

up to 20 visits each per

calendaryear.

$25 (1 st 6 visits per Calendar

Year)

Subject to deductible and

coinsurance

$17/$3a/$60-

30-day supply

$34/S60/Sl20

90-day supply

$3,000/$6,000 i
.  !

Preferred 80% to $15,000;

Non-Preferred Facility and

Providers Payable amount

up to 125% of the Medicare ;

equivalent rate '

I  $3,000 plus deductible /
$6,000 plus deductible

No limit

Subject to PCP OVC or

. deductible/coinsurance; <

l up to 20 visits each per ■

calendar year. ^

$30 (1st 6 visits per calendar i

year)

^Sjjbject to deductible and

coinsurance

$17/$30/$60-

30-day supply

$34/$60/$120

90-day supply

50% co-payment per 50% co-payment per

prescription with a per prescription with a per
; prescription maximum of $100 ; presalptlon maximumofSlOO

;  Value/$400Formulary/$600 j Value/$400 Formulary/$600
i  Non-Formulary Non-Formulary

Paid at 100%

$500

$500 per admission;

capped two times per

individual per year

100% no deductible

limitations for global out-of-pocketl
:b!e) Inpatlent hospital deductibles,)

Paid at 100%

$500

$500 per admission;

capp^ two times per

individual per year

100% no deductible



L, «•

I Individual/Family DEDUCTIBLE

COINSURANCE %

Individual/Family

OUT-OF-POCKET LIMIT*

OUT-OF-POCKET (Non Preferred)

CHIROPRACTIC OR MASSAGE THERAPY

: PRIMARY CARE OFFICE VISITS

SPECIALTY PROVIDER OFFICE VISITS

PRESCRIPTIONS-Retail

{Generic medications required when

'^^vailable)

PRESCRIPTIONS-Mail Order

(Generic medications required when

available)

i PRESCRIPTION SPECIALTY

j (Not including oncology medications)
)

; PREVENTIVE CARE

(Well baby and routine cancer
I screenings)

i EMERGENCY ROOM DEDUCTIBLE

^ (waived If admitted)

I INPATIENT HOSPITAL CO-PAY
I

■

JridgeHealth or miChoice

HDHP SGOO'?^'^
$1,500/$3,000

Preferred 80% to $17,500; Non-

Preferred Facility and Providers

Payable amount up to 125% of

the Medicare equivalent rate

$3,500 plus deductible /

$7,000 plus deductible

No limit

f fWl'i .

Subject to deductible and

cc»nsurance; up to 20 visits each

per calendar year

$6,650/$13300 '
(

Preferred: Paid at 100% '

Non Preferred Facility & '
Providers: up to 125% of

Medicare equivalent rate

$6,650/$13300

No Limit

Subject to deductible up to 20

visits each per calendar year

N/A

N/A

Prescriptions are subject to

deductible and coinsurance.

Some preventive drugs will be

covered with deductible waived.

Prescriptions are subject to

I' deductible and coinsurance.
Some preventive drugs will be

■covered with deductible waived.

f-

N/A

N/A

Prescriptions are subject to
deductible. Some preventive
drugs will be covered with

deductible waived.

Prescriptions are subject to
deductible. Some prev^tive
drugs will be covered with

deductible waived.

'  f 50% co-payment per prescription i
I  • with a per prescription ' Prescriptions are subject to

maximum of $100Value/$400 deductible
j  j F6rmulary/$600 Non-Formulary |

Paid at 100%

$500

Paid at 100%

N/A

$200 per admission; capped
two times per individual per

year; applies to out-of-pocket

100% after deductible

N/A

100% after deductible

i.fn are in<lexed each year to meet ACA

nt mdt^lal'cO'paymefit.

limitations for global out-of-pocket
ipatient hospital deductibles, emer



Vt\llYour Dental Benefit Option^
Dental Plan A

Deductible $50 per person or $150 per family

Maximum (per calendar year) $2000

Preventive Care 100% up to Usual and Customary (two visits per person per year)

Basic 80% subject to deductible and up to Usual and Customary

Major

Dental Plan B

Deductible

50% subject to deductible and up to Usual and Customary

$75 per person or $225 per family

Maximum (per calendar year) $3000 per person

Preventive Care 100% up to Usual and Customary (two visits per person per year)

Basic 80% subject to deductible and up to Usual and Customary

Major

Dental Plan - Value

Deductible

50% subject to deductible and up to Usual and Customary

$50 per person or $150 per family

Maximum (per calendar year) $500 per person

Preventive Care 100% up to the UCR (two visits per person per year) - after dental deductible

Basic None

Major

Orthodontia

None

Orthodontia (per lifetime) 50% up to $2000 per person

Members are encouraged to use Aetna Dental Administrators ASAIookupJVetnaSlgnatureAdmlnistratorsxom when available for
additional Plan discounts.

Your Health Benefit Plan ebms"
Public Education Health Trust (PEHT), has contracted with Employee Benefit Management Services, LLC (EBMS), a family-owned,
nationally recognized third party administrator of group health benefit plans, for the administration of your benefits, including
claims processing, access to Aetna Signature Administrator's national provider network, call center and online customer
support and Careiink's medical management services. EBMS'dedicated team of health, legal and business strategists work
collaboratively with PEHT administration and your member organizations to help maximize health and financial outcomes for
the Trust and the members they serve.

EBMS has devoted a team of highly trained profiesslonals available to help members navigate the complicated healthcare and
insurance system. These member advocates will help explain the member's summary of benefits, review benefit programs
offered by the member's health plan, assist with billing questions, and/or help the member resolve outstanding claims issues.
This service Is designed for members who are experiencing complex health issues or are having difficulty resolving their claims
and benefits questions.

EBMS also provides real time access through our web based benefit administration resource, miBenefits. Allowing 24/7 online access
to all benefits, claims, healthcare resources and general Information, miBenefits allows you to check claims status and Explanation of
Benefits (EOB) forms, view plan documents and provider directories. To access this web based portal, visit www.ebms.com.



Your VSP
Vision Benefits VSQ

VSP is the largest not-for-profit vision care company in the U.S. today. They've worked exclusively with private-

practice doctors to provide Public Education Health Trust members with the best eye care possible. With more than
67 million members nationwide, 49,000 clients, 54,000 access points of care and 31,000 doctors in their network,

one in five people In the U.S. rely on VSP for quality eye coverage.

Vision (In VSP Network - for a list of VSP Providers go to www.vsp.com)

Co-pay Examination - $25; Materials - $25

Annual Exam Paid-in-Full every calendar year (after co-payment)

Lenses (single vision, lined bifocal,
lined trifocal, and Lenticular Lenses)

Paid-in-Full every calendar year (after co-payment). Anti-reflective coating covered
in full.

Frames Paid-in-Full up to $ 195 every calendar year (after co-payment) OR 2 pairs offrames every
other calendar year (after co-payment).

Contact Lenses (instead of

spectacle tenses and frame)
Necessary - Paid-in-Full (after co-payment); Specific benefit criteria must be met for
Necessary Contact Lenses. Eligibility is determined by the VSP doctor at the time of
service.

Elective - paid up to $ 130. Contact lens fitting and evaluation exam is covered after a $60
copay.

*The above table is not applicable to the HDHP. Please see routine care services listed in the medical benefit booklet.

Pharmacy Benefit
Management "^OPTUM

u-

As your pharmacy benefits manager, Optum wants to help you get the most value from your prescription benefits.
We are committed to giving you the information you need to make the best decisions regarding the prescriptions
you take!

YOUR HEALTH IS IN YOUR HANDS

Visit ODtumrx.com/mvoDtumrx or get the Optum Mobile App for iPhone or Android to locate a nearby pharmacy,
find your copay, review your benefit documents, order mail order refills, and more. Most national chains and many
local pharmacies are Included in the Optum network. Save the most money by choosing generic medications
when possible.

HOME DELIVERY

Members who take long-term maintenance medications will save money using this service. Medications are
delivered right to your door, and you can order refills quickly and easily online or by phone.

CUSTOMER SERVICE

We are here to assist you day and night! Call the phone number on your member ID card or visit
ODtumrx.com/mvoDtumnt.



Member Assistance Program
The SuppoitUnc Member Assistance Program (MAP) is designed to help you manage life's dally challenges. We can

refer you to profiessionai counselors and services that can help you and your eligible family members resolve a broad

range of personal concerns, such as:

Marriage and Relationship Issues

Stress and Anxiety
•  Depression

•  Substance Abuse

Anger Management

Family Problems

Grief and Loss

Legal and Rnancial Services

Dependent Care

Visit www.suDDortlincxom to find out more information!
(  1 « 'Vt I \ssmi AM I-

Go365
Getting motivated to get healthier just got a little easier. In October, PEHT partnered with Go365,
a wellness rewards program, to provide members with resources to help make better lifestyle
choices. Members who participate in Go365 earn points - which translate Into dollars - by
tracking healthy activities.

POINTS AND BUCKS | Points are earned with activities, such as logging physical activity In a fitness app or device,
keeping a sleep diary, tracking food Intake, getting a flu shot, going to the dentist, donating blood, participating in
online health coaching, using the online Go365 health calculators, and more.

Points earned through the designated activities translate into "bucks" that can be redeemed at Go365's online mall
to purchase e-gift cards to Amazon, Target, movie theaters, Lowe's, and other retailers. The bucks can also be used to
purchase fitness trackers and other items.

LEVELS I All participants start In the Blue status and begin to work their way up by earning points. To move to
Bronze, members can complete their health assessment and/or their blometric screening or log a verified workout.
After achieving Bronze status, participants work toward Silver, Gold, and Platinum. Participants become eligible for
Bonus Bucks, surprise rewards, and monthly jackpot drawings, as they progress.

CONDITIONS I Ail members participating In the medical plan and their enrolled dependents are eligible to take part in
this program. Every member 18 years or older can register and create their own account. The points and bucks earned
through the program will track toward the family's account. NEXT STEPS j All members receive an ID card in the mail
from Go365. You can use your Member ID number, found on your card, to register at www.Go365.com. Then, you can
sign into your account at any time to view a personalized dashboard, connect a compatible fitness device or tracking
app, track points, unlock activities, contact a health coach, participate in challenges with coworkers, and more.

QUESTIONS?

Please contact Go365 or visit the Go365 community page.

Teladoc O TELADOC.
Public Education Health Trust has contracted with Teladoc fo provide 2^17 Physician Consultations for you and
your Dependents.

Teladoc offers 24/7 Physician Consultations, which provide access to licensed, U.S.-based physicians by
phone, secure e-mail, video and mobile app at any time of the day. Physicians offer diagnoses, medical
advice, treatment recommendations and can even prescribe medications over the phone.

Call: 1 -800-Teladoc or www.Teladoc.com.
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BridgeHealtBridgeHealth

BridgeHealth is a surgery benefit program that is offered to you through PENT.
The suite of tools, services and dedicated Care Coordinators are available to
help you when considering a planned surgery. Then, if surgery Is right for you,
this program may actually lower your out-of-pocket costs while Improving the
quality of care and the entire experience.

BRIDGEHEALTH IS OFFERED TO YOU AT NO EXTRA COST -
YOU'RE ALREADY ENROLLED!!

> Gain access to decision support: If you are considering surgery, that's when
to contact BridgeHealth. It's at this important juncture that you can start off
with less anxiety and focus more fully on your options. No worries.That's the
BridgeHealth way.

>Gef top-quality care: If you decide to have surgery, you want the best care. BridgeHealth's stringent standards in selecting
providers, verified by external data, deliver top-tier options.

>Savc Money; BridgeHealth has pre-negotiated agreements with care providers that lower your plan sponsor's healthcare
costs as well as those of the actual surgery. These savings, which can be significant, are passed on to you.

>Letyour Care Coordinators help: BridgeHealth provides you with dedicated Care Coordinators who will guide you toward
your most informed decision.

FEEL NO PAIN IN YOUR WALLET!!
How? BridgeHealth pre-negotlates rates for a wide variety of surgical procedures with top tier providers across the nation. These rates
translate to lower costs for you. More reasons to take advantage of BridgeHealth Include: You'll know about any costs upfront — no
surprises after surgery! Your health plan offers the BridgeHealth surgical benefit to deliver more value, quality and cost savings to you.

Refer to your PEHT Plan Benefits Booklet to learn more about your BridgeHealth Surgery Benefit or call the BridgeHealth
Staff at 855.265.2874 with any questions.

mICholce ni^'rho
If your elective surgery Is not eligible through the BridgeHealth Surgery Option, you can use the EBMS miCholce program.
A friendly and knowledgeable miChoice concierge will help find a provider who can perform a high-quality, low-cost procedure.

The concierge will explore options across your area and the U.S. to ensure you receive the high-quality healthcare you deserve.
This means you could receive compensation for you and your companion, if travel Is required for your procedure.

In addition, our team will coordinate with your providers'offices for you.

Plus, you'll experience personalized support from one of our clinical nurses.

Your health plan may also have financial Incentives within your benefits to reward you for being an informed healthcare consumer.

The miChoice concierge team analyzes reports of facilities, based on both cost and quality. miChoice also allows a member to
see how many times facilities have performed their specific surgery and what the success rate was nationally and compared to
others In the area.This Information helps the concierge team determine the best medical provider.

if you would like more mformatlon on miChoice and what it can do^ call a miChoice advocate toll-free at 866.677.8745.
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Public Education Health Trust 'PuiUcEduuaA
FY2017 Dollar Spend

MEDICAL

$91,664,645

PRESCRIPTION

$12,883,600

DENTAL

$8,869,113

ADMIN

$5,557,066

VISION

$1,878,762

ACA FEES

$429,872

The Public Education Health Trust was established on July 1.1996.
As of January 1.2018, the following associations/employer groups participate In the Trust:

Alaska Gateway School District

Anchorage Education Association

Bristol Bay Borough School District

Chatham School District

Classified Employee Association

Copper River School District

Cordova School District

Craig City School District

Delta Greely School District

Denali Borough School District

Haines School District

Hoonah School District

Hydaburg City School District

Juneau Administrators

Juneau Exempt

Juneau Education Association

Kake School District

KashunamiutSdiool Board

Kashunamiut School District

Klawock School District

Mat-Su Borough School Board

Mat-Su Borough School District

Mat-Su Education Association

Nenana School District

NEA Alaska-Staff

NEA Alaska - Management

Petersburg School District

Pribilof School District

Public Education Health Trust Office

Southeast Island School District

Xanana School District

Wrangell School District

Contact the Health Plan by Mail:
Public Education Health Trust

4003 Iowa Drive; Anchorage, Alaska 99517

Contact the Health Plan by Phone:
in Anchorage: 907-274-7526
outside of Anchorage; 1 -888-685-7526

Contact the Health Plan by Fax:
907-222-2556

Public Education
HEALTH TRUS
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Rates for Plan Year FY 2019
Effective January 1,2019

Group: Kenai Peninsula Borough School DIsWct

Pieote complete ftte foBowtng steps:

^2 Indicate which medicat plan or plans you wli offer by checking the oppropriate green boxfs}
Indicate the dentd plon tt*>t wi go with the medical ptanfs) offered by checking the corresponcfing orange box|s)

If orttiodontia is included under the don indicate by checking the con-espondng purple box

Review your current enroUment provided witt^n tt^e rote exhibit below. Tt^e enrollment by plan and rate tier is Hsted
under ttra Tiered Rotes section.

tnitid. si0i and dote tt>e bottom ot ttte rote street

Medical Plan Choices

Enrolment Asumptlon

□
□
\Z\
ni
□
□
i=i
□

Plan A Medicd

Plan B Medical

Plan C Medicd

Plan E Medical

Plan F Medicd

Plan G Medical

HDHP

SHDHP

Plan Dental A

Plon Dentd B

Plan Dentol Value (V)

Return this form to the Trusl no later than November 2 2018

TIERED RATES

Employee
Employee
+ Spouse

Employee
+ Child(ren)

Employee
Spouse

+ ChDd(ren)

209 209 107 559

$1,202.00 $2523.00 $2.332,OC $3.653.0C

$1,I56.0C $2,426.00 $2.242.0C $3,5I2.0C

$I.I40JX $2,393.00 $2.2I1.0C $3,464.0C

$1,053.00 $2211.00 $2042.0C $3,200.0C

$1,034.00 $2,172.00 $2.005.0C $3.I43.0C

$964.00 $2,004.00 $I.850.0C $2,900.0C

$960.00 $2016.00 $I,662.0C $2918.00

$877.00 $1,843.00 $I.704.0C $2,670.00

$57.70 $121.30 $129.90 $193.50

$54.90 $115.30 $123.50 $183.90

$25.30 $53.10 $56.90 $84.70

Orttwdontia Rider | I $9.^ S20.10 $21.60 $32.10

(rotes lustrated
below medicd rotes]

□ □□ □
□ □iZHZI
□ □□ □

□ □
□ □
□ □□ □
□ □□ □

Group has selected to offer Medicd Plan(s) indicated above
Group has selected to offer Dental Plan(s) indcated obove
Group has selected to offer OrttKKtontia, if Indicated above
Group will offer coverage to Domestic Partr>efS

Sigr>ature Title Date

Rotes ossume a Jarnjory 1.2019 effective dote aixJ ore guaranteed ttrough June 30, 2019
Rates will only cover claims irwurred and pdd effective January 1.2019 and after
Employee must work o minimum of 15 houn on overoge per work week to be efigible for coverage
Our rates ossume the PEHT plains are the only benefits offered to employees. If other plans ore made avdiable. ttne Trxst must be
notified and have on opportunity to review
PEHT reserves the right to ctionge rotes if enrolment changes by 10% or more
Plan deductibles and out of pocket maximums ore occumuloted on a calendar year basis
For mid-year enrolment of new groups, plan deductibles con be credited for prior cov^oge. provided EOB information is
submitted to the Plan Administrator
Rotes Include broker payment ot 2.76% or premium to a maximum ot $16,000 annually tor o fiscal year, payable to Mash &
McLenncn Agency.
Rotes include a new group load, wftich wQI be reviewed annuoity for up to three plan years starting at the July 1.2019 renewal
A group participation agreerr>ent must be signed and returr>ed noloter than December I. 2018
Completed ervollment applications must be submitted by December 1, 2018
Proof of dependent eligiblity documents must t>e submitted by Januory 31. 2019



) ) )
Plan A Plan B Plane Plan E Plan F PlanG HDHP SHDHP

Individual/Family Deductible S100/S300 $250/$750 $500/$1500 $1000/$3000 $1500/$3000 $3000/$6000 $1500/$300 $6500/$13300
In-network co-insurance 80% 100%

Out-of-network co-insureance 125% of medicare

Individual/Family Out of Pocket $1100/S3300 $2250/$6750 $2500/$7500 $4000/$12000 $4500/$9000 $6000/$12000 $5000/$10000 $6S00/$13300

EE 209 $1,202.00 $1,156.00 $1,140.00 $1,053.00 $1,034.00 $954.00 $960.00 $877.00
ES 209 $2,523.00 $2,426.00 $2,393.00 $2,211.00 $2,172.00 $2,004.00 $2,016.00 $1,843.00
EC 107 $2,332.00 $2,242.00 $2,211.00 $2,042.00 $2,005.00 $1,850.00 $1,862.00 $1,704.00
ESC 559 $3,653.00 $3,512.00 $3,464.00 $3,200.00 $3,143.00 $2,900.00 $2,918.00 $2,670.00

Monthly 1084 $3,070,076.00 $2,951,740.00 $2,911,350.00 $2,689,470.00 $2,641,526.00 $2,437,272.00 $2,452,380.00 $2,243,338.00

Composite $2,832.17 $2,723.01 $2,685.75 $2,481.06 $2,436.83 $2,248.41 $2,262.34 $2,069.50



) ) 3
Dental A Dental B Ortho

Deductible S50/$150 $75/$225

Co-insurance 100%/80%/50% 50%

Annual Max $3,000 $2,000 $2000 lifetime max

EE 209 $57.70 $54.90 $9.60

ES 209 $121.30 $115.30 $20.10

EC 107 $129.90 $123.50 $21.60

ESC 559 $193.50 $183.90 $32.10

1084 $159,476.80 $151,586.40 $26,462.40

$147.12 $139.84 $24.41



^uMic Education
HEALTH TRUS

Rates for Plan Year FY 2019
Effective July 1,2018

Anchorogg EducoHon AttocigHon

eemplcto Hw following cfept:

Indicate whether you wish to pay tor coverage on a composite or tfered rote bosis by checWng ONE red box

incficofe wtvch medicol plan or plans you will offer by ctiecidng the oppropriote green box($)

Indicate Ihe dental plon that wlB go wtth the mecficol plon(s) offerea by checking the corresponcfing orange box{s)

If orthodantiob Induded under the pion tncScate by cfiecking the coresponcfing purple box

Review your current option(s) and enrollmenl provided within the rate exhibit below, me total wirollment. by plan is fisfed under the
Composite Rote. enroHment brolcen out by tier is listed under the Tiered Rotes.

Initiol, sign ond date tf^e bottom of the rate sheet TIC toll 13(1:1-1 r,IT:". :■

□

Med C' Den B • f4o Ortho
Med f - Den B - No Ortho
Total

□
□
□
□
□
□
□
□

Plan A Metficoi

Plon 6 Mecficol

Plon C Medical

Plan E Mecficol

Plon F Medical

Plan G Medical

HDHP

SHDHP

Plan Dental A

Plan Dental B

Plan Dentd Value (V)

□

Orttx)dor>tia Rider

1 Employee
Emprtoyee
-t-Spouse

Err^ioyee
+ Otfidfren)

Employee
+ Spouse

+ Chlldlren)

2673
!  251

2934

526
U6

642

512
48

560

242
24

266

1393
63

1456

$1,96500 $62900 $174000 $1,60800 $241900

$1,89100 $797.00 $1,673.00 $1,546.00 $2,422.00

$1,663.00 $78600 $1,650.00 $1,52500 $2,389.00

$1,721.00 $726.00 $l.52SW $1,408.00 $2,207.00

$1,69000 $71300 $1,496.00 $1,36300 $2,16800

$146200 $65800 $1.38200 $1,276.00 $200000

$1,56900 $66200 $1,39000 $178400 $Z01200

$U35O0 $60500 $1,27100 $1.17500 $1441.00

$143.60 $57.70 $12170 $129.90 $19340

$136.70 $54.90 $11570 $123.50 $183.90

$49.90 $2540 $53.10 $56.90 $84.70

;  $24.90 1 $9.60 $20.10 $21.60 $32.10

(rotes lllustrQteel
bdow mecficol rofai)

L_ ' LDIZi
[^! □ □
5 c-n
n □ □
r'l □ □
r~i
i-—j OiCJ
1-1
1  ' LJO
!  1
;  < rij □

Group hos selected to offer Medical Plcin(s) Indlcoted above
Group has selected to offer Dental Plan(s) (rxficoted above
Group has selected to offer Orfhodontia, It indcoted above
Group has selected to pay Composite or Tiered rates, as indicated obove
Group will termlrrale coverage effective July 1,2018

Signature Title Dafe
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Rates for Plan Year FY 2019
Effective July 1, 2018

Mawu^-Suaino nscnooi owrfcteempM* the foflewins t>«ps:

ndcale „«ch ™dlcc,l p,„„ o, pla™ y„„ ,y||, ^ opp,op«ote a,„n boxW

ZZ '"I tr,' "" °°orthodonta 15 hduded under Ihe plar, indicote by cheeklno .he con«po„dlns purple box

Composite Rote, •nrofrrsnl broken enrollment by plon Is Isted undet the
INHal. stgn ond dot# the boffom of the rote ihMt

■'l' ?h.iii f.J'Pii ^[i|i

Mod C • Dtn 8 • Orfho
M«fA-OwB.©rtKo
MedH-DenV-tteOrtho
MedFkDenfl.Ortho
Totoi

Pton A Medico!

Plon B Medcal

Plan C Medcai

Plan E Medical

Plan F Mecfical

Plan G Medical

HDHP

SHDHP

Plan Dental A

Plan Dental B

Ron Dental Value /vi

JirRro j-v.Tf,
freiee NiuMraieo

MIew tnedieoJ rotMintpjoyee
tmpleyee
♦Spoote

Employee ■tSpoMeChnd|f^ lChjid|r6nj

81.9d5.00 $829.00 $1,740.00

$1,673,00

$1,650.00

$1,525.00

$1,496.00

$1,382.00

$1,390.00

$1,271,00

$1,608.00 $2419,00

$2,422,00

$2,369,00

$2,207.00

^.166.00

$2,000.00

$2,012.00

$1,841.00

jcn$1,891.00 $797.00 $1.546.(X) L'Don$1,863.00 $766.X $1425.00
$1,721.00 $726.00 $1,408.00 iuun
$1,690.00 $713.00 $1,383.00 ' □ □ □
$1,562.00 $658.00 $1,276.00

$1469.00 $662.00 $1,284.00

$1435.00 $605,00 $1,175,00

$143.60 $121.30 $129.90

$123.50

$5690

$193.50
$136.70 $115.30 $183.90

^Ihodoniia Rider

Group has selected to offer Medico! PIon(s) Indlcoled above
Group has selected to offer Dentol Pianfs) Indicated above
Group has selected to offer Orthodontla. If indicated above
&OUP has selected to poy Composite or Tiered rotes, as Incficated above
Group will terminate coveroge effective July 1.2018
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COLLECTIVE BARGAINING AGREEMENT

BETWEEN

THE KENAI PENINSULA BOROUGH

SCHOOL DISTRICT

AND

THE KENAI PENINSULA EDUCATION ASSOCIATION

FOR THE YEARS

2015 2016

THROUGH

2017 2018

2018-19



2.

210 HEALTH CARE

T^e District health care program is self-funded. Program costs are solely a product of
aitaimstrative expenses and actual claims experience as reported in the District's final annual

A Healft Care Program Committee (HCPC) shall be composed of four (4) representatives selected
by the Kenai Peninsula Education Association, three (3) representatives selected by the Kenai
Peninsula Education Support Association, one (1) representative selected by the Kenai Peninsula

mimstrator /^ociation, and three (3) current employee representatives selected by the
Superintendent. The Health Care Committee shall select a chairperson from its membership The
Plan Administrator and Benefits Manager are non-voting advisors to the committee. The HCPC
snail select a chairperson from its committee of voting members.

A quorum for fee meetings shall require no fewer than nine (9) committee members. The HCPC
will conduct a formal vote on any matter that could impact the cost or benefits of fee health care
program or on any matter that would require a change in the summary plan description. Formal
votes shall require an eighty percent (80%) vote of the total voting committee members to pass.

rae co^ittee shall annually review by-laws in September of each year unless fee committee
deems that an altemate time would be better. The committee will meet monthly unless this is
Changed by the committee members in accordance with the committee's by-laws.

The HCPC shall be empowered to determine health care benefits different from benefits in fee
plan m place on July 1, 2U18tnly I JOl.vJanuary 1. 3017. The committee will determine and
confrol fee health care program for all District employees covered by the program during fee term
of this agreement including but not limited to the following: benefits and coverage provided cost
containment measures, prefeired provider programs, co-payment provisions, evaluating other

programs, and implementing any wellness measures it deems beneficial to

bv fee H?Pr the health care program. The District shall not be required to adopt changes madefay the HCPC which would result m violations of established laws or regulations.

^op"l^L^insmmL^'^'''^°'^ selection. Third Party Administration and

Wd required to adopt changes made by this committee which would result inViolations of established laws or regulations.

■ne District agrees to work with fee HCPC to provide reasonable time for meetings and provide
t1^hfnrnvir22 n ® c™sultant for plan design. Administrative leaveWill be provided for all participants.

Members who have alternative health insurance coverage meeting fee minimum aCA
ATmtp V.^'ffe District provided health insurance coverageAlternative hea th insurance coverage shall not include District provided coverage which Lmember ,s entitled to by reason of his/his status as a spouse or dependent of a District ̂ Toyee

18



who is covered by the District's health insurance plan. This provision shall become effective no
earlier than November 7, 2016,

Traditional

Health Plan

(85/15)

High Deductible
Health Plan

(90/10)
Deductible $200 / Individual

$600 / Family
$1,500 / Individual
$3,000 / Family

Out of Pocket

(Not including
deductible)

$1,000 / Individual
$3,000 / Family

$2,000 / Individual
$4,000 / Family

Health Reimbursement

Arrangement (HRA)
None $750/Year

Total District dollar share of health plan costs is based on the negotiated District percentage as
applied to actual plan costs. The District will make contributions to the health care program for
each participant on a 12-month basis as follows:

FV19FY17. FVIS Traditional Health Plan 85% per eligible employee per month.
High Deductible Plan 90% per eligible employee per month.

In FYIS FV19, the District's contribution to the Traditional Health Plan shall be no more than
$ 1731.45/month. If the total premium exceeds the cap, the District and the employees will share
the cost over the cap 50/50.

In FYIS FY19, the District's contribution to the High Deductible Health Plan shall be no more
than $1645.61/month. If the total premium exceeds the cap, the District and employees will share
the cost over the cap 50/50.

The District will independently calculate its contribution amount separately for both Traditional
Health Plan and the High Deducible Health Plan and report the amounts to the health care
committee.

The total employee dollar share of health plan costs is based on the negotiated employee
percentage as applied to actual plan costs. Employee participants will be responsible to the health
care program on a 12-month basis as follows:

FY17, Fh IS F^ 19 Traditional Health Plan 15% per eligible employee per month.
High Deductible Plan 10% per eligible employee per month.

In FY4^FY19, the employee's contributions are subject to the District's contribution caps set forth
above and cost sharing of 50/50 if the premium exceeds the caps.

The health care subcommittee comprised of KPEA, KPESA, and KPAA HCPC representatives,
shall determine the employee contribution amount separately for both the Traditional Health Plan
and the High Deductible Health Plan. Tlie Broker s separate estimate ot each plan's final costs for

19



,lhe upcomln^ school year shall be used by Hie subcommirree rn that schoo] vear's initial
and separate employee payToU deduction amounts fnr each plan. Subcommiltee patahH.=hnH
amounts over or mider the Broker s estimates, must include a written iustitkation of the rationale
tor any such different employee deduction amounts for each nian. In nn event shall the
Subcommittee establish diose separate plan emnlovee amounts in excess of the Broker's estimate
ter the purpose of using any excess to suhsidize the other nlan. and any such excess at the end nf
he plan year cannot be use to subsidize the other plan. On July 1. 201S nr as soon thereather a.
the employee contnbution amount is established for each nlan, there shall he a 30-dav nnen
enrollment period. Tlie fonnuin to calciilntn thr mtn r.pint,|i,;hnr| hy ITPri^n'KrnSA baiujiiiiii"
team ig set out in Appendix A. *

Reserve Account: A separate employee health care reserve account shall be
established and maintained. The initial amount in this account as of July 1, 2012 was $1,246,835.
^y interest gained on this account shall be retained in this account. $750,000 of the mployee
healdi care reserve account shall be set aside for use at year end for payment of the employee
portion of program costs that exceed employee deposits. If the employee health care reserve falls
below $750,000, an amount needed to replenish the fund to $750,000 will be calculated by the
sub-committee and added to the employee's annual rate in the following year. Revenues and
expenditures tor both the Traditional Health Plan and the Hiuh Deductible Health Plan will he
tracked separately. Any calculation of an increase in employee p^iyroll deduction amounts to
replenish the fund shall only b\ made for the emplovees in the plan that necessitated the fund
drawdo^^-n it both plans necessitated the hind drawdown, the replenishment amounts sh^ll he

employee health care reserve exceedingthe $750,000 balance will be used to offset future employee costs as determined by the sub
committee.

Association health care committee representatives (KPEA, KPESA, and
KPAA) Will have the authority to address the usage of any amount remaining above the $750 000
requirement stated above. These monies can be used to pay down the employee share of the health
care employee contribution or can be placed in the Employee Health Care Reserve account to nay
down future costs or overages.

Benefits are afforded to the employee, spouse and all eligible dependents.

employees who work thirty (30) or more hours per week or at least
.75 PTE are eligible for year round health benefits and are required, as a condition of employment
to participate in the KPBSD health plan. Any employee who as of November 7, 2016, has been
working between twenty (20) and thirty (30) hours per week or between .50 and .75 PTE and has
pre\oously been receiving health benefits, shall be grand parented as eligible for health'benefits
for Ae remaining length of time they are employed by the District. All such affected employees
shall have a one-time option to opt out of health benefit coverage before their start of employment
tor the 2017-2018 school year.

♦Guidelines involving "qualifying event" and "pre-existing conditions" will be followed in
accordance to the health plan document.
http:/Avwu.kpbsd.kl2.ak.us cmplo\L'es.aspx?id=lUl56
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5

The Dismct shall maintain a "reward" system to protect the plan from inaccurate charges by
Service Providere. The District and employee shall evenly divide any monetary benefits resulting
trom ae correction of such charges. Errors made by fte plan administrator are ineligible for this
reward.

A flexible benefit account program, under the provision of Section 125 of the Internal Revenue
Service Code, will continue.

Dental and ̂ asion benefits shdl be provided separately from medical and prescription benefits.
Employees shall have the option to elect not to receive dental and vision coverage. The cost of
the dental and vision benefits shall be included in the calculation of the employer and employee
contnbution amounts. The employer and employee contributions will be the same for an employee
who receives dental and vision coverage as it is for an employee who elects not to receive dental
and vision coverage.

21
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ARTICLE 27 HEALTH CARE

rae District health care program is self-funded. Program costs are solely a product of
atomistrative expenses and actual claims experience as reported in the District's final annual

A Health Care Program Committee (HCPC) shall be composed of four (4) representatives selected
by the Kenai Peninsula Education Association, three (3) representatives selected by the Kenai
Peninsula Education Support Association, one (1) representative selected by the Kenai Peninsula

employee representatives selected by theSupenntendent. The Health Care Committee shall select a chairperson from its membership. The
Plan Administrator and Benefits Manager are non-voting advisors to the committee. The HCPC
snali select a chairperson from its committee of voting members.

A quorum for the meetings shall require no fewer than nine (9) committee members. The HCPC
will conduct a formal vote on any matter that could impact the cost or benefits of the health care

v!i^f T n' ® summary plan description. Formalvotes shall require an eighty percent (80%) vote of the total voting committee members to pass.

The co^ittee shall annually review by-laws in September of each year unless the committee
iTa a h ^ ® committee will meet monthly unless this isChanged by the committee members in accordance with the committee's by-laws.

The HCPC shall be empowered to determine health care benefits different from benefits in the

thT '"If I "015 Januai , 1.2017. The committee will determine andTOnUol the health care program for all Distnct employees covered by the program during the term
but not limited to the following: benefits and coverage provided, cost

ShT! Pceferred provider programs, co-payment provisions, evaluating other
^ ""P'cmernmg any wellness measures it deems beneficial to

CScPC la^' ^I'^gcs madeby the HCPC which would result m violations of established laws or regulations.

^op^I^ss^insurmw selection. Third Party Administration and

^i^lafinn'^ M committee which would result inViolations of established laws or regulations.

The District agrees to work with the HCPC to provide reasonable time for meetings and provide
wm be pr3^ foralScTpmr 'cave
Members who have alternative health insurance coverage meeting the minimum ACA

^emativrh^hh to District provided health insurance coverage,^temative hea th insurance coverage shall not include District provided coverage which le
member is entitled to by reason of his/his status as a spouse or dependent of a District employee
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who IS covered by the District's health insurance plan. This provision will become effective no
earlier than November 7,2016.

Traditional

Health Plan

(85/15)

High Deductible
Health Plan

(90/10)
Deductible $200 / Individual

$600 / Family
$1,500 / Individual

$3,000/Family
Out of Pocket

(Not including
deductible)

$1,000 / Individual
$3,000 / Family

$2,000 / Individual
$4,000 / Family

Health Reimbursement
Arrangement (HRA)

None $750 / Year

7  health plan costs is based on the negotiated District percentage asapplied to actual plan costs. The District will make contributions to the health care program for
each participant on a 12-month basis as follows:

FY19FY17. FV1& Traditional Health Plan 85% per eligible employee per month.
High Deductible Plan 90% per eligible employee per month.

'=°"hibution to the Traditional Health Plan shall be no more than

cllt o.t ZZsoTo

tt^^' 'he High Deductible Health Plan shall be no more
L coit^over "sS'

SalS^H^ 2 '1 contribution amount separately for both Traditional
JiSttee Deducible Health Plan and report the amounts to the health eare

dollar share of health plan costs is based on the negotiated employee percentage
LSam 1 a 17 participants will be responsible to the health careprogram on a 12-month basis as follows:

FYJ9.FY17. FYIS Traditional Health Plan 15% per eligible employee per month.
High Deductible Plan 10% per eligible employee per month.

FYi9, the employee's contributions are subject to the District's contribution caps set forth

^an'r/5 comprised of KPEA, KPESA, and KPAA HCPC representativesshall determine the employee contribution amount separately for both the Traditional HftaltF piq '
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upcoiTiin.^ school year shall be used b\ the subcomniitiee to establish that school year's initial
and separate empiovee payroll deduction amounts for each plan. Subcommittee established
amounts over or under the Broker's estimates, must include a written iusiificatinn of the rationale
for any such different employee deduction amounts for each plan. In no event shall the
Subcomminee establish those separate plan empiovee amounts in excess of the Broker's estimate
for the purpose of usin^ any excess to subsidize the other plan, and anv such excess at the end of
the plan vear cannot be use to subsidize the other plan. On July 1. 2018. or as soon thereafter as
the employee contribution amount is established for each plan, there shall be a 30-dav onen
enrollment period. The formula to oalculato the rate. cGtablichcd by f JEA^KJESA bargaining
team is set out in Appendix A.

Health Care Reserve Account; A separate employee health care reserve account shall be
established and maintained. The initial amount in this account as of July 1, 2012 was $1,246,835.
Any interest gained on this account shall be retained in this account. $750,000 of the ̂ ployee
healA care reserve account shall be set aside for use at year end for payment of the employee
portion of program costs that exceed employee deposits. If the employee health care reserve falls
below $750,000, an amount needed to replenish the fund to $750,000 will be calculated by the
sub-committee and added to the employee's annual rate in the following year. Revenues and
expenditures for both the Traditional Health Plan and the Hiuh Deductible Health Plan will he
tracked separately. Any calculation ol an increase in empiovee pavToll deduction amounts to
replenish the fund shall only bv made for the emplovees in the plan that necessitated the fund
drawdown. If both plans necessitated the fund drawdown, the replenisliment amounts shall be
determined separately for each plan. Any amount in the employee health care reserve exceeding
the $750,000 balance will be used to offset future employee costs as determined by the sub
committee.

Sub Committee - The Association health care committee representatives (KPEA, KPESA, and
KPi^) will have the authority to address the usage of any amount remaining above the $750,000
requirement stated above. These monies can be used to pay down the employee share of the health
care employee contribution or can be placed in the Employee Health Care Reserve account to pay
down future costs or overages.

Benefits are afforded to the employee, spouse and all eligible dependents.

As of November 7, 2016, all employees who work thirty (30) or more hours per week or at least
.75 PTE are eligible for year round health benefits and are required, as a condition of employment,
to participate in the KPBSD health plan. Any employee who as of November 7, 2016, has been
working between twenty (20) and thirty (30) hours per week or between .50 and .75 PTE, and has
previously been receiving health benefits, shall be grand parented as eligible for health benefits
for ̂ e remaining length of time they are employed by the District. All such affected employees
shall have a one-time option to opt out of health benefit coverage before their start of employment
for the 2017-2018 schoni year.

♦Guidelines involving "qualifying event" and "pre-existing conditions" will be followed in
accordance to the health plan document.
http:. -'w\\w.kpbsd.ki2.ak.us einnhnceb.asnx?id=lUl5b
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The District shall maintain a "reward" system to protect the plan from inaccurate charges by
Service Providers. The District and employee shall evenly divide any monetary benefits resulting
from the correction of such charges. Errors made by the plan administrator are ineligible for this
reward.

A flexible benefit account program, under the provision of Section 125 of the Internal Revenue
Service Code, will continue.

Dental and vision benefits shall be provided separately from medical and prescription benefits.
Employees shall have the option to elect not to receive dental and vision coverage. The cost of
the dental and vision benefits shall be included in the calculation of the employer and ̂ ployee
contribution amoimts. The employer and employee contributions will be the same for an employee
who receives dental and vision coverage as it is for an anployee who elects not to receive dental
and vision coverage.
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210 HEALTH CARE

The District health care program is self-funded. Program costs are solely a product of
administrative expenses and actual claims experience as reported in the District's final annual
CAFR.

A Health Care Program Committee (HCPC) shall be composed of four (4) representatives
selected by the Kenai Peninsula Education Association, t^ee (3) representatives selected by the
Kenai Peninsula Education Support Association, one (1) representative selected by the Kenai
Peninsula Administrator Association, and three (3) current employee representatives selected by
the Superintendent. The Health Care Committee shall select a chairperson horn its membership.
The Plan Administrator and Benefits Manager are non-voting advisors to the committee. The
HCPC shall select a chairperson fi'om its committee of voting members.

A quorum for the meetings shall require no fewer than nine (9) committee members. The HCPC
will conduct a formal vote on any matter that could impact the cost or benefits of the health care
program or on any matter that would require a change in the summary plan description. Formal
votes shall require an eighty percent (80%) vote of the total voting committee members to pass.

The committee shall annually review by-laws in September of each year unless the committee
deems that an altemate time would be better. The committee will meet monthly unless this is
changed by the committee members in accordance with the committee's by-laws.

The HCPC shall be empowered to determine health care benefits different fi'om benefits in the
plan in place on July 1,2015/January 1,2017. The committee will determine and control the
health care program for all District employees covered by the program during the term of this
agreement including but not limited to the following: benefits and coverage provided, cost
containment measures, preferred provider programs, co-payment provisions, evaluating other
health insurance programs, and implementing any wellness measures it deems beneficial to
employees and the health care program. The District shall not be required to adopt changes made
by the HCPC which would result in violations of established laws or regulations.

The HCPC shall be advisory to matters related to Broker selection. Third Party Administration
and Stop-Loss insurance.

The District shall not be required to adopt changes made by this coimnittee which would result in
violations of established laws or regulations.

The District agrees to work with the HCPC to provide reasonable time for meetings and provide
adequate support, including an expert health care consultant for plan design. Administrative
leave will be provided for all participants.

Members who have alternative health insurance coverage meeting the Tninimiim ACA
requirements may elect to waive their entitlement to District provided health insurance coverage.
Altemative health insurance coverage shall not include District provided coverage which the
member is entitled to by reason of his/his status as a spouse or dependent of a District employee



who is covered by the District's health insurance plan. This provision shall become effective no
earlier than November 7,2016.

Traditional

Health Plan

(85/15)

Hi^ Deductible

Health Plan

(90/10)
Deductible $200 / Individual

$600 / Family
$1,500 / Individual
$3,000 / Family

Out of Pocket

(Not including
deductible)

$1,000 / Individual
$3,000 / Family

$2,000 / Individual
$4,000 / Family

Health Reimbursement

Arrangement (HRA)
None $750/Year

Total District dollar share of health plan costs is based on the negotiated District percentage as
applied to actual plan costs. The District will make contributions to the health care program for
each participant on a 12-month basis as follows:

FY17, FY18 Traditional Health Plan 85% per eligible employee per month.
High Deductible Plan 90% per eligible employee per month.

In FY18, the DiBtrict's contribution to tho Traditional Health Plan ahall be no more than
$1731 .-d^/month. If the total pr^ntum-exoeeds the cap, the Distriot and the emplnyees will
the ooGt over tho cap 50/50.

Id FYIS, the District's oontnbution to the High Deductible Hoalth Plan shnll he nn mnr-a thnn
$1615.61/month. If tho total premium oxoeeds the cap, tho Diotriot and omployooo will oharo-fee
cost ovor the oap 50/50.

The District will independently calculate its contribution amount separately for both Traditional
Health Plan and the High Deducible Health Plan and report the amounts to the health care
committee.

The total employee dollar share of health plan costs is based on the negotiated employee
percentage as applied to actual plan costs. Employee participants will be responsible to the health
care program on a 12-month basis as follows:

FY17, FY18 Traditional Health Plan 15% per eligible employee per month.
High Deductible Plan 10% per eligible employee per month.

In FY18, tho omployee's contributiQno arc aubjeot to the Distriot'o contribution capo oot forth
above and ooot ohoring of 50/50 if tho premium exoeodo tho caps.

The health care subcommittee comprised of KPEA, KPESA, and KPAA HCPC representatives,
shall determine the employee contribution amount separately for both the Traditional Health Plan
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and the Deductible Health Plan. The formula to calculate the rate, established by
KPEA/KPESA bargaining team is set out in Appendix A.

Health Care Reserve Account: A separate employee health care reserve account shall be
established and maintained. The initial amount in this account as of July 1,2012 was $1,246,835.
Any interest gained on this account shall be retained in this account. $750,000 of the employee
hesdth care reserve accotmt shall be set aside for use at year end for payment of the employee
portion of program costs that exceed employee deposits. If the employee health care reserve falls
below $750,000, an amount needed to replenish the fund to $750,000 will be calculated by the
sub-committee and added to the employee's annual rate in the following year. Any amount in the
employee health care reserve excee^g the $750,000 balance will be used to offset future
employee costs as determined by the sub-committee.

Sub Committee - The Association health care committee rqjresentatives (KPEA, KPESA, and
KPAA) will have the authority to address the usage of any amount remaining above the
$750,000 requirement stated above. These monies can be used to pay down the employee share
of the health care employee contribution or can be placed in the Employee Health Care Reserve
account to pay down future costs or overages.

Benefits are afforded to the employee, spouse and all eligible dependents.

As of November 7,2016, all employees who work thirty (30) or more hours per week or at least
.75 PTE are eligible for year round health benefits and are required, as a condition of
employment, to participate in the KPBSD health plan. Any employee who as of November 7,
2016, has been working between twenty (20) and thirty (30) hours per week or between .50 and
.75 PTE, and has previously been receiving health benefits, shall be grand parented as eligible
for health benefits for the remaining length of time they are employed by the District. All such
affected employees shall have a one-tiihe option to opt out of health benefit coverage before their
start of employment for the 2017-2018 school year.

♦Guidelines involving "qualifying event" and "pre-existing conditions" will be followed in
accordance to the health plan document. http://www.kpbsd.kl2.ak.us/employees.aspx?id=10156

The District shall maintain a "reward" system to protect the plan firom inaccurate charges by
Service Providers. The District and employee shall evenly divide any monetary benefits resulting
fi-om the correction of such charges. Errors made by the plan administrator are ineligible for this
reward.

A flexible benefit account program, under the provision of Section 125 of the Internal Revenue
Service Code, will continue.

Dental and vision benefits shall be provided separately firom medical and prescription benefits.
Employees shall have the option to elect not to receive dental and vision coverage. The cost of
the dental and vision benefits shall be included in the calculation of the employer and employee
contribution amounts. The employer and employee contributions will be the same for an

(/^



^ployee who receives dental and vision coverage as it is for an employee who elects not to
^  received dental and vision coverage.



gxH 10 pj

Proposals

Presented to the

Kenai Peninsula Borough School District

^  From the

Kenai Peninsula Educational Support Association

1^



Tax-

KPESA Proposal 3

—  Health Insurance

Remove the health insurance cap

Article 27 Health Care

ARTICLE 27 HEALTH CARE
The District health care program is self-fimded. Program costs are solely a product of
administrative expenses and actual claims experience as reported in the District's final annual
CAFR.

A Health Care Program Committee (HCPC) shall be composed of four (4) representatives
selected by the Kenai Peninsula Education Association, three (3) representatives selected by the
Kenai Peninsula Education Support Association, one (1) representative selected by the Kenai
Peninsula Administrator Association, and three (3) current employee representatives selected by
the Superintendent. The Health Care Committee shall select a chairperson from its membership.
The Plan Administrator and Benefits Manager are non-voting advisors to the committee. The
HCPC shall select a chairperson fiom its committee of voting members.

A quorum for the meetings shall require no fewer than nine (9) committee members. The HCPC
will conduct a formal vote on any matter that could impact the cost or benefits of the health care
program or on any matter that would require a change in the summary plan description. Formal
votes shall require an eighty percent (80%) vote of the total voting committee members to pass.

The committee shall annually review by-laws in September of each year unless the committee
deems that an altemate time would be better. The committee will meet monthly unless this is
changed by the committee members in accordance with the committee's by-laws.

The HCPC shall be empowered to determine health care benefits different from benefits in the
plan in place on July 1, 2015/January 1,2017. The committee will determine and control the
health care program for all District employees covered by the program during the term of this
agreement including but not Imnted to the following: benefits and coverage provided, cost
containment measures, preferred provider programs, co-payment provisions, evaluating other
health insurance programs, and implementing any wellness measures it deems beneficial to
employees and the health care program. The District shall not be required to adopt changes made
by the HCPC which would result in violations of established laws or regulations.

The HCPC shall be advisory to matters related to Broker selection. Third Party Administration
and Stop-Loss insurance.

The District shall not be required to adopt changes made by this committee which would result in
violations of established laws or regulations.



The District agrees to work with the HCPC to provide reasonable time for meetings and provide
adequate support, including an expert health care consultant for plan design. Administrative

—  leave will be provided for all participants.

Members who have alternative health insurance coverage meeting the minimum ACA
requirements may elect to waive their entitlement to District provided health insurance coverage.
Alternative health insurance coverage shall not include District provided coverage which the
member is entitled to by reason of his/his status as a spouse or dependent of a District employee
who is covered by the District's health insurance plan. This provision will become effective no
earlier than November 7, 2016.

Traditional

Health Plan

(85/15)

High Deductible
Health Plan

(90/10)
Deductible $200 / Individual

$600 / Family
$1,500/Individual
$3,000 / Family

Out of Pocket

(Not including
deductible)

$1,000 / Individual
$3,000 / Family

$2,000 / Individual
$4,000 / Family

Health Reimbursement

Arrangement (HRA)
None $750 / Year

Total District dollar share of health plan costs is based on the negotiated District percentage as
applied to actual plan costs. The District will make contributions to the health care program for
each participant on a 12-month basis as follows:

FY17, FY18 Traditional Health Plan 85% per eligible employee per month

High Deductible Plan 90% per eligible employee per month.

In FY18, the District's contribution to tho Traditional Health Plan oholl bo no moro tifean

$1731.^5/month. If tho total premium excoods the oap, tho Diotriot and omployoos will oharo the
coot over the cap 50/50.

In FYl 8, tho Diotriot's contribution to the High Deductible Hoolth Plan gholl bo no more-feat

SlblS.bl/month. If the total premium oxceeds the cap, tho Diotriot and omployoos will ohoro the
cost over the cap 50/50.

The District will independently calculate its contribution amount separately for both Traditional
Health Plan and the High Deducible Health Plan and report the amounts to the health care
committee.
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Total employee dollar share of health plan costs is based on the negotiated employee percentage
as applied to actual plan costs. Employee participants will be responsible to the health care
program on a 12-month basis as follows:

FY17, FVlg Traditional Health Plan 15% per eligible employee per month.

High Deductible Plan 10% per eligible employee per month.

In FY18, the employee's oontributions ore oubject to the DiGtrict's contribution capD sot forth
abovo.

The health care subcommittee comprised of KPEA, KPESA, and KPAA HCPC representatives,
shall determine the employee contribution amount separately for both the Traditional Health Plan
and the High Deductible Health Plan. The formula to calculate the rate, established by
KPEA/KPESA bargaining team is set out in Appendix A.

Health Care Reserve Account: A separate employee health care reserve account shall be
established and maintained. The initial amount in this accoimt as of July 1, 2012 was $1,246,835.
Any interest gained on this account shall be retained in this account. $750,000 of the employee
health care reserve account shall be set aside for use at year end for payment of the employee
portion of program costs that exceed employee deposits. If the employee health care reserve falls
below $750,000, an amount needed to replenish the fund to $750,000 will be calculated by the
sub-committee and added to the employee's annual rate in the following year. Any amount in the
employee health care reserve exceeding the $750,000 balance will be used to offset future
employee costs as determined by the sub-committee.

Sub Committee - The Association health care committee representatives (KPEA, KPESA, and
KPAA) will have the authority to address the usage of any amount remaining above the
$750,000 requirement stated above. These monies can be used to pay down the employee share
of the health care employee contribution or can be placed in the Employee Health Care Reserve
account to pay down future costs or overages.

Benefits are afforded to the employee, spouse and all eligible dependents.

As of November 7, 2016, all employees who work thirty (30) or more hours per week or at least
.75 PTE are eligible for year round health benefits and are required, as a conition of
employment, to participate in the KPBSD health plan. Any employee who as of November 7,
2016, has been working between twenty (20) and thirty (30) hours per week or between .50 and
.75 PTE, and has previously been receiving health benefits, shall be grand parented as eligible
for health benefits for the remaining length of time they are employed by the District. All such
affected employees shall have a one-time option to opt out of healA benefit coverage before their
start of employment for the 2017-2018 school year.

*GuideIines involving "qualifying event" and "pre-existing conditions" will be followed in
accordance to the health plan document.
http://www.kpbsd.k 12.ak.us/employees.aspx?id=l 0156

The District shall maintain a "reward" system to protect the plan fi-om inaccurate charges by

6



^,^1^ Service Providers. The District and employee shall evenly divide any monetary benefits resulting
fi'om the correction of such charges. Errors made by the plan administrator are ineligible for this

—  reward.

A flexible benefit account program, under the provision of Section 125 of the Internal Revenue
Service Code, will continue.

Dental and vision benefits shall be provided separately from medical and prescription benefits.
Employees shall have the option to elect not to receive dental and vision coverage. The cost of
the dental and vision benefits shall be included in the calculation of the anployer and anployee
contribution amounts. The employer and employee contributions will be the same for an
employee who receives dental and vision coverage as it is for an employee who elects not to
reooived receive dental and vision coverage.
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annual evaluation shall be placed in the personnel file subject to the conditions of this article. An
employee may request that such material related to evaluation be removed from the employee's personnel
file and returned to the employee at the end of thirty-six (36) calendar months.

Confidential references and information originating outside the District obtained by the District in the
process of evaluating the teacher for initial employment shall not be available for inspection or response
by the non-tenured teacher.

ARTICLE 15

Disciplinary Action for Just Cause

No certificated employee shall be disciplined, suspended, formally reprimanded, or demoted without just
cause. It is not the intent of the parties to limit the application of AS 14.20.170.

Formal reprimands will result in a written record being placed in the employee's personnel file.

An employee may request that formal reprimands be removed from the employee's personnel file and
returned to the employee at the end of thirty-six (36) calendar months if there has been no recurrence of a
like nature.

ARTICLE 16

Medical

The District will pay up to four hundred dollars ($400), every three (3) years, toward the cost of any
required physical, either by the State or the District. This will include any special test required by the
doctor to support his/her ̂ dings of fitness to hold the position. (4 AAC 06.050)

ARTICLE 17

Health and Life Insurance

Section 1. Health Insurance

A. The District agrees to pay $1569 per month per teacher (0.5 FTE or greater) to the JEA Health
Tmst or JEA's designee. If a teacher works less than 0.5 FTE and opts to have District health
insurance coverage, the District's health insurance payment will be proportional to the percent of
the full-time equivalency the teacher works.

Section 2, Life Insurance

The basic life plan shall be equal to two (2) times the employee's annual salary rounded to the next higher
$1,000. For employees hired after July 1, 2015, or who are age 59 or younger on July 1, 2015, life
insurance shall be reduced according to the following schedule:

Age of Employee Percentage Paid
70 through 74 65%
75 or older 50%

Page 19 of 51



Bartlett, Kristin <kristin.bartlett@juneauschools.org>
^ent Wednesday, January 2, 2019 2:02 PM
To: Saul Friedman

Re: Juneau School District Public Records Request

Happy New Year!
The Juneau School District does not contribute funds for teachers who waive insurance coverage.
Best regards,
Kristin

On Men, Dec 24,2018 at 12:20 PM Saul Friedman <sfriedman@idolaw.com> wrote:

Good afternoon Kristin. I have one more request regarding JEA. The District's negotiated
agreement contribution is 1569/month/teacher. Is this for each teacher participant, or is this
payment of $1529/month also made for those teachers who waive insurance coverage? If so,
that would increase the monthly contribution on a per participant basis. If it is for the waiver
folk as well, similar to my request for JESS, please let me know the number of JEA waivers,
and the number of participating JEA members.

/hank you. I want to be accurate in what I present at advisory arbitration and your help is
invaluable.

Have a safe and wonderful holiday and a Happy New Year.

Saul

JDOLAVv

Saul R. Friedman

Of Counsel

^rmain, Dunnogan & Owens, PC

3000 A Street, Suite 300



SumiT ) f Benefits and Coverage; What this Plan Covers & What You Pay ) overed Services
Public tducation Health Trust: JEA Base Plan

Coverage Period: 07/01/2018 - ) 0/2019
Coverage for: Member & Dependent(s) i Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the elan would
share the cost for covered health care services. NOTE: Information about the cost of this pl^ (called the premiumi will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-866-247-1443 or visit

www,ebms.com. 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 httDs://www.healthcare.aov/sbc-qlossarv or call 1-866-487-2365 to request a copy. '
Important Questions Answers

What is the overall

deductible?

Are there other

deductibles for

specific services?

What is the out-of-

pocket limit for this

plan?

What is not included

in the out-of-pocket

limit?

$50 per covered person: or $100 per family unit up to two
covered persons; or $150 per family unit for three or more
covered persons.
Each JANUARY a new deductible amount is required.

Are there services

covered before you
meet your deductible?

Yes. Air ambulance, BridgeHealth or m/Choice Surgery Benefit,
Teladoc physician consultations, and the following preferred
provider services: prescription drug coverage, and preventive

care, are covered before you meet your deductible. Copavments
do not apply to the deductible.

Yes. $500 per inpatient admission, limited to two deductibles per
covered person per calendar year. There are no other specific
deductibles.
Medical coinsurance maximum out-of-pocket:

Preferred Providers: $264.75 per covered person;
Non-Preferred Providers: Unlimited.

Super Global maximum out-of-pocket (is the most a member
will pay in a calendar year for deductibles. copavments. and
coinsurance): Preferred Providers: $7,350 per covered person I
$14,700 per family unit; Non-Preferred Providers: Unlimited.
Deductibles and prescription drug copavments are not included in
the medical coinsurance maximum out-of-pocket limit. Non-

preferred provider or facility penalty, Vision Service Plan benefits,
prescription drug discounts or coupons, any difference between
the private and semi-private room rate when a semi-private room
is available, premiums, balance-biilino charges (unless balanced
billing is prohibited), and health care this doesn't cover are
not included in the medical coinsurance maximum out-of-pocket
jimit or the super global maximum out-of-pocket limit.

Why This Matters:

Generally, you must pay all of the costs from providers up to the
deductible amount before this pjan begins to pay. If you have other family
members on the plan, each family member must meet their own individual

1 deductible until the total amount of deductible expenses paid by all family
; members meets the overall family deductible,
j This plan covers some items and services even if you haven't yet met^
j deductible amount. But a copayment or coinsurance may apply. For
; example, this p{an covers certain preventive services without cost sharing

■ and before you meet your deductible. See a list of covered preventive
, services at https://www.heaithcare.qov/coveraae/preventive-care-
i benefits/.

You must pay all of the costs for these services up to the specific
deductible amount before this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered
services. If you have other family members in this pjan, they have to meet
their own out-of-pocket limits until the overall family out-of-pocket limit has
been met.

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

S
0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumn ^ f Benefits and Coverage: What this Plan Covers & What You Pay ) overed Services
Public tducation Health Trust: JEA Base Plan

Coverage Period: 07/01/2018 - ) 0/2019
Coverage for: Member & Dependent(s) [ Plan Type: PPO

Will you pay less if
you use a network
provider?

Do you need a referral <
to see a specialist?

Yes. Refer to your EBMS/Public Education Health Trust
identification card, or login to www.ebms.com or call
1-866-247-1443 for a list of network providers.

No.

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 pays (balance billinaT
Be aware, your network provider might use an out-of-network provider for
some services (such as lab work). Check with your provider before you
get services.

You can see the specialist you choose without a referral.

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

Common

Medical Event

If you visit a
health care

provider's office

or clinic

Services You May

Need

Primary care visit to
Jreat an injury or illness

Specialist visit

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

15% coinsurance

15% coinsurance

Preventive care/ ' .

screening/immunization i

0% coinsurance up to the allowed
amount: 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

Limitations, Exceptions, & Other Important
Information

Coverage limited to 20 visits/calendar year for
massage therapy. Coverage limited to 20
visits/calendar year for spinal
manipulation/chiropractic services.

If you have a test

If you need drugs
to treat your
illness or

condition

More information

about

prescription druo

coverage is

available at

wm.oDtumrx.com/

myOptumRx or

Diagnostic test

:  (x-ray, blood work)
:  Imaging
j (CT/PET scans, MRIs)

Generic drugs

15% coinsurance

I  15% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

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.

None

0% coinsurance up to the allowed
amount; 125% of Medicare

Compound drugs

^ Preferred brand name
I drugs
!

i Non-preferred brand
' name drugs

$12 copavment/ prescription (retail)
$24 copavment/ prescription (mail order)

Si 2 copavment/ prescription (retail)

$25 copavment/ prescription (retail)
$50 copavment/ prescription (mail order)

$50 copavment/ prescription (retail)
$100 copavment/ prescription (mail order)

OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016

Pre-notification is recommended.

Deductible does not apply.
Coverage is limited to 30-day supply per
prescription retail or 90-day supply per
prescription mail order. At select pharmacies a
90-day supply option may be available at the
same cost as mail order, including compounds. If
a covered person requests a preferred name
drug when a generic equivalent is available, they
are responsible for the preferred name drug
coinsurance plus the difference in cost between
the preferred name drug and the generic drug.

2 of 7
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Sumrr Benefits and Coverage: What this Plan Covers & What You Pay Yovered Services
Public education Health Trust: JEA Base Plan

Coverage Period: 07/01/2018 - )j0/201 9
Coverage for: Member & Dependent(s) | Plan Type: PPO

Common Services You May What You Will Pay
Medical Event Need Preferred Provider Non-Preferred Provider

(^ou will pay the least) (You will pay the most)
call 1-855-395-

2022.

If you have
outpatient
surgery

If you have a
hospital stay

Soecialtv druos

- Value specialty drugs
- Formulary specialty
- Non-formulary

specialty
Facility fee (e.g.,
ambulatory surgery
center)

50% coinsurance up to $100
50% coinsurance up to $400
50% coinsurance up to $600

15% coinsurance

Not Covered

0% coinsurance up to the ailowed
amount: 125% of Medicare

Limitations, Exceptions, & Other Important
Information

I Deductible does not apply. Limited to a 30-day
! supply/ prescription & requires purchase
.  through the specialty pharmacy program.
I Non-preferred specialty pharmacy is not
covered.

Physician/surgeon fees i 15% coinsurance 0% coinsurance up to the allowed
amount; 125% of Medicare

Emerqencv room care

- Medical Emergency
- Non-medical

Emergency

If you need
immediate

medical attention

15% coinsurance

15% coinsurance

Emerqencv medical

transportation

- Ground ambuiance

- Air ambulance

j 0% coinsurance up to the allowed
1 amount; 125% of Medicare after
I overall deductible and $500/visit
I emergency room deductible

Urgent care

Facility fee (e.g.,
hospital room)

Physician/surgeon fees

15% coinsurance

0% coinsurance up to the allowed amount; 125% of Medicare;
deductible does not apply

15% coinsurance
0% coinsurance up to the allowed
amount; 125% of Medicare

15% coinsurance after overall

deductible and $500/
admission inpatient deductible

15% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/
jdmission inpatient deductible
0% coinsurance up to the allowed
amount; 125% of Medicare

OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016

Pre-notification is recommended.

None

Coverage limited to services from the nearest
hospital where professional and necessary
treatment can be provided due to a Medical
Emergency.

Coverage limited to services to the nearest
hospital or skilled nursing facility where
professional and necessary treatment can be
provided as medically necessary. Pre-notification
is strongly recommended for air ambulance
services. Please Call 1-800-228-9118.

None

Pre-notification is recommended. The inpatient
deductible will only be applied twice/calendar
year per covered person.
Coverage limited to the semi-private room rate.

None

3 of 7



Sumn ) I Benefits and Coverage; What this Plan Covers & What You Pay ) overed Services
Public tducatlon Health Trust: JEA Base Plan

Coverage Period; 07/01/2018 - ) 0/2019
Coverage for: Member & Depend0nt(s) | Plan Type: PPO

Common

Medical Event

If you need
mental health,

behavioral health,
or substance

abuse services

If you are
pregnant

If you need help
recovering or
have other

special health
needs

Services You May

Need

Outpatient services

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the (east) (You will pay the most)

15% coinsurance

Inpatlent services

15% coinsurance after overall

deductible and $500/
admission inpatlent deductible

Office visits

i Childbirth/delivery
professional services

15% coinsurance

15% coinsurance

I Childbirth/delivery
i facility services

Home health care

15% coinsurance after overall

deductible and $500/

admission inpatient deductible

15% coinsurance

; Rehabilitation services

Habilitation services

Outpatient:

15% coinsurance

Inpatient:

15% coinsurance after overall

deductible and $500/
admission inpatient deductible

0% coinsurance up to the allowed
amount: 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/

admission inpatient deductible

6% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount: 125% of Medicare after
overall deductible and $500/
admission inpatient deductible

0% coinsurance up to the allowed
amount; 125% of Medicare

Outpatient:

0% coinsurance up to the allowed
amount; 125% of Medicare

Inpatient:

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/

admission inpatient deductible

Limitations, Exceptions, & Other Important
Information

None

Pre-notification is recommended. The inpatient
deductible will only be applied twice/calendar
year per covered person.
^verage limited to the semi-private room rate.
Maternity benefits only apply to covered
employee or covered spouse. Cost sharino does
not apply to certain preventive services.
Depending on the type of services, coinsurance
may apply. Matemity care may include tests and
services described elsewhere in the SBC (e.g.
ultrasound).

The inpatient deductible will only be applied
twice/calendar year per covered person.
Coverage limited to the semi-private room rate.

None

Pre-notification is recommended. The Inpatient
deductible will only be applied twice/calendar
year per covered person.
Inpatient is limited to 180 combined
days/calendar year for Inpatient Rehabilitation
Therapy and Skilled Nursing Facility and subject
to the semi-private room rate. Outpatient
includes speech, physical, and occupational
therapies. Physical therapy is limited to 5
visits/calendar year. Occupational therapy is
IjiTiite^o 20 visits/calendar year.

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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SumiT ) f Benefits and Coverage; What this Plan Covers & What You Pay
Public tducation Health Trust: JEA Base Plan

)overed Services )

Common

Medical Event

Services You May

Need

SkUled nursing care

Durable medical

equipment

Hospice services

If your child
needs dental or

eye care

Children's glasses

Children's dental

check-up

Coverage Period: 07/01/2018 - / 0/2019
Coverage for: Member & Dependent(s) | Plan Type: PPO

What You Will Pay r ■ ^ x- o«.
Preferred Provider Non-Preferred Provider Limitat.ons, Exceptions, & Other Important

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

15% coinsurance after overall

deductible and $500/
admission inpatient deductible

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/

admission inpatient deductible

15% coinsurance

Pre-notiffcation is recommended. The inpatient
deductible will only be applied twice/calendar
year per covered person. Coverage limited to
180 combined days/calendar year for inpatient
Rehabilitation Therapy and Skilled Nursing
Facility to the semi-private room rate.

15% coinsurance

Children's eye exam i $25 copavment

0% coinsurance up to the allowed
amount; 125% of Medicare

Up to $50

$25 copavment

No charge

Up to $70 for frame
Up to $50 for single vision lenses
Up to $75 for bifocal lenses
Up to $75 for progressive lenses
Up to $100 for trifocal tenses

Pre-notification is recommended for DME
expenses over $2,000.

Pre-notification is recommended.

PENT has contracted with Vision Service Plan
(VSP) to provide vision care services.
Coverage limited to one exam/calendar year.

Not covered

Coverage limited to one pair of lenses/calendar
year and one frame every other calendar year.

Coverage limited to 2 exams/cleanings, fluoride
treatments, and bitewings/calendar year; to 1
complete series or panoramic x-ray/calendar
year; to 1 sealant per permanent tooth every 5
calendar years.

Excluded Services & Other Covered Services;

Services Your Plan Generally Does NOT Cover (Check your policy or ̂ lan document for more Information and a list of ar^y other excluded serviced
•  Long Term Care • Private Duty Nursing
•  Non-emergency care when traveling outside the U.S. • Weight Loss Programs

Cosmetic Surgery
Dental Care (Adult)
Infertility Treatment

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

ropractic Care
Hearing Aids

Routine eye care (Adult) through VSP
Routine Foot Care

Oi

OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumrr, )yf Benefits and Coverage: What this Plan Covers & What You Pay. )vOvered Services
Public Education Health Trust: JEA Base Plan

)Coverage Period: 07/01/2018- /jO/2019

Coverage for: Member & Dependent(s) | Plan Type: PPO

About these Coverage Examples:

r. This is not a cost estimator. Treatments shoivn are just examples of how this ̂  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 sharina
amounts (deductibles, copayments and coinsurance) and excluded services under the Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg Is Having a Baby
(9 months of in-network pre-natal care and a

hospital delivery)

Managing Joe's type 2 Diabetes
(a year of routine in-network care of a we!!-

controlled condition)

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

care)

The plan's overall deductible

Specialist coinsurance

Hospital (facility) coinsurance
Other coinsurance

$50

15%

15%

15%

The plan's overall deductible

Primary care physician coinsurance

Hospital (facility) coinsurance
Other coinsurance

$50
15%

15%

15%

The plan's overall deductible

Specialist coinsurance

Hospital (facility) coinsurance
Other coinsurance

$50
15%

15%

15%

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)

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)

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

In this example, Pe^g would pay:
Cost Sharing

Deductibles*

Copayments

Coinsurance

$12,800

$550

$48

$275

What isn't covered

Limits or exclusions

The total Peg would pay is

Total Example Cost

In this exi^pie, Joe would pay:
Cost Sharing

Deductibles

Copayments

Coinsurance

What isn't covered

$7>00

$50

$697

$265

$6^ Limits or exclusions
$423 The total Joe would pay is

$60

Total Example Cost

In this example, Mia would pay:
Cost Sharing

Deductibles*

Copayments

Coinsurance

What isn't covered

Limits or exclusions

$1,900

$50

$0

$260

$0
$1,072 The total Mia would pay Is $310

Note: This filan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?" row above.

The fiton would be responsible for the other costs of these EXAMPLE covered services. 7 of 7



Sumrr ) f Benefits and Coverage: What this Plan Covers & What You Pay )overed Services Coverage Period: 07/01/2018 - ) 0/2D19
Public education Health Trust: Plan HDHP 1500 Coverage for: Member & Dependent(s) [ Plan Type: HDHP

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

This is only a summary. For more Information about your coverage, or to get a copy of the complete terms of coverage, call 1-866-247-1443 or visit
www.ebms.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copavment. deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.qov/sbc-qlo$sarv or call 1-866-487-2365 to request a copy.
Important Questions Answers

What is the overall

deductible?

Are there services

covered before you
meet your deductible?

Are there other

deductibles for

specific services?

$1,500 single coverage or $3,000 family coverage,
Each JANUARY a new deductible amount is required.

Yes. Preferred providers preventive care is covered before you meet
your deductible.

What Is the out-of-

pocket limit for this

plan?

What Is not Included

in the out-of-pocket

limit?

Yes. $200 per inpatient admission, limited to two deductibles per
covered person per calendar year; and $500 per non-medical
^^gency roornjncident. There are no other specific deductibles.
Medical coinsurance maximum out-of-pocket:

Preferred Providers: $3,500 single coverage I $7,000 family coverage
(not to exceed $3,500 per covered person); Non-Preferred Providers:
Unlimited. Super Global maximum out-of-pocket (is the most a
member will pay in a calendar year for deductibles. copayments. and
coinsurance): Preferred Providers: $6,650 single coverage I $13,300
family coverage (not to exceed $6,650 per covered person); Non-
Preferred Providers: Unlimited
Deductibles are not included in the medical coinsurance maximum out-

of-pocket limit. Non-preferred provider or facility penalty, Vision
Service Plan benefits, prescription drug discounts or coupons, any
difference between the private and semi-private room rate when a
semi-private room is available, premiums, balance-billing charges
(unless balanced billing is prohibited), and health care this pjan doesn't
cover are not included in the medical coinsurance maximum out-of-

pocket limit or the super global maximum out-of-pocket limit.

Why This Matters:

Generally, you must pay all of the costs from providers uo to the
deductible amount before this plan begins to pay. If you have other
family members on the policy, the overall family deductible must be
met before the plan^ begins to pay.
This covers some items and services even if you haven't yet
met the deductible amount. But a copavment or coinsurance may
apply. For example, this gl^ covers certain preventive services
without cost sharing and before you meet your deductible. See a list
of covered preventive services at

https://www.healthcare.qov/coveraqe/ preventive-care-benefits/.

You must pay all of the costs for these services up to the specific
deductible amount before this glan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for
covered services. If you have other family members in this plan, they
have to meet their own out-of-pocket limits until the overall family
out-of-pocket limit has been met.

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

rn
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Summ )if Benefits and Coverage: What this Plan Covers & What You Pay
Public education Health Trust: Plan HDHP 1500

)overed Services Coverage Period: 07/01 /2018 - ) 0/2019
Coverage for: Member & Dependent(s) | Plan Type; HDHP

j Will you pay less if
j you use a network
1 provider?

bo you need a referral
to see a specialist?

Yes. Refer to your EBMS/Public Education Health Trust identification
card, or login to www.ebms.com or call
1-866-247-1443 for a list of network providers.

No.

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

i pays (balance billing). Be aware, your network provider might use an
out-of-network provider for some services (such as lab work). Check

I with vour provider before you get services.

i You can see the specialist you choose without a referral.

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

Common

Medical Event

If you visit a
health care

provider's office

or clinic

i  If you have a test

I

I  If you need drugs
j to treat your
illness or

I condition
' More Information

I about
; prescription drug

j coverage is
I available at
I mm.ODtumrx.com/

Services You May Need

Primary care visit to treat
an injury or illness

Specialist visit

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

Preventive care/

screening/immunization

Diagnostic test (x-ray,
blood work)
Imaging (CT/PET scans,
MRIs)

Preventive Care drugs

20% coinsurance

20% coinsurance

0% coinsurance up to the allowed
amount: 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

Limitations, Exceptions, & Other Important
Information

Coverage limited to 20 visits/calendar year for
massage therapy. Coverage limited to 20
visits/calendar year for spinal
manipulation/chiropractic services.

No charge

20% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

You may have to pay for sen/ices that aren't
preventive. Ask your provider if the services
needed are preventive. Then check what your
plan will pay forT.

None

20% coinsurance
J

0% coinsurance up to the allowed
amount; 125% of Medicare

HDHP Expanded List of
Preventive Drugs

Generic drugs

Compound drugs

Preferred brand

narne drugs
Non-preferred brand
name drugs

No Charge (retail or mail order)

20% coinsurance: deductible does not apply
(retail or mail order)

20% coinsurance (retail or mail order)

20% coinsurance (retail or mall order)

20% coinsurance (retail or mail order)

20% coinsurance (retail or mail order)

Pre-notification is recommended.

Retail or mail order prescriptions are available up
to a 90-day supply per prescription. If a covered
person requests a preferred name drug when a
generic equivalent is available, they are
responsible for the preferred name drug
coinsurance plus the difference in cost between
the preferred name drug and the generic drug ""rt

CS:>
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Sumn ) f Benefits and Coverage; What this Plan Covers & What You Pay
Public t:ducation Health Trust: Plan HDHP 1500

)overed Services Coverage Period: 07/01/2018- ) 0/2019
Coverage for: Member & Dependent(s) | Plan Type: HDHP

Common

Medical Event

mvOptumRx or

call 1-855-395-

2022.

If you have
! outpatient
! surgery

If you need
immediate

medical attention

If you have a
hospital stay

Services You May Need

Soecialtv drugs

- Value specialty drugs
- Formulary speciaity
- Non-formulary
_ specialty
Facility fee (e.g.,
ambulatory surgery
center)

What You Will Pay
Preferred Provider Non-Preferred Provider

(You wiil pay the least) (You will pay the most)

Physician/surgeon fees

Emergency room care

- Medical Emergency
- Non-medical

Emergency

50% coinsurance up to $100
50% coinsurance up to $400
50% coinsurance up to $600

20% coinsurance

Not Covered

20% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

20% coinsurance

20% coinsurance after

overall deductible and

: $5Q0/visit emergency room
deductible

Emergency medical

transportation

- Ground ambulance

- Air ambulance

Urgent care

Facility fee (e.g., hospital
room)

I 0% coinsurance up to the allowed
' amount; 125% of Medicare after

oyerall deductible and $500/ylslt

emergency room deductible

20% colnsuranc^
0% coinsurance up to the allowed amount;

125% of Medicare

20% coinsurance
0% coinsurance up to the allowed
amount; 125% of Medicare

20% coinsurance after

overall deductible and $200/
admission Inpatlent
deductible

I

Physician/surgeon fees | 20% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare after
overall deductible and $200/
adrnlsslon inpatlent deductible
0% coinsurance up to the albwed
amount; 125% of Medicare

Limitations, Exceptions, & Other Important
Information

Limited up to a 30-day supply per prescription and
must be obtained through the Specialty Pharmacy
Program. Only the first fill will be available
through the retail pharmacy benefit.

Pre-notlflcatlon Is recommended.

None

Coverage limited to services from the nearest
hospital where professional and necessary
treatment can be provided due to a Medical
Emergency. The emergency room deductible is
waived for medical emergency, accidental Injury,
or If admitted as an Inpatlent.
Coverage limited to services to the nearest
hospital or skilled nursing facility where
professional and necessary treatment can be
provided as medically necessary. Pre-notlflcation
Is strongly recommended for air ambulance
services. Please Call 1-800-228-9118.

None

Pre-notification Is recommended. The inpatlent
deductible will only be applied twice/calendar year
per covered person.
Coverage limited to the seml-prlvate room rate.

None

OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
3 of 7

-X)

LN



Sumrr Benefits and Coverage: What this Plan Covers & What You Pay )overed Services Coverage Period: 07/01/2018 - ).0/2019
Public tfducation Health Trust: Plan HDHP 1500 Coverage for: Member & Dependent(s) | Plan Type: HDHP

Common

Medical Event

If you need
mental health,

behavioral health,
or substance

abuse services

If you are
pregnant

If you need help
recovering or
have other

special health
needs

Services You May Need

Outpatient services

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

20% coinsurance

i  Inpatient services

20% coinsurance after

overall deductible and $200/

admission inpatient
deductible

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

I

' 0% coinsurance up to the allowed
! amount: 125% of Medicare

I 0®/o coinsurance up to the allowed
i amount; 125% of Medicare after
overall deductible and $200/

admission inpatient deductible

20% coinsurance

20% coinsurance

20% coinsurance after

overall deductible and $200/
admission inpatient
deductible

20% coinsurance

Habilitation services

Outpatient:

20% coinsurance

Inpatient:

20% coinsurance after

overall deductible and $200/

admission inpatient
deductible

0% coinsurance up to the allowed
amount: 125% of Medicare after
overall deductible and $200/

admission inpatient deductible

0% coinsurance up to the allowed
amount: 125% of Medicare
Outpatient:

0% coinsurance up to the allowed
amount: 125% of Medicare

Inpatient:

0% coinsurance up to the allowed
amount: 125% of Medicare after

overall deductible and $200/
admission inpatient deductible

OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016

Limitations, Exceptions, & Other Important
Information

None

0% coinsurance up to the allowed l
amount; 125% of Medicare j

0% coinsurance up to the allowed I
amount; 125% of Medicare

Pre-notification is recommended. The inpatient
deductible will only be applied twice/calendar year
per covered person.
Coverage limited to the semi-private room rate.
Maternity benefits only apply to covered
employee or covered spouse. Cost sharing does
not apply to certain preventive services.
Depending on the type of services, coinsurance
may apply. Maternity care may include tests and
services described elsewhere in the SBC (e.g.
ultrasound)^

The inpatient deductible will only be applied
twice/calendar year per covered person.
Coverage limited to the semi-private room rate.

None

Pre-notification is recommended. The inpatient
deductible will only be applied twice/calendar year
per covered person.
Inpatient is limited to 180 combined
days/calendar year for Inpatient Rehabilitation
Therapy and Skilled Nursing Facility and subject
to the semi-private room rate.
Outpatient includes speech, physical, and
occupational therapies. Physical and
occupational therapies are limited to 20 visits per
therapy/calendar year.
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Sumn ^ f Benefits and Coverage; What this Plan Covers & What You Pay ) overed Services Coverage Period: 07/01/2018 - ) 0/2019
^i^bll^cduc^ior^He^lth Trust: Plan HDHP 1500 Coverage for: Member & Dependent{s) | Plan Type: HDHP

Common

Medical Event

If your child
needs dental or

eye care

Services You May Need

Skilled nursing care

Durable medical

equipment

i Hospice services

Children's eye exam

Children's glasses

Children's dental

check-up

What You Will Pay
Preferred Provider Non-Preferred Provider

(You v/ill pay the least) (You vyill pay the most)

20% coinsurance after

overall deductible and $200/

admission inpatient
deductible

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $200/
admission inpatient deductible

20% coinsurance

20% coinsurance

No charge

0% coinsurance up to the allowed
amount; 125% of Medicare

Not Covered

$25 copavment Not Covered

Not Covered

Limitations, Exceptions, & Other Important

Information

Pre-notification is recommended. The inpatient
deductible will only be applied twice/calendar year
per covered person. Coverage limited to 180
combined days/calendar year for Inpatient
Rehabilitation Therapy and Skilled Nursing
Facility and subject to the semi-private room rate.

Pre-notification is recommended for DME
expenses over $2,000.

Pre-notification is recommended.

PENT has contracted with Vision Service Plan
(VSP) to provide vision care services.
Coverage limited to one exam/calendar year.
Coverage limited to one pair of glasses/ calendar
year when chosen from VSP's Pediatric
Exchange Collection; otherwise, 20% savings on
other frame brands. Lens enhancements are
excluded.

Dental benefits may be available as a separate ~
election.

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and alist of any~^7r excluded services.)
®  Cosmetic Surgery • Long Term Care • Private Duty Nursing
•  Dental Care (Adult) • Non-emergency care when traveling outside the U.S. • Weight Loss Programs
«  Infertility Treatment

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document)
• Acupuncture « Chiropractic Care « Routine eye care (Adult) Exam only through VSP
»  Bariatric Surgery • Hearing Aids • Routine Foot Care

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumn. Benefits and Coverage: What this Plan Covers & What You Pay
Public Education Health Trust: Plan HDHP 1500

About these Coverage Examples:

)lovered Services . XCoverage Period: 07/01/2018 - ^jO/2019
Coverage for: Member & Dependent{s) | Plan Type: HDHP

Hk
This is not a cost estimator. Treatments shown are just examples of how this 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 sharina
amounts (deductlbles, copavments and coinsurance) and excluded services under the pjan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and a

hospital delivery)

The plan's overall deductible

Specialist coinsurance

Hospital (facility) coinsurance
Other coinsurance

$1,500
20%

20%

20%

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-

controlfed condition)

■ The plan's overall deductible $1,500
■ Primary care physician coinsurance 20%
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%

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)

■ The plan's overall deductible $1,500
■ Specialist coinsurance 20%
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%

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

In this exampl^Peg woujd pay:
Cosf Sharing

Deductibles*

Copayments

Coinsurance

What isn't covered

Limits or exclu^ons _
The total Peg would pay Is

$12,800

$2,000

$0

$2,MO

$60

Total Example Cost

In this example, Joe would pay:

Cosf Sharing
Deductibles

Copayments

Coinsurance

What isn't covered

Limits or exclusions

$7,400

$1,500

$0

$1,440

$60

Total Example Cost

In this example, Mia would pay:
Cost Sharing

Deductibles*

Copayments

Coinsurance

What isn't covered

Limits or exclusions

$4,590 The total Joe would pay is

$1,900

$1,900

$0

SO

$0

$3,000 The total Mia would pay is $1,900

Note: This pjaQ has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?" row above,

The Plan would be responsible for the other costs of these EXAMPLE covered services. 7 of 7
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ARTICLE 24

Physical Examination

Section 1. Initial Examination

The District will cover a maximum of four hundred ($400,00) dollars toward the cost of any required
physical, either by the State or the District A Bargaining Unit Member will not be required to use sick or
annual leave to comply with the provisions of this Article.

Section 2. Re-examination

Re-examination shall be required a minimum of every three (3) years thereafter and subject to conditions in
Section 1.

Section 3. Supplemental Examinations

Additional physical examinations, other than those outlined in Sections 1 and 2 of this Article, may be
required at the discretion and expense of the Board.

ARTICLE 25

Health and Life Insurance

Insurance provided in whole or in part by the Employer shall be continued for the life of this Agreement This
includes, but is not limited to the following:

Section 1. Health Insurance

The District shall pay to the APEA/AFT Health and Welfare Trust, or other health insurance program that is
mutually agreeable, one thousand five hundred sixty-nine dollars ($1569.00)) per month for FY17 for each
full-time employee enrolled in the health insurance plan.

The District shall pay to the APEA/AFT Health and Welfare Trust, or other health insurance program that is
mutually agreeable, one thousand five hundred ninety-nine dollars ($1599.00) per month for FY18 for each
full-time employee enrolled in the health insurance plan.

The District shall pay to the APEA/AFT Health and Welfare Trust, or other health insurance program that is
mutually agreeable, one thousand six hundred twenty-nine dollars ($1629.00) per month for FY 19 for each
full-time employee enrolled in the health insurance plan.

Any additional increases to health insurance costs during the life of this contract will be the responsibility
of individual Bargaining Unit Members. The plan year shall be July 1 through June 30. The Employer shall
pay a prorated amount of the premium for enrolled permanent part-time employees, as defined, according
to the number of hours worked.

Newly hired employees shall have access to health insurance benefits following completion of the
probationary period.

For the purposes of health insurance only, enrolled JESS members who are assigned to work no less than
six and one half (6.5) hours per day will receive benefits as a full-time employee under this provision.

Page I 35



In FY17, the District will make a monthiy payment to the APEA/AFT Health and Welfare Trust equal to 35%
of the amount that would have been paid to the trust for employees who waived insurance in FYl?.

In FY18, the District will make a monthly payment to the APEA/AFT Health and Welfare Trust equal to 25%
of the amount that would have been paid to the trust for employees who waived insurance in FY18.

In FY19, the District will make a monthly payment to the APEA/AFT Health and Welfare Trust equal to 20%
of the amount that would have been paid to the trust for employees who waived insurance in FY19.

The District will select a comprehensive Employee Assistance Plan for all JESS members effective FY17
through FY19 at a total annual premium cost not to exceed $12,000.00.

Section 2. Employee and Dependent Life Insurance

a. The Employer shall pay the total premium including any rate increase for a life and accidental
death and dismemberment plan, which insures the life of every Bargaining Unit Member in a
principal amount of one-hundred thousand dollars ($100,000], or the limits of the policy if
reduced due to the employee's age.

The Employer shall pay the total premium including any rate increase for a life and accidental
death and dismemberment plan, which insures the life of every Bargaining Unit Member's
dependents and spouse in a principal amount of five thousand dollars ($5,000), or the limits of the
policy if reduced due to the age of the dependent or spouse.

b. The District shall provide for an optional life insurance feature at the Bargaining Unit Member's
option and expense. Such plan shall provide for an amount equal to the next higher thousand
dollars of the annual salary and shall be graduated by age grouping.

c. Past practice regarding conversion of Health and/or Life Insurance and premium payments shall
continue for retired employees and Bargaining Unit Members on approved leave of absence
without pay.

Sections. Travellnsurance

All Bargaining Unit Members covered under this Agreement shall be covered by a $100,000 accidental
death policy while on approved travel from the District This shall cover all commercial travel by airplane,
boat or automobile while on District-approved travel leave, and at no cost to the employee.

ARTICLE 26

Legal Trust Fund

Section 1. Employer Contributions

a. In addition to the wages paid per Article 13, the Employer agrees to pay the Alaska Public
Employees Association Legal Trust Fund (hereinafter the Fund) twelve dollars ($12.00) per
month per Bargaining Unit Member. Such contributions shall be made over seasonal and summer
breaks for nine (9) and ten (10) month employees.

b. The Employer shall remit the amount due for the previous month to the Fund by the tenth (10th)
of each month.

c. The contributions to the Fund shall be used exclusively for a pre-paid legal service plan for the
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Saul Friedman

^.iiiii»^To; Saul Friedman
Subject: FW: Juneau School District Public Records Request

From: Bartlett, Kristin [mailto:krlstin.bartlett@juneauschoois.org]
Sent: Friday, December 21,2018 10:02 AM
To: Saul Friedman <sfriedman@jdolaw.com>
Co: Darryl Smith <darryl.smith@juneauschools.org>; Weiss, Bridget <bridget.weiss@juneauschools.org>; Hansen,
Cherish <cherish.hansen@Juneauschools.org>
Subject: Re: Juneau School District Public Records Request

Good morning Mr. Friedman,
The Juneau School District contributes $l,629/month per enrolled full time JESS employee to the health
insurance program. As of October 2018, there were 224 full time employees participating in the program and 50
full time employees receiving waivers. The district pays $325.80 per waiver.
Sincerely,
Kristin Bartlett
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The APEA-AFT Health & Welfare Trust

Employee Benefit Plan

JESS

Amendment Number 2

to the September 2016 SPD Restatement

Efliective January 1,2017

The APEA-AFT Health & Welfare Trust Employee Benefit Plan is hereby amended as follows;

The Plan shall adopt the Caremark Advanced Control Formulary. No payment shall be made for
medications which are listed as excluded on the Advance Control Formulary.

The following language shall be added to the Plan:

Formulary refers to a list of covered drugs that serves as a guide within select drug classes for you and
your doctor. The formulary is managed by the Prescription Benefits Manager. Non-formulary drugs are
not included on the drug list and may be considered non-preferred or excluded. If a drug is not on the
list then it may not be covered or may cost you more. You may be responslbie for the full cost of a non-
formulary drug. The formulary is subject to change in response to market dynamics. An appeals
exception process Is available to accommodate medical necessity circumstances.

Signed:

Authorized Signatuignatur^ Date Title

i^LiZ^ < ruusi^
Authorized Signature ( j Date Title



ESTABLISHMENT OF THE PLAN;
ADOPTION OF THE PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTION

This Plan Document and Summary Plan Description (the "Summary Plan Description"), made by the
Board of Trustees of APEA-AFT Health & Welfare Trust (the "Board of Trustees") as of September 1, 2016,
hereby amerids and restates the APEA-AFT Health & Welfare Trust Employee Benefit Plan (the "Plan")!
which was originally adopted by the Board of Trustees, effective March 1, 2006.

The Board of Trustees, as the settlor of the Plan, hereby adopts this Summary Plan Description as the
written description of the Plan. This Summary Plan Description amends and replaces any prior statement
of the health care coverage contained in the Plan or any predecessor to the Plan.

IN WITNESS WHEREOF, the Plan Sponsor has caused this Summary Plan Description to be executed.

APEA-AFT Health & Welfare Trust

-6-



P34
SCHEDULE OF BENEFITS

MEDICAL BENEFITS

Deductible, per Calendar Year $800 per Individual

$2,400 per Family

Out-of-Pocket Maximum, per Calendar Year

(excluding deductible)

$1,500 per individual

$4,500 per Family

Annual and Lifetime Maximum Benefits Unlimited

Benefit Percentages (Based on Allowable Charges) and Calendar Year Maximums

Acupuncture 80%, 12 visits allowed

Emergency Room Expenses - Calendar Year Deductible Waived $50 ER deductible, waived if
admitted to the Hospital, then
80%

No coverage for non-emergency
services

Coalition Health Center $0 copay for preventive services

$10 copay for all other services

Hearing Aid Expense 80%, up to $800

Home Health Care 80%, 130 visits allowed

Hospice Care - Inpatient 10 days allowed

80% PPO Facility

80% Out-of-Area Facility

50% Non-PPO Facility

Hospice Care - Outpatient 80%, 6 months allowed

Hospital Charges 80% PPO Facility

80% Out-of-Area Facility

50% Non-PPO Facility

Mental or Nervous Conditions No coverage

Outpatient Dialysis Treatment 80% of the Usual and

Reasonable Charge

Preventive Care Services 100%, not subject to the
deductible

Private Duty Nursing 80%, 70 visits allowed

-7



Rehabilitation Therapy

Massage Therapy
Physical Therapy
Occupational Therapy

80%, 45 visits allowed for all
services combined

Skilled Nursing / Convalescent Care Facility 120 days allowed

80% PPO Facility

80% Out-of-Area Facility

50% Non-PPO Facility

Substance Abuse Treatment No coverage

Transplant-Reiated Travel and Lodging 80%, up to $50 per night,
$10,000 per transplant period

All Other Travel Up to $600 for transportation
expense

Up to $150 per day for lodging

Annual maximum of 7 days
lodging

All Other Covered Services 80%

PRESCRIPTION DRUG BENEFITS

Calendar Year Deductible $500 per Individual

Retail Copays (per 30 day supply)

Generic

Preferred Brand

Non-Preferred Brand

$10 (no deductible)

$25

$45

Mail Order Copays (up to a 90 day supply)

Generic

Preferred Brand

Non-Preferred Brand

$20 (no deductible)

$50

$90

Pre-authorization is required for Specialty drugs and Specialty medications are limited to a 30-day supply.
Step-therapy for some specialty drugs may apply.

-8-



DENTAL BENEFITS

Deductible, per Calendar Year $50 per Individual

$150 per Family

Calendar Year Maximum Benefit $2,000 per Individual

Benefit Percentages (Based on Allowable Charges)

Diagnostic and Preventive 100%, not subject to the
deductible

Restorative 80%

Reconstructive 50%

VISION BENEFITS (ADMINISTERED THROUGH VSP)

Copay $25

Eye Exam Every 12 months

Lenses Every 24 months

Frames Every 24 months

Benefits are limited to the Network and Non-VSR provider aliowances

-9-



Name of Plan:

GENERAL PLAN INFORMATION

AREA-APT Health & Welfare Trust Employee Benefit Plan

Plan Administrator:

(Named Fiduciary)

Plan Sponsor Tax ID No.

Fiscal Year:

Plan Year:

Plan Type:

Claims Administrator:

Participating Employer(s):

Agent for Service of Legal Process:

AREA-APT Board of Trustees

211 Pourth Street, Suite 306
Juneau, AK 99801
Rhone (907) 586-2334 (Pax) (907) 463-4980

52-7332235

July 1 through June 30

September 1 through August 31

Medical, Dental, Vision, Prescription Drug

Welfare & Pension Administration Service, Inc.
2815 Second Avenue, Suite 300
RO Box 34203

Seattle, WA 98124-1203
800-331-6158

www.wpas-inc.com

Juneau City and Borough School District and AREA-APT

AREA-APT Health & Welfare Trust

-77



TENTATIVE AGREEMENT
Between the

Anchorage Education

Association

and the

Anchorage School District

July 1,20W18 - June 30,20i«21



shall be made for mileage traveled by a member to the first nor fix>m the last duty station.
Should the federal mileage reimbursement rate change, the rate will be adjusted
prospectively. Mileage driven between July 1 - September 30 must be submitted for
reimbursement by October 15, mileage driven between October 1 - December 31 must be
submitted for reimbursement by January 15, mileage driven between January 1 and March
31 must be submitted for reimbursement by April 15, and mileage driven between April 1
- June 30 must be submitted for reimbursement by July 15th.

170 DISABILITY RETIREMENT

In the event a tenured member retires because of disability and subsequently recovers, the member
shall have rehire privileges as defined by Alaska statute 14.20.165 and appropriate regulations.

200 SERIES - INSURANCE BENEFITS

205 HEALTH BENEFITS

For the 2017 2018 2018-2019 year, the District shall contribute toward the cost of health care,
$1,645 monthly per eligible member (.75 or greater FTE) who elects health coverage. In 2019-
2020 and 2020-2021 the District shall contribute $1,695 monthly per digihle memhar. thrnu ph
the Public Education Health Truot (PEHT).

This contribution shall be transmitted to the PEHT account with the clear understanding that such
fimds may be used only to provide a comprehensive health plan for Anchorage School District
teachers. The District shall have no obligation or responsibility for any aspect of plan selection or
for administration of benefits offered under whatever plan may be purchased by the Association.

A. The District will apply the fiill amount of waiver fimds retained in prior fiscal years to the
members' portion of the premium amount on a monthly basis imtil the retained fimds from
the prior fiscal years are expended.

The District will deposit a one-time payment of $800,000 1.9 milHnn into the
waiver/reserve fund on or before February 1,20189.

An independent accounting of the waiver monies will be provided by the District to the
Association as agreed upon by the parties.

B. The following procedures will be adhered to with respect to the timing of the District's
contribution of funds to the PEHT:

«■ The District will run an initial eligibility report, and based on that report will
transmit the agreed-upon District contribution per member times the number of
members on the initial eligibility report to the PEHT within five District working
days of the first of the month.

«' Prior to running the next month's eligibility report, the District will reconcile the
actual number of eligible members with the number on the initial eligibility report,

AEA/ASD AGREEMENT 22
July 1, 20i^l8 - June 30,20U21



Sumr ) >f Benefits and Coverage: What this Plan Covers & What You Pay ) :overed Services Coverage Period: 07/01 /2018 ) .0/2019
Public education Health Trust; Plan C Coverage for: Member & Dependent(s) j Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health The SBC shows you how you and the would
share the cost for covered health care services. NOTE: Information about the cost of this pjan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-866-247-1443 or visit

www.ebms.com. For general definitions of common terms, such as allowed amount, balance billina. coinsurance, payment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.Qov/sbc-alossarv or call 1 -866-487-2365 to request a copy! '
Important Questions Answers

What is the overall

deductible?

Are there services

covered before you
meet your deductible?

Are there other

deductibles for

specific services?

What Is the out-of-

pocket limit for this

plan?

What is not included

in the out-of-pocket

limit?

$500 per covered person or $1,500 per family unit.
Each JANUARY a new deductible amount is required.

Yes. Air ambulance, BridgeHealth or m/Choice Surgery
Benefit, Teladoc physician consultations, and the following
preferred provider services: prescription drug coverage, and
preventive care, are covered before you meet your deductible.
Copavments do not apply to the deductible.
Yes. $500 per inpatient admission, limited to two deductibles
per person per calendar year; and $500 per non-medical
emergency room visit. There are no other specific deductibles.
Medical coinsurance maximum out-of-pocket:

Preferred Providers; $2,000 per covered person I $6,000 per
family unit; Non-Preferred Providers: Unlimited.
Super global maximum out-of-pocket (is the most a
member will pay in a calendar year for deductibles.
copavments. and coinsurance):

Preferred providers: $7,350 per covered person or $14,700
per family unit; Non-Preferred Providers: Unlimited.
Deductibles and prescription drug copavments are not
included in the medical coinsurance maximum out-of-DOCket
limit. Non-preferred provider or facility penalty, Vision Service
Plan benefits, prescription drug discounts or coupons, any
difference between the private and semi-private room rate
when a semi-private room is available, premiums, balance-
billing charges (unless balanced billing is prohibited), and
health care this doesn't cover are not included in the
medical coinsurance maximum out-of-pocket limit or super
global maximum out-of-pocket limit.

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible
amount before this plan begins to pay. If you have other family members on
the pl^, 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^
This Plan covers some items and services even if you haven't yet met the
deductibie amount. But a copavment 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.qov/coveraae/Dreventive-care-benefits/.

You must pay all of the costs for these services up to the specific deductible
amount before this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered
services. If you have other family members in this plan, they have to meet
their own out-of-pocket limits until the overall family out-of-pocket limit has
been met.

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

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumrr Yf Benefits and Coverage: What this Plan Covers & What You Pay iovered Services
Public kuucatlon Health Trust: Plan C

Coverage Period: 07/01/2018 - );0/2019
Coverage for: Member & Dependent(s) | Plan Type: PPO

Will you pay less if
you use a network
provider?

Do you need a referral
to see a specialist?

Yes. Refer to your EBMS/Public Education Health Trust
identification card, or login to www.efams.com or call
1-866-247-1443 for a list of network providers.

No.

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 gian pays (balance blllinai. Be
aware, your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get services.

You can see the specialist you choose without a referral.

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

Common

Medical Event

If you visit a
health care

provider's office

or clinic

Services You May
Need

Primary care visit to
treat an Injury or Illness

What You Will Pay
Preferred Provider Non-Preferred Provider

(You^iil pay the least) (You will pay the most)

Specialist visit

20% coinsurance

20% coinsurance

If you have a test

if you need drugs
to treat your
illness or

condition

More information

about

prescription drug

coverage is

available at

wm.oDtumrx.com

Preventive care/

screening/immunization

Diagnostic test (x-ray,
blood work)

Imaging (CT/PET
scans, MRIs)

Generic drugs

No charge

0% coinsurance up to the allowed
amount: 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

20% coinsurance

20% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

Compound drugs

Preferred brand name

drugs

Non-preferred brand
name drugs

$17 copayment/ prescription (retail)
$34 copayment/ prescription (mall order)

$17 copayment/ prescription (retail)

$30 copayment/ prescription (retail)
$60 copavment/ prescription (mail order)

$60 copayment/ prescription (retail)
^120 copavment/ prescription (mall order)

OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016

Limitations, Exceptions, & Other Important
Information

Coverage limited to 20 visits/calendar year for
massage therapy. Coverage limited to 20
visits/calendar year for spinal
manlpulatlon/chlropractic services.

You may have to pay for services that aren't
preventive. Ask your provider if the services needed
are preventive. Then check what your pl^ will pay
for.

None

Pre-notlflcatlon Is recommended.

Coverage Is limited to 30-day supply per prescription
retail or 90-day supply per prescription mall order. At
select pharmacies a 90-day supply option may be
available at the same cost as mail order, including
compounds. If a covered person requests a
preferred name drug when a generic equivalent is
available, they are responsible for the preferred
name drug coinsurance plus the difference in cost
between the preferred name drug and the generic
drug.

2 of 7



Sumr \>f Benefits and Coverage: What this Plan Covers & What You Pay );overed Services
Public udocation Health Trust: Plan C

Coverage Period: 07/01/2018 )j0/2019
Coverage for: Member & Dependent{s) [ Plan Type: PPO

Common

Medical Event

/mvOptumRx or

call

1-855-395-2022.

If you have
outpatient
surgery

r-

If you need
Immediate

medical attention

If you have a
hospital stay

Services You May
Need

Specialtv druos

- Value specialty drugs
- Formulary specialty
- Non-formulary

specialty

Facility fee (e.g.,
ambulatory surgery
center)

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

50% coinsurance up to $100
50% coinsurance up to $400
50% coinsurance up to $600

20% coinsurance

Physician/surgeon fees

Emergency room care

■ Medical Emergency
- Non-medical

Emergency

Emerqencv medical

transportation

- Ground ambulance

- Air ambulance

Not Covered

0% coinsurance up to the allowed
amount: 125% of Medicare

20% coinsurance

20% coinsurance after

overall deductible and

$500/visit emergency room
deductible

0% coinsurance up to the allowed
amount; 125% of Medicare

20% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/visit
emergency room deductible

20% coinsurance_
0% coinsurance up to the allowed amount; 125% of'Medicare:

deductible does not apply

Urgent care

Facility fee (e.g.,
hospital room)

20% coinsurance

Physician/surgeon fees

20% coinsurance after

overall deductible and $500/
admission inpatient
deductible

20% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/

admission inpatient deductible

0% coinsurance up to the allowed
amount; 125% of Medicare

Limitations, Exceptions, & Other Important
information

Deductible does not apply.
Specialtv druos limited to a 30-day supply/
prescription & requires purchase through the
specialty pharmacy program. Non-preferred
specialty pharmacy Is not covered.

Pre-notification is recommended.

None

Coverage limited to services from the nearest
hospital where professional and necessary treatment
can be provided due to a Medical Emergency. The
emergency room deductible is waived for medical
emergency, accidental injury, or if admitted as an
inpatient.
Coverage limited to services to the nearest hospital
or skilled nursing facility where professional and
necessary treatment can be provided as medically
necessary.

Pre-notification is strongly recommended for air
ambulance services. Please Call 1-800-228-9118.

None

Pre-notification is recommended. The inpatient
deductible will only be applied twice/calendar year
per covered person.

Coverage limited to the semi-private room rate.

None

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumn ) f Benefits and Coverage: What this Plan Covers & What You Pay ) overact Services
Public tuucation Health Trust: Plan C

Coverage Period: 07/01/2018 - ) 0/2019
Coverage for: Member & Dependent(s) | Plan Type: PPO

Common

Medical Event

If you need
mental health,
behavioral health,
or substance

abuse services

If you are
pregnant

If you need help
recovering or
have other

special health
needs

Services You May
Need

Outpatient services

Inpatient services

What You Will Pay
Preferred Provider Non-Preferred Provider

(XP.'J will pay the least) (You will pay the most)

Limitations, Exceptions, & Other Important
Information

Office visits

Childbirth/delivery
professional services

Childbirth/delivery
facility services

Home health care

Rehabilitation services

Habilltation services

Skilled nursing care

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016

20% coinsurance

20% coinsurance after

overall deductible and $500/

admission inpatient
deductible

0% coinsurance uo to the allowed

amount; 125% of Medicare

0% coinsurance ud to the allowefi

amount; 125% of Medicare after
overall deductible and $500/

admission inpatient deductible

20% coinsurance
0% coinsurance uo to the allowed

amount; 125% of Medicare

20% coinsurance
0% coinsurance uo to the allowed

amount; 125% of Medicare

20% coinsurance after

overall deductible and $500/

admission inpatient
deductible

20% coinsurance

0% coinsurance uo to the allowed

amount; 125% of Medicare after

overall deductible and $500/

admission inpatient deductible

0% coinsurance up to the allowed

amount; 125% of Medicare

Outoatient:

20% coinsurance

inoatient:

20% coinsurance after

overall deductible and $500/

admission inpatient
deductible

Outoatient:

0% coinsurance uo to the allowed

amount; 125% of Medicare

inpatient:

0% coinsurance uo to the allowed

amount; 125% of Medicare after

overall deductible and $500/

admission inpatient deductible

20% coinsurance after

overall deductible and $500/

admission inpatient
deductible

0% coinsurance uo to the allowed

amount; 125% of Medicare after
overall deductible and $500/

admission inoatient deductible

None

Pre-notification is recommended. The inpatient
deductible will only be applied twice/calendar year
per covered person.
Coverage limited to the semi-private room rate.
Maternity benefits only apply to covered employee or
covered spouse. Cost sharing does not apply to
certain preventive services. Depending on the type of
services, coinsurance may apply. Maternity care may
include tests and services described elsewhere in
jhe SB^(e.g^ujtrasound),

The inpatient deductible will only be applied
twice/calendar year per covered person.
Coverage limited to the semi-private room rate.

None

Pre-notification is recommended. The inpatient
deductible will only be applied twice/calendar year
per covered person. Inpatient is limited to 180
combined days/calendar year for Inpatient
Rehabilitation Therapy and Skilled Nursing Facility
and subject to the semi-private room rate.
Outpatient includes speech, physical, and
occupational therapies. Physical and occupational
therapies are limited to 20 visits per therapy/calendar
year.

Pre-notification is recommended. The inpatient
deductible will only be applied twice/calendar year
per covered person. Coverage limited to 180
combined days/calendar year for Inpatient
Rehabilitation Therapy and Skilled Nursing Facility i r—
and subject to the semi-private room rate.
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SumiT Benefits and Coverage; What this Plan Covers & What You Pay ) overed Services Coverage Period: 07/01/2018 - ^.0/2019
Public tuucation Health Trust: Plan C Coverage for: Member & Dependent(s) | Plan Type: PPO

If your child
needs dental or

eye care

Services You May
Need

Durable medical

equipment

Hospice services

Children's eye exam

Children's glasses

Children's dental check

up

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

20% coinsurance

$25 copavment

$25 copavment

20% coinsurance

0% coinsurance up to the allowed
amount: 125% of Medicare

Up to $50

Up to $70 for frame
Up to $50 for single vision lenses
Up to $75 for bifocal lenses
Up to $75 for progressive tenses
Up to $100 for trifocal lenses

Not covered

Limitations, Exceptions, & Other Important
Information

Pre-notification is recommended for DME expenses
over $2,000.

Pre-notification is recommended.

PENT has contracted with Vision Service Plan (VSR)
to provide vision care services.
Coverage limited to one exam/year.

Coverage limited to one pair of lenses/calendar year
and one frame every other calendar year.

Dental benefits may be available as a separate
election.

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.)
•  Cosmetic Surgery • Long Term Care • Private Duty Nursing
•  Dental Care (Adult) • Non-emergency care when traveling outside the U.S. • Weight Loss Programs
•  Infertility Treatment

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your document.)
•  Acupuncture • Chiropractic Care • Routine eye care (Adult) through VSP
♦  Bariatric Surgery • Hearing Aids • Routine Foot Care

OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumn. )>f Benefits and Coverage: What this Plan Covers & What You Pay, Xovered Services
Public Education Health Trust: Plan C

Coverage Period: 07/01/2018 - AO/2019
Coverage for: Member & Dependent{s) [ Plan Type: PPO

About these Coverage Examples:

a
This is not a cost estimator. Treatments shown are just examples of how this 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 sharina

^  amounts fdeductibles, 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 pre-natal care and a

hospital delivery)

The plan's overall deductible

Specialist coinsurance

Hospital (facility) coinsurance
Other coinsurance

$500
20%

20%

20%

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-

controiled condition)

■ The plan's overall deductible $500
■ Primary care physician coinsurance 20%
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%

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)

The plan's overall deductible

Specialist coinsurance

Hospital (facility) coinsurance
Other coinsurance

$500
20%

20%

20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test fx-rayj
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost

In this example, Peg would pay:
Cost Sharing

Deductibles*

Copayments

Coinsurance

$12,800 Total Example Cost

In this example, Joe would pay:
Cost Sharing

$1,000 Deductlbles

$68 Copayments
$2,520 Coinsurance

$7,400 Total Example Cost

$500

$969

$585
What isn't covered

Limits or exclusions
The total Peg would pay is

$60

What isn't covered

Limits or exclusions $60

In thjs examp[e, Mia would pay:
Cost Sharing

Deductibles*

Copayments
_Coinsurance

What isn't covered

Limits or exclusions

$3,648 The total Joe would pay is

$1,900

$1,000
$0

$180

$0
$2,114 The total Mia would pay is $1,180

Note: This has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?" row above.

The elan would be responsible for the other costs of these EXAMPLE covered services.
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SumiT Vf Benefits and Coverage: What this Plan Covers & What You Pay ^ overed Services
Public education Health Trust: Plan F

Coverage Period: 07/01/2018 ■ ) 0/2019
Coverage for; Member & Dependent(s) | Plan Type: PPO

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 premiumi will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-866-247-1443 or visit

www.ebms.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copavment. deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.qov/sbc-Qlossarv or call 1-866-487-2365 to request a copy. '
Important Questions Answers

I What is the overall
i deductible?

Are there other

deductibles for

specific services?

What is the out-of-

pocket limit for this

plan?

What Is not Included

In the out-of-pocket

limit?

$1,500 per covered person or $3,000 per family unit.
Each JANUARY a new deductible amount is required.

Are there services

covered before you
meet your deductible?

Yes. Air ambulance, BridgeHealth or m/Choice Surgery Benefit,
Teladoc physician consultations, and the following preferred
provider services: first six office visits for primary care and mental
health substance abuse physician services, prescription drug
coverage, and preventive care, are covered before you meet your
deductible. Copayments do not apply to the deductible.
Yes. $500 per inpatient admission, limited to two deductibles per
covered person per calendar year; and $500 per non-medical
emergency room visit. There are no other specific deductibles.

Medical coinsurance maximum out-of-pocket:

Preferred Providers: $3,000 per covered person or $6,000 per
family unit; Non-Preferred Providers: Unlimited. Super global
maximum out-of-pocket (is the most a member will pay in a
calendar year for deductibles. copayments. and coinsurance):
Preferred providers: $7,350 per covered person or $14,700 per
family unit; Non-Preferred Providers: Unlimited.
Deductibles. copayments, and prescription drug copayments. are
not included in the medical coinsurance maximum out-of-pocket
limit. Non-preferred provider or facility penalty. Vision Service Plan
benefits, prescription drug discounts or coupons, any difference
between the private and semi-private room rate when a semi-
private room is available, premiums, balance-billing charges
(unless balanced billing is prohibited), and health care this
doesn't cover are not included in the medical coinsurance
maximum out-of-pocket limit or Super Global maximum out-of-
pocket limit.

Why This Matters:
Generally, you must pay all of the costs from providers up to the
deductible amount before this plan begins to pay. If you have other
family members on the pjan, each family member must meet their own
individual deductible until the total amount of deductible expenses paid
^y all family members meets the overall family deductible.
This plan covers some items and services even if you haven't yet met
the deductible amount. But a copavment 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 http5://www.healthcare.gov/coverage/ preventive-
care-benefits/.

You must pay all of the costs for these services up to the specific
deductible amount before this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered
services. If you have other family members in this plan, they have to
meet their own out-of-pocket limits until the overall family out-of-pocket
limit has been met.

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

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumr \ >f Benefits and Coverage: What this Plan Covers & What You Pa> ) Covered Services
Publiu education Health Trust: Plan F

Coverage Period: 07/01/2018 ) 10/2019
Coverage for: Member & Dependent(s) | Plan Type: PRO

Will you pay less if
you use a network
provider?

Yes. Refer to your EBMS/Public Education Health Trust
identification card, or login to www.ebms.com or call
1-866-247-1443 for a list of network providers.

Do you need a referral
to see a specialist?

No.

This 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 elan pays (balance billinal.
Be aware, your network provider might use an out-of-network provider
for some services (such as lab work). Check with your provider before
you get services.

You can see the specialist you choose without a referral.

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

Common

Medical Event

If you visit a
health care

provider's office

or clinic

Services You May Need

Primary care visit to treat an
injury or illness

What You Will Pay
Preferred Provider Non-Preferred Provider Limitatfons, Exceptions,_& Other Important

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

Specialist visit

$25 copavment/vislt.

deductible does not apply; or
20% coinsurance

20% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

Preventive care/screenino/

immunization

If you have a test

; Diagnostic test
i  (x-ray, blood work)
i  Imaging
i  (CT/PET scans, MRIs)

For preferred providers, the first six

(combined) office visits (other than outpatient
mental disorder or substance abuse

treatment)/calendar year are subject to a $25
office visit copavment: thereafter, covered
charges are subject to deductible and
coinsurance. Coverage limited to 20
visits/calendar year for massage therapy.
Coverage limited to 20 visits/calendar year for
spina[manjpulation/chiropractic services.

No charge

20% coinsurance

20% coinsurance

0% coinsurance up to the allowed
amount: 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

! You may have to pay for services that aren't
i preventive. Ask your provider if the services
I needed are preventive. Then check what your
[pla^ will pay for.

None

0% coinsurance up to the allowed
amount: 125% of Medicare Pre-notification is recommended.

OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumr \ )f Benefits and Coverage: What this Plan Covers & What You Pa> ) lovered Services
Public education Health Trust: Plan F

Coverage Period: 07/01/2018 ) JO/2019
Coverage for: Member & Dependent(s) i Plan Type: PPO

Common

Medical Event

If you need drugs
to treat your
illness or

condition

More information

about

prescription drug

coverage is

available at

optumrx.com

/myOptumRx or

call

1-855-395-2022.

If you have
outpatient
surgery

If you need
immediate

medical attention

Services You May Need

Generic drugs

Compound drugs

Preferred brand name drugs

Non-preferred brand name
drugs

Specialty druos

- Value specialty drugs
- Formulary specialty
- Non-formulary specialty

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

$17 copavment/ prescription (retail)
$34 copavment/ prescription (mail order)

$17 copavment/ prescription (retail)

$30 copavment/ prescription (retail)
$60 copavment/ prescription (mail order)

$60 copavment/ prescription (retail)
$120 copavment/ prescription (mail order)

50% coinsurance up to $100
50% coinsurance up to $400
50% coinsurance up to $600

Not Covered

20% coinsurance

20% coinsurance

0% coinsurance up to the allowed
amount: 125% of Medicare

Emergency room care

- Medical Emergency
- Non-medical Emergency

0% coinsurance up to the allowed
amount; 125% of Medicare

Limitations, Exceptions, & Other Important
Information

Coverage is limited to 30-day supply per
prescription retail or 90-day supply per
prescription mail order. At select pharmacies
a 90-day supply option may be available at
the same cost as mail order, including
compounds. If a covered person requests a
preferred name drug when a generic
equivalent is available, they are responsible
for the preferred name drug coinsurance plus
the difference in cost between the preferred
name drug and the generic drug.
Deductible does not apply. Specialty drugs
limited to a 30-day supply/ prescription &
requires purchase through the specialty
pharmacy program. Non-preferred
specialty ph^acy is not covered.

Pre-notification is recommended.

None

Emergency medical

transportation

- Ground ambulance

- Air ambulance

Urgent care

20% coinsurance

20% coinsurance after overall I 0% coinsurance up to'the allowed
amount; 125% of Medicare after

overall deductible and $500/visit
emergency room deductible

deductible and $500/visit
emergency room deductible

20% coinsurance

0% coinsurance up to the allowed amount; 125% of Medicare;
deductible does not apply

Payable per normal plan

provisions

Payable per normal olan

provisions

Coverage limited to services from the nearest
hospital where professional and necessary
treatment can be provided due to a Medical
Emergency. The emergency room deductible
is waived for medical emergency, accidental
jn[ury, or if admitted as an inpatient.
Limited to services to the nearest hospital or
skilled nursing facility where professional and
necessary treatment can be provided as
medically necessary. Pre-notification is
strongly recommended for air ambulance
services. Please Call 1-800-228-9118.

None
do

OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumn ^ /f Benefits and Coverage: What this Plan Covers & What You Pay ) overed Services
Public education Health Trust: Plan F

Coverage Period: 07/01/2018 ) 0/2019
Coverage for: Member & Dependent(s) | Plan Type: PPO

Common

Medical Event

If you have a
hospital stay

k--

If you need
mental health,
behavioral health,
or substance

abuse services

Services You May Need

Facility fee (e.g., hospital
room)

Physician/surgeon fees

What You Will Pay
Preferred Provider Non-Preferred Provider

(You v/ill pay the (east) (You will pay the most)

Outpatient services

20% coinsurance after overall

deductible and $500/
admission inpatient
deductible

20% coinsurance

Inpatient services

$25 copavment/visit.
deductible does not apply; or
20% coinsurance

20% coinsurance after overall

deductible and $500/
admission inpatient
deductible

Office visits

$25 copavment/visit.

deductible does not apply; or
20% coinsurance

If you are
pregnant

Childbirth/delivery
professional services

20% coinsurance

Childbirth/delivery facility
sen/ices

20% coinsurance after overall

deductible and $500/

admission inpatient
deductible

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/

admission inpatient deductible
0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/
admission inpatient deductible

Limitations, Exceptions, & Other Important
Information

Pre-notification is recommended. The
inpatient deductible will only be applied
twice/calendar year per covered person.
Limited to the semi-private room rate.

None

For preferred providers, the first six
(combined) office visits (mental disorder or
substance abuse treatment)/calendar year
are subject to a $25 office visit copayment:
thereafter, covered charges are subject to
deductible and coinsurance.

Pre-notification is recommended. The
inpatient deductible will only be applied
twice/calendar year per covered person.
Limited to the semi-private room rate.

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount: 125% of Medicare after

overall deductible and $500/
admission inpatient deductible

Maternity benefits only apply to covered
employee or covered spouse. For preferred
providers, the first six (combined) office visits
(other than outpatient mental disorder or
substance abuse treatment)/calendar year
are subject to a $25 office visit copavment:
thereafter, covered charges are subject to
deductible and coinsurance. Cost sharing

does not apply to certain preventive services.
Depending on the type of services,
coinsurance may apply. Matemity care may
include tests and services described

elsewhere in the SBC (e.g. ultrasound).

The inpatient deductible will only be applied
twice/calendar year per covered person.
Limited to the semi-private room rate.

C
OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumn J/f Benefits and Coverage: What this Plan Covers & What You Pay ) overed Services
Public tducation Health Trust: Plan F

Coverage Period; 07/01/2018 - ) 0/2019
Coverage for: Member & Dependent(s) j Plan Type: PPO

Common

Medical Event
Services You May Need

Home health care

Rehabilitation services

If you need help
recovering or
have other

special health
needs

Habllitation services

Skilled nursino care

Durable medical equipment

What You Will Pay
Preferred Provider Non-Preferred Provider Limitations, Exceptions, & Other Important

(You vnW pay the least) (You will pay the most) Information

20% coinsurance

Outpatient:

$25 copavment/visit.
deductible does not apply; or
20% coinsurance

Inpatient:

20% coinsurance after overall

deductible and $500/

admission inpatient
deductible

0% coinsurance up to the allowed
amount; 125% of Medicare None

Outpatient:

0% coinsurance up to the allowed
amount; 125% of Medicare

Inpatient:

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/

admission inpatient deductible

20% coinsurance after overall

deductible and $500/
admission inpatient

deductible

0% coinsurance up to the allowed
amount: 125% of Medicare after

overall deductible and $500/
admission inpatient deductible

Hospice services

20% coinsurance

20% coinsurance
0% coinsurance up to the allowed
amount; 125% of Medicare

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016

For preferred providers, the first six
(combined) office visits (other than outpatient
mental disorder or substance abuse

treatment)/calendar year are subject to a $25
office visit copavment: thereafter, covered
charges are subject to deductible and
coinsurance. Pre-notification is

recommended. The inpatient deductible will
only be applied twice/calendar year per
covered person. Inpatient is limited to 180
combined days/calendar year for Inpatient
Rehabilitation Therapy and Skilled Nursing
Facility and subject and subject to the semi-
private room rate. Outpatient includes
speech, physical, and occupational therapies.
Physical and occupational therapies are
limited to 20 visits per therapy/calendar year.

Pre-notification is recommended. Inpatient
deductible will only be applied twice/calendar
year per covered person. Coverage limited to
180 combined days/calendar year for
Inpatient Rehabilitation Therapy and
Skilled Nursing Facility and subject to the
semi-private room rate.

Pre-notification is recommended for DME
expenses over $2,000.

Pre-notification is recommended.
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Sumn )>f Benefits and Coverage; What this Plan Covers & What You Pay ^Hovered Services
Public Lducation Health Trust: Plan F

Common

Medical Event

If your child
needs dental or

eye care

Coverage Period: 07/01/2018 ■ )j0/2019
Coverage for: Member & Dependent(s) | Plan Type: PPO

Services You May Need

Children's eye exam

What You Wifl Pay
Preferred Provider Non-Preferred Provider Umitations, Exceptions, & Other Important

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

Children's glasses

$25 copavment

$25 copavment

Up to $50

Children's dental check-up Not covered

I Up to $70 for frame
Up to $50 for single vision lenses

I Up to $75 for bifocal lenses
Up to $75 for progressive lenses
Up to $100 for tiifocal lenses

PEHT has contracted with Vision Service
Plan (VSR) to provide vision care services.
_^eragejimited to one exam/calendar year.

Coverage limited to one pair of
lenses/calendar year and one frame every
other calendar year.

: Dental benefits may be available as a
I separate election.

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or &[an document for more information and a list of any other excluded services.!
•  Cosmetic Surgery • Long Term Care • Private Duty Nursing
•  Dental Care (Adult) • Non-emergency care when traveling outside the U.S. • Weight Loss Programs
»  infertility Treatment

Other Covered Services (Limitations may apply to these services. This Isn't a complete list. Please see your plan document.)
•  Acupuncture • Chiropractic Care • Routine eye care (Adult) through VSP
»  Bariatric Surgery • Hearing Aids • Routine Foot Care

Your Rights to Continue Coverage; There are agencies that can help if you want to continue your coverage after it ends. For more information, contact EBMS at
1-800-777-3575 or these agencies: Department of Labor's Employee Benefits Security Administration at 1 -866444-EBSA (3272) or www.dol.gov/agencies/ebsa/ or
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other
coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketolace. For more informatinn ahnnt
the Marketplace, visit www.HealthCare.qov or call 1 -800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical daim. Your pjan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights this notice or assistance
contact: EBMS at 1-800-777-3575 or the DOL's Employee Benefits Security Administration at 1-866444-EBSA (3272). Additionally, a consumer assistance program
can help you file your appeal. Contact your state's program if available at: http://www.cms.qov/CCIIO/Resources/Consumer-Assistance-Grants/.

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
6 of 8
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Sumr ) jf Benefits and Coverage: What this Plan Covers & What You Pay
Public tducation Health Trust: Plan F

)yovered Services )Coverage Period; 07/01/2018- /jO/2019
Coverage for: Member & Dependent(s) 1 Plan Type: PPO

About these Coverage Examples:

Ak
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 sharina
amounts fdeductibles. copayments and coinsurance) and excluded services under the Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and a

hospital delivery)

■ The plan's overall deductible

■ Specialist coinsurance

■ Hospital (facility) coinsurance
■ Other coinsurance

$1,500
20%

20%

20%

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)

Total Example Cost $12

Managing Joe's type 2 Diabetes
(a year of routine i^-ne^//o^k care of a well-

controlled condition)

■ The plan's overall deductible $1,500
■ Primary care physician copavment $25
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%

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)

The plan's overall deductible

Specialist coinsurance

Hospital (facility) coinsurance
Other coinsurance

$1,500
20%

20%

20%

This EXAMPLE event Includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

In this example,^eg wo^ld pay:
Cosf Sharing

Deductibles*

Copayments

Coinsurance

What isn^t covered
_Ljmits or exclusions
The total Peg would pay Is

,800 Total Example Cost

In this example, Joe would pay;
Cosf Sharing

$2,000 Deductlbles

$120 Copayments
J2^480 Coinsurance

What isnt covered

$60 Limits or exclusions

$7,400 Total Example Cost

$1,500

$1,200

$440

$60

In this example, Mia would pay:
Cost Sharing

Deductlbles*

Copayments

Coinsurance

What isn't covered

Limits or exclusions

$4,660 The total Joe would pay Is

$1,900

$1,900
$0

_  $0

$0

$3,200 The total Mia would pay Is $1,900

Note: This plan has other deductlbles for specific services included in this coverage example. See "Are there other deductlbles for specific services?" row above.

The Plan would be responsible for the other costs of these EXAMPLE covered services. 8 of 8



Public Education
HEALTH TRUS

exKii

Rates for Plan Year FY 2019
Effective July 1,2018

Anchocqfle MuccHon Asioctoffon

I complct* fh« foBowbig

indicote whether you wish to pay for coveroge on o composite or ttwed rote bosis by checidng ONE red box

indicote wlilch medical plan or plans you will offer by checidng the oppropriote green boxls)

I complete the foBowbig itept;

Indicote whether you wish to pay for coveroge on o composite or tfwed rote t>osis by checidng ONE red box

Indicote svhich medicol plan or plans you will offer by checidng the oppropriote green boxls)

g
indicate the deniof plan thot will go with the medicol plan(s) offered by checkirrg the coiresponcfing orange box(s)

If orthodontlo is included under the plan intficote by checking the correqoonding purple box

Review your current optionfs) and enrollment provided wItWn the rote extiiWt t>elow. The totol enroflment by plan is fisted under the
Compose Rate, enrolment broken out by tier is listed under the Tiered Rotes.

initial, sign ond ddfe tt>e bottom of fhe rote sheet

□

ModC-DenB-NoOrtho
(Med F - Den B - No Orttio

Totoi

cor/rovTC
PATF'.

2673
251

2924

□
□
□
□
□
□
□
□

Plan A Medico!

Plan 6 Medical

Plan C Medico!

Plan E Medical

Plan F Medical

Plan G Medicol

FDHP

SHDHP

$1,965X10

$1,89100

$1,863.00

$1,72100

$1.69000

$1.56200

$1.56900

$1,435.00

Plan Dental A

Plon Dentol B

PIot Denlol Value (V)

$143.60

$136.70

$49.90

Ftlu:!! thri Jo-ni to the Trust no lolc-r fhan APR I. t'u'

□

Orthodontia Rider $24.90

TllR DFATtb

Employee
Employee Employee + Spouse

Employee + Spouse + ChildirenI + Child(ren)

526 512 242 1393
116 48 24 63
642 560 266 1456

$829.00 $1,740X)0 $1,608X10 $2,519.00

$797.00 $1,673.00 $1,546.00 $^422.00

$786X10 $1,650.00 $1,525X10 $2,389.00

$726.00 $I.525X» $1,408.00 $Z207X)0

$713X10 $1,498XX) $1,383.00 $Z 168.00

$656X}0 $1,382.00 $1,276X30 $2,000.00

$662X10 $1,390.00 $1,284.00 $Z012.00

$60SX)0 $1.271X)0 $1.175X» $1,841.00

$57.70 $121A0 $129.90 $193A0

$54.90 $115X30 $123 AO $183.90

$25AO $53.10 $56.90 $84.70

1  $9.60 $20.10 $21.60 $3110 1

Dc-nlol Plon Choirts

(rotes illusttared
below medical rotes]

ilBI
□

□ □□□

□ □□
□ □□
□ □□
[□□□
□ □□

L-_J

.J

Group has setected to offer Medical Plan(s) Indicated above
Group has selected to offer Dentol Pton(s| indicated above
Group hos selected to offer Orthodontia, if incficoted above

Group has selected to pay Composite or Tiered rotes, as Indicated atjove
Group will terminate coverage effective July 1,2018

Sgnature Title Date



EXH 20

AGREEMENT

Between

The Anchorage School District

And

Anchorage Council of
Education/American Federation of

Teachers, Local 4425

July 1,2018 through June 30,2021



F. Once all non-workdays have been used^ annual leave may be used with prior
supervisory approval, if submitted at least ten (10) days in advance. Approval or
non-approval of the supervisor shall occur within five (5) days of the submission of
the leave request.

613 EMERGENCY LEAVE

Emergency leave shall be granted for emergencies not previously stated to include but not
limited to home heating or flooding problems. Such leave shall be coimted as non
workdays or armual leave, at the discretion of the employee. The employee shall specify
the leave and reason on the leave slip. The District may require further verification of the
emergency.

614 TRAVEL EMERGENCY LEAVE

Absence as a result of travel emergencies beyond the control of the employee shall be
coimted as non-work days when written verification acceptable to the District has been
received, provided the employee has non-work days available. If not, the employee may
elect to use annual leave for the time missed or take leave without pay. Notification shall be
in advance, unless impossible. Neither non-work days nor annual leave days shall be
affected when the travel is for District business.

700 BENEFITS

701 HEALTH BENEFITS

A. Contributions made for health insurance may only be used for the District's
comprehensive health benefits plan. The District will contribute $1645 per eligible
employee per month in years 2018-2019,2019-2020, and 2020-2021. During the term
of this agreement the amount of monthly contribution provided by the District shall
in no case be less than the highest monthly contribution provided for any other
employee group participating in the District's employee health benefits plan.

B. Health insurance benefits shall be described in the District's summary plan
description as periodically amended. Coverage shall begin on the first day of the
month following attainment of eligibility. Eligibility is attained after a waiting
period of 60 calendar days for employees who do not currently have health benefit
coverage with one of the District employee benefit plans. When employees become

32



benefit eligible, the District will make contributions to the health benefits plan equal
to the two-month waiting period. Only those employees assigned to positions of 30
hours or more per week shall be eligible for health insurance coverage under the
Districf s benefit plan. Employees whose work hours are increased to 30 or more
hours per week must fulfill the 60 calendar day waiting period requirement before
becoming benefit eligible. Eligibility requirements for life insurance benefits are the
same as those for medical insurance benefit eligibility.

C. The District will continue the Health Benefits Task Force whose members shall
include representatives from each of the District's bargaining imits and the District's
exempt employees covered by the District's health plan. Representatives will be
appointed by their respective bargaining group.

The Task Force shall assist with research, monitor health care costs and usage, and
assess responses from various proposed carriers/administrators on health benefits,
and assist in the design of health benefit plans. The Task Force shall meet no less
than quarterly during the school year. Members shall include at least two ACE
representatives. The Task Force shall develop jointly issued communications as
needed as determined by the Task Force.

D. Employees who choose to waive health insurance coverage tmder the District's
benefits plan must provide proof of health insurance coverage from another health
insurance provider.

E. In Jime of each year the Districf s medical plan reserves, excluding the allocation
necessary for the incurred but not reported claims (IBNR), will be determined.

In addition the average monthly plan revenue (AMPR) for the prior twelve-month
period will also be determined. If the reserve, excluding the IBNR, is less than three
times the AMPR, the District is required to contribute revenue to the plan in
accordance with 701B. for the following fiscal year. If the reserve, excluding the
IBNR, is greater than three times the AMPR, the District will not contribute revenue
in accordance with 701B., for the following fiscal year.

702 LIFE INSURANCE

A. The District shall provide group life insurance protection for each employee in the
amoimt of three (3) times annual salary and group accidental death and
dismemberment insurance in the amotmt of three times annual salary as described
in the insurance policy between the District and the insurance carrier.
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July 1,2018 through June 30,2021



through the normal evaluation process without the employee's electronic signature.
The employee has the right to add comments to the evaluation before signing it. The
employee's electronic signature on the evaluation does not indicate the employee's
concurrence unless so noted. All evaluations will be electronically filed in Human
Resources by July 1 of each year.

E. The employee may request that the evaluation be formally reconsidered. If a request
for reconsideration is made within 30 calendar days of die principal's/supervisor's
dated email notice of the completed evaluation, the employee shall be entitled to a
meeting with the evaluator and the evaluator's supervisor for the purpose of
determining whether or not reasonable grounds exist to warrant a rescission or
modification of the evaluation. If such grounds are found to exist, the evaluation will
be revised accordingly; otherwise, there are no further appeals available.

F. At the request of the employee, an Association representative may be in attendance
whenever meetings or discussions between the principal/supervisor and the employee
occur relative to performance expectations for improvement

G. The evaluation cannot be grieved.
H. The District and TOTEM will meet during the 2018-2019 school year for the purpose

of reviewing evaluation procedures and recommending changes to the evaluation
document and procedures. Any adopted changes to the evaluation process or
procedures will be implemented in the 2019-2020 school year.

SECTION 700 BENEFITS

701 HEALTH BENEFITS

For the duration of the Agreement, the District shall contribute to a health plan which meets the
requirements of the Patient Protection and Affordable Care Act (PPACA).

A. Employees assigned to positions of thirty (30) hours or more per week shall be eligible
for health insurance coverage. Eligibility is attained after a waiting period of sixty (60)
calendar days for employees who do not currently have health benefit coverage with
one of the District's employee benefit plans. Coverage shall begin the first day of the
month following attainment of eligibility.

B. Employees who lose their eligibility for health benefits for any reason, such as unpaid
leave, layoff, or termination of employment other than retirement or gross
misconduct, may elect to pay the cost of the health program provided through
COBRA, according to its provisions.

C. The District's monthly contribution for health benefits per eligible employee per
month shall be $1,645 during the 2018-2019 year. The District's monthly contribution
amount per eligible employee per month will be $1,645 effective July 1, 2019, and
$1,645 per eligible employee per month effective July 1, 2020. Health insurance
benefits shall be described in the District's summary plan description as periodically
amended. The employee contribution for those electing coverage is the difference
between the premium amount and the combined total of the District's contribution
and any subsidy from the reserve account.

ASD/TOTEM Agreement 2018-2021 32



D. The employee contiibution will not be less than $75 per eligible employee per month
or more than $225 per eligible employee per month in any year of this agreement

E. Employees who choose to waive health insurance coverage under the District's
benefits plan must provide proof of health insurance coverage from another healdi
insurance provider.

F. The Association may have up to two (2) representatives on the District Health Benefits
Task Force.

702 UFE INSURANCE

Eligibility for life insurance benefits for new-to-district employees is attained after a waiting period of
ninety (90) calendar days. Coverage shall begin on the first day of the month following attainment of
eligibility.

702.1 Employee Life Insurance
The District shall provide on a fully paid basis group term life insurance for each employee in
an amoimt equal to three times the employee's annual salary rounded to the next highest
$1,000 to a maximum of $50,000 as described in the insurance policy provided by the District's
insurance carrier. Accidental death and dismemberment insurance will be provided for an
additional amount equal to the face amount of the life insurance. Employees may purchase, at
dieir expense, and at the then current group rate, supplemental term life and accidental
dismemberment and disability (AD&D) insurance in an amount equal to the difference
between the coverage provided by the District and three times the salary rounded to the next
higher $1,000. Employee contributions shall be made by payroll deduction. Upon termination,
an employee may elect to exercise conversion privileges as described in the insurance policy
provided by the District's insurance carrier.

702.2 Dependent Life Insurance
The District shall make available dependent life insurance coverage in the amoimt specified in
the table contained in the insurance policy between the District and its insurance carrier, but
not less than $5000. The premiums shall be paid by the employee. Upon termination, an
employee may elect to exercise conversion privileges as stated in the insurance policy.

703 WORKERS* COMPENSATION

Employees injured on the job shall be eligible for whatever compensation and benefits are available
under the Workers' Compensation Act. Employees are required to complete all Workers'
Compensation paperwork. Further, employees may elect to supplement their income while on leave
with a compensable injury by cashing in their accrued leave in accordance with Section 401.

Additionally, up to the first three (3) da)^ of time lost due to an occupational injury which is covered
by Workers' Compensation but may not be compensable, shall be paid using employee accmed
compensatory time, then annual leave if available. If the employee has no paid leave time available,
the time lost shall be unpaid. The employee must notify the principal/supervisor as soon as possible
when such time is lost so that the leave request may be submitted promptly on the employee's
timecard/record.

ASD/TOTEM Agreement 2018-2021 33
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b. Employees are required to acknowledge their evaluation by electronic
signature within five (5) workdays of receipt. If an employee has not
acknowledged the electronic evaluation within the five-workday time
period, the evaluation shall be continued through the normal evaluation
process without the employee's electronic signature. The employee has
the right to add comments to the evaluation before signing it. The
employee's electronic signature on the evaluation does not indicate the
employee's concurrence unless so noted. All evaluations will be
electronically filed in Human Resources by July 1 of each year.

c. Only the procedures governing the evaluation process may be grieved.

SECTION 700 INSURANCE

701 HEALTH INSURANCE.

For the duration of the Agreement, the District shall contribute to a health plan
which meets the requirements of the Patient Protection and Affordable Care Act
(PPACA).

a. Employees assigned to positions of thirty (30) hours or more per week
shall be eligible for health insurance coverage. Eligibility is attained after a
waiting period of sixty (60) calendar days for employees who do not
currently have health benefit coverage with one of the District's employee
benefit plans. Coverage shall begin the first day of the month following
attainment of eligibility.

b. Employees who lose their eligibility for health benefits for any reason,
such as unpaid leave, layoff, or termination of employment other than
retirement or gross misconduct, may elect to pay the cost of the health
program provided through COBRA, according to its provisions.

c. The District's monthly contribution for health benefits per eligible
employee per month shall be $1,540 during the 2015-2016 year. The
District's monthly contribution amount per eligible employee per month will
be $1,580 effective July 1, 2016, and $1,645 per eligible employee per
month effective July 1, 2017. Health insurance benefits shall be described
In the District's summary plan description as periodically amended. The
employee contribution for those electing coverage is the difference
between the premium amount and the combined total of the District's
contribution and any subsidy from the reserve account.

d. Employees who choose to waive health insurance coverage under the
District's benefits plan must provide proof of health insurance coverage
from another health insurance provider.

e. The bargaining unit may have up to two (2) representatives on the
District Health Benefits Task Force.

Anchorage School District/Food Service Agreement 27
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'  ' f. The parties agree that either side may open 701 Heaith insurance for
the 2017-2018 year for the soie purpose of moving from the District's plan
to another heaith insurance plan. No changes to contribution amounts
shall be considered during the opener. Should the membership leave the
District's self-insured plan, they are not entitled to any plan reserves, and
the run-out period for claims incurred prior to leaving the plan will be sixty
(60) days.

701.1 Consistent with applicable statutes, and if the District offers a Flexible
Spending Account, employees shall have access to Flexible Spending Accounts
for each year of this Agreement. Employees who submit proof of eligible
expenses may be reimbursed from such accounts in accord with established
rules.

701.2 COBRA Protection. Employees who lose their eligibility for health
benefits for any reason, such as unpaid leave, layoff, or termination of
employment other than retirement or gross misconduct, may elect to pay the full
cost of the heaith program provided through COBRA, according to its provisions.

702 LIFE INSURANCE.

702.1 Employee Life Insurance. The District shall provide on a fully paid basis,
group term life insurance for each employee in an amount equal to three (3)
times the employee's annual salary rounded to the next highest one thousand
dollars ($1,000) payable to the employee's legal beneficiary, but in no event shall
such insurance be less than five thousand dollars ($5,000) in accordance with
the insurance policy between the District and its carrier. Accidental death or
dismemberment insurance will be provided in an additional amount equal to the
face amount of the life insurance. Upon termination, an employee may elect to
exercise conversion privileges as stated in the District's insurance policy.

702.2 Dependent Life Insurance. The District shall make available dependent
life insurance coverage in the amount specified in the table contained in the
insurance policy between the District and its insurance cam'er, but not less than
five thousand dollars ($5,000). The premiums shall be paid by the employee.
Upon termination, an employee may elect to exercise conversion privileges as
stated in the insurance policy.

703 WORKERS' COMPENSATION.

The District shall provide Workers' Compensation for on-the-job employees'
injuries in the amount and coverage prescribed by Statute. Additionally, up to the
first three (3) days of time lost due to an occupational injury which is covered by
Workers' Compensation but may not be compensabie, shall be paid leave and
deducted from the employee's accrued annual leave. If the employee has no
accrued annual leave time available, the time lost shall be unpaid. The employee
must notify the supervisor as soon as possible when such time is lost so that the
leave request may be submitted promptly on the employee's timecard/record.

703.1 The District will continue to make heaith insurance available while an
individual is on Workers' Compensation during that period of time covered by
FMLA, and will continue the District contribution during that time provided the
employee continues to make the elected co-payments. The premiums for
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by the Union. This time limit may be extended if necessary based on the volume of time
records requested.

ARTICLE 19 CONDITIONS AND HEALTH BENEFITS

19.01 A lunch period of not less than thirty (30) minutes shall be allowed approximately
midway of the regular shift. The District reserves the right to stagger individual
employee's lunch periods for an appropriate coverage of work. Any established lunch
period shall be for a minimum of thirty (30) working days.

a. The District shail provide eating areas and washroom facilities on request. These
eating areas will be maintained in a clean and sanitary condition.

19.02 Relief Period. All employees shall be allowed one (1) relief period not to exceed
fifteen (15) minutes in duration the first (1st) half of the shift and fifteen (15) minutes
during the second (2nd) half of the shift. The employees may take the relief period at
their discretion except when designated by the Craft Lead. When working other than the
reguiar shift, relief breaks shall be taken each two (2) hours.

19.03 Payday. The District shall establish a bi-weekly payday on which employees
shall be paid every other Friday. If a regular payday falls on a holiday, then the last
working day before such holiday shall be considered payday.

19.04 Pay Shortages. Proven pay shortages of less than two hundred dollars
($200.00) shall be paid with the next regular payroll. Proven pay shortages of greater
than two hundred dollars ($200.00) shall be paid by Wednesday of the week following
the payroll, if proof of the error is presented by the employee in a timely manner to
ensure receipt in Payroll by noon on Tuesday. The District will incur a penalty of twenty
dollars ($20.00) per day, up to a maximum of two hundred dollars ($200.00), if it does
not comply with these deadlines.

19.05 Termination Pay. When an employee is terminated by the employer, all
compensation owed to the employee becomes due immediately and shall be paid within
three (3) working days. When the employee terminates their employment, the employee
compensation will be paid on the next regular bi-weekly payday.

19.06 Itemized Deductions. The District shall itemize all deductions, except deferred
compensation, so employees can clearly determine the purposes for which amounts
have been withheld and shall include the number of straight-time hours, overtime hours,
dues deductions, holiday pay, leave pay, basic rate per hour pay, and other
compensation payable to the employee.

19.07 Health Insurance.

For the duration of the Agreement, the District shall contriijute to a health plan which
meets the requirements of the Patient Protection and Affordable Care Act (PPACA).

a. Eligibility is attained after a waiting period of 60 calendar days for employees who
do not currently have health benefit coverage with one of the District employee
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benefit plans. Coverage shall begin on the first day of the month following
attainment of eligibility.

b. Employees who lose their eligibility for health benefits for any reason, such as
unpaid leave, layoff, or termination of employment other than retirement or gross
misconduct, may elect to pay the cost of the health program provided through
COBRA, according to its provisions.

c. The District's monthly contribution for health benefits shall be $1,540 during the
2014-2015 year. The District's monthly contribution amount will be $1,540
effective July 1, 2015 and $1,580 effective July 1, 2016. Health insurance
benefits shall be described in the District's summary plan description as
periodically amended. The employee contribution for those electing coverage is
the difference between the premium amount and the combined total of the
District contribution and any subsidy from the reserve account. The amount of
contribution provided by the District shall be equal to the highest monthly
contribution provided by the District for members of any other employee group
participating in the District's employee health benefits plan during the life of this
agreement.

d. Employees who choose to waive health insurance coverage under the District's
benefits plan must provide proof of health insurance coverage from another
health insurance provider.

e. The Union may have up to two (2) representatives on the District Health Benefits
Task Force.

f. Consistent with applicable statutes, and if the District offers a Flexible Spending
Account, employees shall have access to Flexible Spending Accounts for each
year of this Agreement. Employees who submit proof of eligible expenses may
be reimbursed from such accounts in accord with established rules.

g. The parties agree that either side may open health insurance Article 19.07 for the
2016-2017 year for the sole purpose of moving from the District's plan to another
health insurance plan. No changes to contribution amounts shall be considered
during the opener. Should the membership leave the District's self-insured plan,
they are not entitled to any plan reserves, and the run-out period for claims
incurred prior to leaving the plan will be sixty (60) days.

19.08 Employees with compensable claims under the Workers' Compensation Act, who
are absent from work for extended periods, shall retain their health insurance coverage
consistent with current FMLA statutory requirements. It Is the employee's responsibility
to cover whatever employee contribution may be inherent in the option plans in which
they are enrolled.

ARTICLE 20 HOLIDAYS

20.01 Paid Holidays.

a. Holidays Observed. The following days are designated as holidays off with
pay.
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2/4/2019 Benefits / About

EXH ZH 9^1

Home > Departments > Benefits > Overview & Services > About

Benefits

The Anchorage School District provides a competitive benefits package to eligible employees.
Employee premiums vary depending on bargaining unit and benefits selected. This website provides an
overview of benefits available to those eligible. In the event of any discrepancy between the website
and the plan booklet, the plan booklet will prevail. The benefits plan is subject to change. Employees
should read the benefit plan booklet for a complete description of benefit^, limitations, exclusions and
for Information on how best to use the plan. Questions regarding ASD-provided Insurance plans should
first be directed to the plan providers (I.e. Aetna, MetLife, Guardian. Navia Benefit Solutions, PayFlex).

Benefits Currently Offered to ASD Employees

For more detailed information, visit the Benefits Support Centra! page on ASD's intranet.

Health Insurance

The Anchorage School District provides access to a variety of health insurance benefits to
eligible employees as defined by the collective bargaining group agreement:

Members on the District's Health Plan are: APA, ACE, Exempt, Food Service, Maintenance, Non-Rep &
TOTEM.

* NOTE: The District's Health Insurance does not apply to AEA, Local 71, and Bus Drivers/Attendants
Employees in the following groups are eligible for health insurance through these other trust funds:
AEA employees (Teachers)
907-274-7526

Public Education Health Trust

i.ocal 71 employees (Custodians)
907-276-7611

Local 71 Trust Fund

https://www.asdk12.org/Page/5331
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Teamsters Local 959, (Bus Drivers and Attendants)

907-751-9700 or 800-478-4450

959 Trust

ASD is pleased to partner with Aetna to provide you with two medical plan options. With the choice

of two plans, you can select the plan that best fits you and your family's needs. When you enroll

in the Consumer Driven Health Plan (CDHP), you may be eligible to open and contribute pre-tax

dollars into a Health Savings Account (HSA). If you are not eligible for the HSA, you will be

provided with the new Health Reimbursement Arrangement (HRA).

It is important to note that both plans offer the PPO Plus Alaska provider network. If you

voluntarily see an out-of-network provider for care, you will pay more than if you choose to see an in-

network

provider.

Learn More about Health Insurance

Employee Assistance Program (EAR)

Aetna Resources for Living

888-238-6232

www.resourcesforlivina.com

Username: AnchorageSD

Password: ARFL

Group Number: 737480

ASD is pleased to offer you an Employee Assistance Program through Aetna to provide Confidential

counseling services to help resolve personal concerns are available 24 hours a day at no charge.

Services are available for both employee and dependents for ACE. APA, Exempt, Food Service,

Maintenance, Non-represented, and TOTEM, Bus and Custodians employees.

For more detailed information, visit the Benefits Support Central page on ASD's Employee Portal.

AEA Members only-

Your EAR is provided through Support Line 888-881-5462 www.supportlincmap.com or contact

your Public Education Health Trust at 907-274-7526 or www.Dehtak.com

https://www,asdk12.org/Page/5331 2/7



COST OF COVERAGE AND PUN HIGHLIGHTS

COST OF COVERAGE (MONTHLY)

Employee Only

Employee * Spouse

Employee * Child(ren)

Employee + Family

AETNA MEDICAL CDHP
WITH HSAORHRA

$75.00

$150.00

$100.00

$180.00

MEDICAL HIGHLIGHTS (PPO)

I■' ^' . .BfeftefitFiealures
Annual Deductible

Out-of-Pocket Maximum

Lifetime Max Benefit

Preventive Services

Office Visit

Specialist Visit

MEDICAL HIGHLIGHTS (CDHP)

AETNA MEDICAL PPO

$160.00

$200.00

$190.00

$225.00

DENTALA^ISION

$55.00

$55.00

$55.00

$55.00

. .: In-Wejwbrk

100%

100% after $50 copay
100% after $125 copay

$1,500/individual; $4,500/famlly
$5,3D0flndividual: $12,900/family

Unlimited

Plan Pays

100%

100% of allowed amount after $50 copay
100% of allowed amount after $125 copay

Annual Deductible

HSA/HRA Funding (offsets deductible)
Out-of-Pocket Maximum

Lifetime Max Benefit

Preventive Services

Office Visit

Specialist Visit

$1,d00/individual; $3,OQO/^mlly (aggregate)
$750/individual: $1,500/family

$5,300/individual; $10,600/family (aggregate)
$6,850/embedded individual maximum

Unlimited

Plan Pays
100% 100%

80% after deductible 60% of allowed amount after deductible

80% after deductible 60% of allowed amount after deductible

VERA WHOLE HEALTH CLINIC
Vera Whole Health is an independent primary care health clinic, and an additional benefit available to Anchorage School District
employees and their families on the District sponsored health plan.

Preventatlve Care

^Primary Care

Acute Care

100%

100%

100%

c;r): !*

100%

$75 initial patient visit / $50

$75 initial patient visit / $60



PHARMACY HIGHLIGHTS

Deductible

Retail Pharmacy

Generic

Preferred Brand

Non-preferred Brand

Supply Limit

Mall Order

Generic

Preferred Brand

Non-preferred Brand

Supply Limit

AETNA EPPO PLAN

1(: 'iJl-V/Or:'

$15copay

20% (up to $120 cap)

20% (up to $240 cap)

Up to 90 days

You Pay

$30 copay

20% (up to $80 cap)

20% (up to $160 cap)

31-90 days

cjtii

N/A

You Pay

$15 copay then 40%

20% (up to $120
cap) then 40%

20% (up to $240 cap)
then 40%

Up to 90 days

Not covered

AETNA CONSUMER DRIVEN HEALTH PLAN

Subject to medical plan deductible

You Pay

$15 copay then 40%

20% (up to $120 cap)

$15 copay

20% (up to $120 cap)

20% (up to $240 cap)

Up to 90 days

You Pay

$30 copay

20% (up to $80 cap)

20% (up to $160 cap)

31-90 days

then 40%

20% (up to $240 cap)
then 40%

Up to 90 days

Not covered

DENTAL HIGHLIGHTS

Calendar Year Deductible

Annual Plan Maximum

Reimbursement Level

Diagnostic and Preventive Services

Exams, Gleanings, X-rays

Basic Services

Fillings. Periodontics, Endodontlcs

Major Services

Crowns, Bridges, Dentures

$50/indlvidu3l; $150/famlly

Negotiated Fee

Plan Pays

100%

Plan Pays

80% after deductible

Plan Pays

50% after deductible

$2,000

90th Percentile of Reasonable and

Customary

Plan Pays

100%

Plan Pays

80% after deductible

Plan Pays

50% after deductible

VISION HIGHLIGHTS

Vision Benefits

Eye Exam
Once every 12 months

Materials

Contact Lens FKting/Exam

Eyeglass Lenses

Once every 12 months

Single Vision Lens

Bifocal Lens

Trifocal Lens

Frames

Once every 24 months

Contact Lenses (In lieu of eyeglasses)
Once every 12 months

'  Plan Pays

100%

100%

100% after up to $60 copay

100% for basic lens

100% for basic lens

100% for basic lens

100% up to $180

100% up to $170

.  .1
Plan Pays

100% up to $50

100% up to benefit limits listed below

See Contact Lenses Below

100% up to $50

100% up to $65

100% up to $100

100% up to $70

100% up to $105
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ARTICLE 14

LEAVE WITHOUT PAY

Section 1. Unpaid Leave

Unpaid leave shall not be granted until annual leave has been exhausted, unless the
leave is for Workers' Compensation.

Short-Term Unpaid Leave: One (1) to Ten (10) Workdays.

The District may approve unpaid short-term leave for up to ten (10) workdays for
employee medical or compelling personal reasons. The employee shall submit the
Leave Request to the supervisor for approval at least ten (10) calendar days in advance
except in emergency situations over which the employee has no control. Short-term
unpaid leave for medical reasons may require a physician's statement with the leave
request form, and a release to return to work from the physician at the end of the leave.
Employees who lose medical and/or life insurance coverage while on unpaid short-term
leave must re-establish their benefit eligibility upon their return to work.

Section 2. Family Medical Leave

A copy of the Andiorage School District's Family and Medical Leave Policy, which
complies with the Alaska Family/Medical Leave Act (AS 23.10.500-.550) and the
Medical Leave Act of 1993 (Public Law 103-3) is available upon request from the
Human Resources Department. The Human Resources Department will maintain the
latest regulations and legal interpretations in regard to the law and provide current
copies of such materials to the Union upon request.

ARTICLE 15

BENEFITS

Section 1. Health Benefits

Eli^bititv

Employees working thirty (30) or more hours per week shall be eligible for health
insurance coverage. Eligibility is attained the first of the month following a waiting
period of sixty (60) calendar days.

A. For the 2017-2018 school year, the District shall contribute $1,390 $1A95 per
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elipble employee per month toward the cost of health care benefits. The amount
of District contribution shall increase to $1^430 $1330 per month for the 2016
304? 2018-2019 and $1350 per month for the 2019-2020 school years.
This contribution shall be transmitted to the Local 71 Health Plan Trust account

in accordance with the District payment schedule, with the clear imderstanding
that such funds may be used only to provide a comprehensive health plan for
District employees. The District shaU have no obligation or responsibility for any
aspect of plan selection or for administration of benefits offered under whatever
plan may be managed by the Union.

B. The effective date of obligation for transmission of District contributions to
provide coverage for new employees shall be the first day of the month
following initial eligibility date. The details of the health plan for custodians shall
be determined by the Union, in accord with its agreement with the Health Trust.

C. Benefits provided shall be described in a booklet published by the Union and
made available to aU employees.

D. Employees on District-approved impaid leave, laid-off custodians, or custodians
who terminate their employment may elect to pay the full cost of the health plan
then in effect in accordance with the provisions of the Consolidated Omnibus
Budget Reconciliation Act of 1986. All arrangements for such continued coverage
must be made with the appropriate representatives of the Local 71 Health Plan
Trust, or designee, in coordination with the District's Benefits Department.

Section 2. Life Insurance

The District shall provide fully paid term life insurance coverage for eligible employees
as described in the insurance policy provided by the District's insurance carrier, in an
amount of three times the employee's annual salary to a maximum of $50,000.00 for
death by natural causes and an additional amount of three times the employee's annual

salary to a maximum of $50,000.00 for accidental death. Employees may purchase at the
District's rate, additional Life insurance for a total maximum of up to three times their
annual salary to the next highest even thousand dollars for death by natural causes with
an additional three times their annual wage to the next highest even thousand dollars
for accidental death. Dependent life insurance premiums shall be fully paid by the
employee.

Section 3. Life Insurance Upon Termination

Upon termination, an employee may convert the life insurance coverage in effect on the
employee on the date of termination to an individual policy in accordance with the
rules established by the insurance carrier. If such election is made, the terminated
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claims, and (c) pay the full amount of any adverse judgments or awards
resulting from such claims, including costs, attorneys' fees and interest.

M. The district will provide on a voluntary basis to all Association employees a medical
reimbursement plan and a dependent care plan, consistent with Section 125 of the
internal Revenue Code.

N, Teachers who provide documentation to the Human Resources Department not
later than forty-five (45) days after the start of a new semester of national board
certification or other national certification deemed as comparable to national board
certification by the Human Resources Department will be eligible for an increase
to their annual salary of two thousand (2,000) dollars for the life of the certificate,
provided the teacher is employed in a position in the area of such certification.
Teachers who submit proof of certificate in the second semester will receive only
one thousand (1,000).

ARTICLE VIII

INSURANCE

SECTION 1 Health Insurance

A. In FY 18 the District will continue to pay $1706 per member per month(pmpm) for
the group health premium. If the premium is less than $1706 the District will only
be required to pay the actual premium amount. Beginning in FY 19 the District's
share of the group health pan premiums shall be capped at $1744 pmpm. If the
premium is less than $1744 pmpm the District will only pay the premium amount.
In FY 19 MSEA will only offer health insurance plans currently offered in FY18.
MSEA's commitment to restrict new plan offerings will not become part of the
status quo in the event a successor agreement is not ratified by June 30, 2019.
Employees shall have the option of opting out if they do not want to pay their share
of the premium, and in such case, the District shall not be required to pay any
share of the premium. The District shall be obligated to pay this amount per .50
FTE equivalent teacher per fiscal years FY 18 and 19 to the Public Education
Health Trust for health insurance except for teachers who opt out of health
insurance coverage. Teachers who are paying a higher premium amount in FY 18
because they previously waived or were enrolled in the HDHP will continue to pay
the higher premium amount only through FY 18. Beginning in FY 19 there will no
longer be a different premium rate for teachers who previously waived or elected
the HDHP.

B. Payments shall be made in advance on the first business day of each month and
shall be accompanied with a list of teachers for whom payments are being made.

C. Insurance coverage for employees and their dependents shall begin the first day
of the month following employment. The employee has the option to continue
health Insurance coverage at his/her own expense during an unpaid leave of
absence. The employee must pay 100% of the cost prior to the first day of the
month in which insurance coverage is desired. Payment must be made no later
than the first day of the month in which insurance is desired.

D. The insurance plan description, deductibles, and limitations of coverage shall be
determined by MSEA and the Public Education Health Trust. Such determinations
shall not be subject to the grievance procedure under Article II of this Agreement.
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E. Any dispute regarding the adjudication of claims shall be between the claimant and
the Public Education Health Trust. Such dispute shall not be subject to the
grievance procedure under Article li, nor shall it othenwise involve the District.

SECTION 2 Life Insurance

A. Each employee shall be provided with $16,000 of life insurance at the District
expense. Beginning July 1,2015 this will increase to $50,000.

B. Employees shall be able to purchase, at their expense, up to five (5) times their
annual salary in term life insurance at the group rate, if the increase from three (3)
times (PTIO N.A.) to five (5) times does not increase the group rate.

ARTICLE IX

REIMBURSEMENTS

SECTION 1 Physical Examinations

All contracted, certificated personnel not covered by the District's health insurance will be
reimbursed up to the amount of one hundred and fifty dollars ($150) for the physical
examination required every three (3) years. Any employee seeking such reimbursement
shall first be required to submit said bill to any existing health insurer providing coverage
to the employee. The exam to be conducted and the form utilized by the District shall
include only a TB test (on initial employment), and whether or not the employee is free
from communicable disease and otherwise mentally and physically able to perform the
duties of the position. No additional medical services and/or tests shall be conducted,
except at the employee's own expense. It shall be the responsibility of the employee to
present to the Business Office documentation of the actual cost no later than sixty (60)
days after the beginning date of employment, otherwise, the reimbursement will be
forfeited. Employees shall provide the district with results from an annual tuberculin skin
test at no cost to the employee. New employees shall submit the results from a pre-
employment skin test prior to the first day of work.

SECTION 2 Automobile Allowance

Certificated teachers who provide passenger vehicles for School District business directed
by the unit administrator shall receive reimbursement for the use of such vehicles at the
applicable deduction rate as established by the Intemal Revenue Service. Each
certificated employee with responsibilities in more than one building shall confer with his
or her supervisor(s) or unit administrator to designate a base building for the purpose of
calculating a mileage reimbursement. On days in which the employee teacher works in
another building other than the base building, the District shall reimburse the employee
for mileage required beyond that distance which the employee would travel to commute
to and from his/her building.

ARTICLE X

IN-SERVICE
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5. The accumulation of compensatory time In lieu of overtime payments will be in
accordance with the Fair Labor Standards Act. Each hour of overtime worked, when
converted to compensation time, shall be computed at the same rate as paid
overtime. Partial hours shall be prorated. Compensation time must be used within
thirty (30) workdays. If the compensation time is denied by the supervisor, the
overtime must be paid at the appropriate rate of pay. However, all hours in excess of
two hundred forty (240) at the end of the calendar year must be cashed out.

6. Call-out will be distributed on an equal basis from a call-out list by trades. There will
be no crossovers for work requiring a certificate of fitness (i.e. electricians, plumbers,
etc.). Building custodians shall be notified when a call out for their building occurs
and whenever possible used for work not requiring a certificate of fitness.

P. Call-Back

1. This provision applies to employees who have left the premises of the employer at
the end of their regular shift and are notified that they must report back for work prior
to the commencement of their next scheduled shift. If the time worked adjoins the
employee's next shift, the following section on early call-in will apply.

2. If an employee Is called back to work, after completion of his/her regular shift, the
employee shall be paid a minimum of four (4) hours pay at the appropriate overtime
rate.

Q. Early Call-in
If an employee Is notified within four (4) hours after completion of his/her shift that he/she is
to report for duty prior to his/her next scheduled shift, he/she shall be paid at the appropriate
rate for the extra hours worked. If an employee is notified later than four (4) hours after the
completion of his/her shift that he/she is to report for duty prior to his/her next scheduled
shift, he/she shall receive a minimum of two (2) hours pay. The employee shall work his/her
entire scheduled shift.

R. School Closure Days
1. Classified employees who work twelve months shall report to work or utilize

appropriate leave during school closure days.
2. Classified employees who work less than twelve months per year shall not report to

work and will not be compensated for school closure days. Any make-up days will
be worked by the employee. At the end of the school term, if there have been no
make-up days, the employee may use paid leave for the school closure days.

ARTICLE VII

Employee Benefits

A. Insurance

1. In FY 15, the District will pay $1514 per member per month of the group health premium.
In FY 16 and FY 17, the District will continue to pay $1514 per member per month of
the group health premium, or any lesser amount should the premium be reduced. If the
premium increases over the $1514 amount the District and the employee (.875 or higher
FTE) will pay the increased amount on a 50% - 50% basis. Employees shall have the
option of opting out if they do not want to pay their share of the premium, and in such
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case, the District shall not be required to pay any share of the premium. Any fuiitime
employee desiring to opt out must provide proof of other health insurance coverage.
The District shall be obligated to pay this amount per .875 or higher FIE employee per
fiscal year to the Public Education Health Trust for health insurance except for
employees who opt out of health insurance coverage. Employees whose FTE is
between .75-.874 will pay, in addition to the employee's premium, 25 percent of the
District's portion of the premium. Employees whose FTE is between .50-.75 will pay. In
addition to the employee's premium, 50 percent of the District's portion of the premium.

This paragraph applies to employees who were enrolled in the HDHP as of the end of
the FY '14 or who enroll in the HDHP plan at any time during the term of this Agreement,
and to employees who waived health insurance as of the end of the FY '14 or who waive
health insurance at any time during the term of this Agreement. If any such employee
elects to enroll in the plan during the term of the Agreement, the employee shall pay the
applicable premium amount calculated pursuant to the preceding paragraph, plus 10%
of the District's base premium amount of $1514 or less. However, if such enrollment is
the result of a qualifying life event, the employee's premium will be calculated pursuant
to the preceding paragraph.
2. Payments shall be made in advance on the first business day of each month and

shall be accompanied with a list of employees for whom payments are being made.
3. Insurance coverage for employees and their dependents shall begin the first day of

the month following employment. In accordance with COBRA, the employee has the
option to continue health insurance coverage at his/her own expense during an
unpaid leave of absence or upon termination. The employee must pay 100% of the
cost prior to the first day of the month in which insurance coverage is desired.
Payment must be made no later than the first day of the month in which insurance is
desired.

4. The insurance plan description, deductibles, and limitations of coverage shall be
determined by CEA and the Public Education Health Trust, provided that CEA does
not enhance the plan or coverage which results in an increased cost to the District.
Such determinations shall not be subject to the grievance procedure under Article XI
of this Agreement.

5. Any dispute regarding the adjudication of claims shall be between the claimant and
the Public Education Health Trust.

6. Each employee shall be provided with $15,000 of life insurance at the District
expense. Employees shall be able to purchase, at their expense, up to three (3)
times their annual salary in term life Insurance at the group rate.

B. Physical Exams
1. All employees shall have a physical exam upon initial employment by the District.

The examination must occur not more than 90 days prior to the beginning day of
employment. A reexamination vrill be required every three (3) years by October 1st of
the year in which it is required.

2. The examination form must be submitted to the Personnel department within 30 days
following initial employment. The physical examination is a condition of employment.

3. The cost of the exam shall be the responsibility of the employee) however employees
not covered by health insurance shall be reimbursed up to $115 for the required
physicals. Any employee seeking such reimbursement shall first be required to
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submit said bill to any existing health insurer providing coverage to the employee.
The exam to be conducted and the form utilized by the District shall include only
whether or not the employee is free from communicable diseases and otherwise

mentally and physically able to perform the duties of the position. No additional
medical services and/or tests shall be conducted, except at the employee's own
expense. The employee must present documentation of the actual cost no later than

sixty (60) days after the beginning date of employment or after the actual
examination, whichever is later; otherwise the reimbursement shall be forfeited.

4. This provision does not exempt employees from taking physical examinations
required by Board policy or other regulations.

C. Holidays

1. All permanent employees shall be entitled to observe the following School District
holidays that fall within their term of employment according to their FTE.

New Year's Day
Martin Luther King Jr. Day

Memorial Day

Independence Day
Labor Day

Thanksgiving Day
Day after Thanksgiving

Christmas Day
2. In addition, permanent, term, and part time employees will have five (5) floating

holidays according to the F.T.E. These days may not be carried over beyond the
fiscal year during which they accrue. Employees who terminate prior to the end of
the fiscal year will be allocated 2.6 hours of floating holiday pay for each full day
month worked.

Employees must obtain approval in advance from their supervisor to utilize floating
holidays. Employee requests shall be given full consideration, and to the extent

practicable, approved. The final decision regarding approval or disapproval of any
request will be based upon the supervisor's evaluation of the needs of the job.
Floating holidays will be scheduled on the basis of classification seniority.

3. All permanent term employees shall be entitled to those holidays that fall within their
term of employment according to their FTE Hours worked on legal holidays observed
by the Matanuska-Susitna Borough School District shall be paid at the rate of one
and one-half (1 1/2) times the regular hourly rate, in addition to the regular pay that
an employee is entitled to receive for these holidays.

4. The provisions of sections 1 and 2 above shall not be applicable to temporary and
substitute employees.

5. Nine Month Employees
a. These employees working at least 189 but not more than 213; and who do not

normally work during the Christmas and Spring break, shall work through
Christmas and Spring break or take accrued annual leave. Examples:

School aide 189-202
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Sumn Vf Benefits and Coverage; What this Plan Covers & What You Pay Vovered Services
Public cuucation Health Trust: Plan C

Coverage Period: 07/01/2018 - )/0/2019
Coverage for: Member & Dependent(s) | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This Is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-866-247-1443 or visit

www.ebms.com. 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 httDs://www.healthcare.aov/sbc-qlossarv or call 1-866-487-2365 to request a copy.
Important Questions Answers

What is the overall

deductible?

Are there services

covered before you
meet your deductible?

Are there other

deductible for
specific services?

What is the out-of-

pocket limit for this

plan?

What Is not Included

In the out-of-pocket

limit?

$500 per covered person or $1,500 per family unit.
I Each JANUARY a new deductible amount is required.

Yes. Air ambulance, BridgeHealth or m/Choice Surgery
Benefit, Teiadoc physician consultations, and the following
preferred provider services: prescription drug coverage, and
preventive care, are covered before you meet your deductible.

,09^^ tqjhe deductjble.
Yes. $500 per inpatient admission, limited to two deductibles
per person per calendar year; and $500 per non-medicai
emergency room visit. There are no other specific deductibles.

Medical coinsurance maximum out-of-pocket:

Preferred Providers: $2,000 per covered person I $6,000 per
family unit; Non-Preferred Providers: Unlimited.
Super global maximum out-of-pocket (is the most a
member will pay in a calendar year for deductibles.
copavments. and coinsurance):

Preferred providers: $7,350 per covered person or $14,700
per family unit; Nonj^referred Providers; Unlimited.
Deductibles and prescription drug cooavments are not

included in the medical coinsurance maximum out-of-pocket
limit. Non-preferred provider or facility penalty, Vision Service
Plan benefits, prescription drug discounts or coupons, any
difference between the private and semi-private room rate
when a semi-private room is available, premiums, balance-
blHinq charges (unless balanced billing is prohibited), and
health care this plan doesn't cover are not included in the
medical coinsurance maximum out-of-pocket limit or super
global maximum out-of-pocket limit.

Why This Matters:

Generally, you must pay all of the costs from providers uo to the deductible
amount before this begins to pay. If you have other family members on
the Q\m, each family member must meet their own individual deductible until
the total amount of deductible expenses paid by all family members meets the
oy^lljamily deductible.
This £lan covers some items and services even if you haven't yet met the
deductible amount. But a cooavment or coinsurance mav apply. For example,
this 2!^ covers certain preventive services without cost sharing and before
you meet your deductible. See a list of covered preventive services at

https://www.heaithcare.qov/coveraae/preventive-care-benefits/.

You must pay ail of the costs for these services up to the specific deductible
amount before this elan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered
services. If you have other family members in this ejan, they have to meet
their own out-of-pocket limits until the overall family out-of-pocket limit has
been met.

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

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Summ Benefits and Coverage: What this Plan Covers & What You Pay )overed Services
Public tuilcation Health Trust: Plan C

Coverage Period: 07/01/2018- ) 0/2019
Coverage for: Member & Dependent(s) | Plan Type: PPO

Will you pay less if
you use a network
provider?

bo you need a referral
to see a specialist?

Yes. Refer to your EBMS/Publlc Education Health Trust
identification card, or iogin to www.ebms.com or call
1-866-247-1443 for a list of network providers.

No.

This plan uses a provider network. You will pay less if you use a provider in
the pian'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 pjan pays (balance billinoT Be
aware, your network provider might use an out-of-network provider for some
®®rvices (such as lab work). Check with your provider before you get services.

You can see the specialist you choose without a referral.

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

Common

Medical Event

If you visit a
health care

provider's office

or clinic

Services You May

Need

Primary care visit to
treat an injury or illness

Specialist visit

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

If you have a test

If you need drugs
to treat your
illness or

condition

More information

about

prescription drug

coverage is

available at

wm.oDtumrx.com

Preventive care/

screening/immunization

Diagnostic test (x-ray.
blood work)

20% coinsurance

20% coinsurance

No charge

Imaging (CT/PET
scans, MRIs)

Generic drugs

Compound drugs

Preferred brand name

drugs

Non-preferred brand
name drugs

20% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

20% coinsurance
0% coinsurance up to the allowed
amount; 125% of Medicare

$17 copayment/ prescription (retail)
$34 copayment/ prescription (mail order)

$17 copavment/ prescription (retail)

$30 copavment/ prescription (retail)
$60 copavment/ prescription (mall order)

$60 copavment/ prescription (retail)
$120 copayment/ prescription (mal[ order)

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016

Limitations, Exceptions, & Other Important
Information

Coverage limited to 20 visits/calendar year for
massage therapy. Coverage limited to 20
visits/calendar year for spinal
manipulation/chiropractic services.

0% coinsurance up to the allowed
amount: 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

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.

None

; Pre-notification is recommended.

i Coverage is limited to 30-day supply per prescription
I  retail or 90-day supply per prescription mail order. At
select pharmacies a 90-day supply option may be
available at the same cost as mail order, including
compounds. If a covered person requests a
preferred name drug when a generic equivalent is
available, they are responsible for the preferred
name drug coinsurance plus the difference in cost
between the preferred name drug and the generic
dmg.
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Summ )f Benefits and Coverage: What this Plan Covers & What You Pay ̂ Covered Services
Public Eoucation Health Trust: Plan C

Common

Medical Event

/mvOptumRx or

call

1-855-395-2022.

If you have
outpatient
surgery

If you need
immediate

medical attention

If you have a
hospital stay

Coverage Period: 07/01/2018 - )o/2019
Coverage for: Member & Dependent{s) | Plan Type: PPO

Services You May

Need

Specialtv drugs

- Value specialty drugs
- Formulary specialty
- Non-formulary

specialty

Facility fee (e.g.,
ambulatory surgery
center)

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You v^ill pay the most)

50% coinsurance up to $100
50% coinsurance up to $400
50% coinsurance up to $600

Physician/surgeon fees

Emergency room care

- Medical Emergency
- Non-medical

Emergency

20% coinsurance

Not Covered

0% coinsurance up to the allowed
amount: 125% of Medicare

Limitations, Exceptions, & Other Important
Information

Deductible does not apply.
Specialtv drugs limited to a 30-day supply/
prescription & requires purchase through the
specialty pharmacy program. Non-preferred
specialty pharmacy is not covered.

Pre-notification is recommended.

20% coinsurance
0% coinsurance up to the allowed
amount; 125% of Medicare

20% coinsurance

20% coinsurance after

overall deductible and

$500/visit emergency room
deductible

Emergency medical

transportation

- Ground ambulance

- Air ambulance

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/visit

emergency room deductible

20% coinsurance

0% coinsurance up to the allowed amount; 125% of Medicare;
deductible does not apply

None

Coverage limited to services from the nearest
hospital where professional and necessary treatment
can be provided due to a Medical Emergency. The
emergency room deductible is waived for medical
emergency, accidental injury, or if admitted as an
inpatient.

Urgent care 20% coinsurance

Facility fee (e.g.,
hospital room)

20% coinsurance after

overall deductible and $500/
admission inpatient
deductible

Physician/surgeon fees 20% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare

Coverage limited to services to the nearest hospital
or skilled nursing facility where professional and
necessary treatment can be provided as medically
necessary.

Pre-notification is strongly recommended for air
ambulance services. Please Call 1-800-228-9118.

None

0% coinsurance up to the allowed
amount: 125% of Medicare after

overall deductible and $500/

admission inpatient deductible

0% coinsurance up to the allowed
amount; 125% of Medicare

Pre-notification is recommended. The inpatient
deductible will only be applied twice/calendar year
per covered person.
Coverage limited to the semi-private room rate.

None

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumrr ) f Benefits and Coverage: What this Plan Covers & What You Pay ) overed Services
Public fcuucation Health Trust: Plan C

Common

Medical Event

Coverage Period: 07/01/2018 - ) 0/2019
Coverage for: Member & Dependent{s) | Plan Type: PPO

Services You May
Need

If you need I Outpatient services
mental health, I
behavioral health,
or substance j Inpatient services
abuse services i

f--

if you are
pregnant

[ Office visits

I

; Childbirth/delivery
, professional services

I Childbirth/delivery
I facility services

.  ...

I

I Home health care

if you need help
recovering or
have other

special health
needs

Habilitation services

Skilled nursino care

Rehabilitation services

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

20% coinsurance

20% coinsurance after

overall deductible and $500/
admission inpatient
deductible

0% coinsurance up to the allowed
amount: 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare after
overall deductible and $500/

admission inpatient deductible

20% coinsurance

20% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

Limitations, Exceptions, & Other Important
Information

None

Pre-notification is recommended. The inpatient
deductible will only be applied twice/calendar year
per covered person.
Coverage limited to the semi-private room rate.

20% coinsurance after

overall deductible and $500/

admission inpatient
deductible

20% coinsurance

Outpatient:

20% coinsurance

Inpatient:

20% coinsurance after

overall deductible and $500/
admission inpatient
deductible

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/

admjsslon inpatient deductible
0% coinsurance up to the allowed
amount; 125% of Medicare

Maternity benefits only apply to covered em^^yee^F
covered spouse. Cost sharino does not apply to
certain preventive services. Depending on the type of
services, coinsurance may apply. Matemity care may
include tests and services described elsewhere in
the SBC (e.g. ultrasound).

The inpatient deductible will only be applied
twice/calendar year per covered person.
Coverage limited to the semi-private room rate.

I None

Outpatient:

0% coinsurance up to the allowed
amount: 125% of Medicare

Inpatient:

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/
admission inpatient deductible

20% coinsurance after

overall deductible and $500/
admission inpatient
deductible

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/
admission inpatient deductible

Pre-notification is recommended, the iripatient
deductible will only be applied twice/calendar year
per covered person. Inpatient is limited to 180
combined days/calendar year for Inpatient
Rehabilitation Therapy and Skilled Nursing Facility
and subject to the semi-private room rate. !
Outpatient includes speech, physical, and '
occupational therapies. Physical and occupational
therapies are limited to 20 visits per therapy/calendar
year.

Pre-notification is recommended. The inpatient
deductible will only be applied twice/calendar year !
per covered person. Coverage limited to 180 '
combined days/calendar year for Inpatient
Rehabilitation Therapy and Skilled Nursing Facility |
and subject to the semi-private room rate.

OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumn ) f Benefits and Coverage: What this Plan Covers & What You Pay ) overed Services Coverage Period: 07/01/2018 - ) 0/2019
Public tuucation Health Trust: Plan C Coverage for: Member & Dependent{s) | Plan Type: PPO

Common

Medical Event

Services You May

Need

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

Limitations, Exceptions, & Other Important
Information

Durable medical

1 eouioment 20% coinsurance Pre-notification is recommended for DME expenses i
over $2,000.

1 Hosoice services 20% coinsurance
0% coinsurance ud to the allowed

amount: 125% of Medicare Pre-notification is recommended.

1 Children's eye exam $25 cooavment Up to $50
PENT has contracted with Vision Service Plan (VSP)
to provide vision care services. i
Coverage limited to one exam/year.

If your child
needs dental or

1 eye care

1

1 Children's glasses $25 cooavment

Up to $70 for frame
Up to $50 for single vision lenses
Up to $75 for bifocal lenses
Up to $75 for progressive tenses

■ Up to $100 for trifocal lenses

Coverage limited to one pair of lenses/calendar year
' and one frame every other calendar year.

; Children's dental check-
: up

Not covered '
Dental benefits may be available as a separate
election.

Excluded Services & Other Covered Services:

Services Your Pjan Generally Does NOT Cover (Check your p^cy or gjan document for more information and a list of any other excluded services.^
Cosmetic Surgery • Long Term Care • Private Duty Nursing
Dental Care (Adult) • Non-emergency care when traveling outside the U.S. • Weight Loss Programs
Infertility Treatment

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your document.)
•  Acupuncture • Chiropractic Care
»  Bariatric Surgery • Hearing Aids

Routine eye care (Adult) through VSP
Routine Foot Care

OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Summ )lf Benefits and Coverage: What this Plan Covers & What You Pay i Covered Services
Public Education Health Trust: Plan C

Coverage Period: 07/01/2018 - /[a/2019
Coverage for: Member & Dependent{s) | Plan Type: PPO

About these Coverage Examples:

is
This is not a cost estimator. Treatments shown are just examples of how this 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 sharina
amounts fdeductibles. copayments and coinsurance) and excluded services under the p|an. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and a

hospital delivery)

Managing Joe's type 2 Diabetes
(a year of routine in-netv/ork care of a well-

controiled condition)

Mia's Simple Fracture
{in-network emergency room visit and follow up

care)

The plan's overall deductible

Specialist coinsurance

Hospital (facility) coinsurance
Other coinsurance

$500

20%

20%

20%

The plan's overall deductible

Primary care phvsician coinsurance

Hospital (facliity) coinsurance
Other coinsurance

$500
20%

20%

20%

The plan's overall deductible

Specialist coinsurance

Hospital (facility) coinsurance
Other coinsurance

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)

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)

$500

20%

20%

20%

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

In this example, Peg would pay:
Cost Sharing

Deductibles*

Copayments

Coinsurance

What isn't covered

Limits or exclusions

The Fotal Peg would pay is

$12,800 Total Example Cost

$1,000

$68

$2.520

$60

In this example, «^ej/vo^d pay:
Cost Sharing

Deductibles

Copayments

Coinsurance

What isn't covered

Limits or exclusions

$7,400

$500

$969

$585

$60

Total Example Cost

Iri this ̂ ample, Mia would pay:
Cost Sharing

Deductibles*

Copayments

Coinsurance

What isn't covered

Limits or exclusions

$3,648 The total Joe would pay is

$1,900

$1,000

$0

_$180

$0
$2,114 The total Mia would pay is $1,180

*Note; This g\m has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?" row above.

The p!^ would be responsible for the other costs of these EXAMPLE covered services. 7 of 7



SumiT J f Benefits and Coverage: What this Plan Covers & What You Pay ) overed Services
Public education Health Trust: Plan F

Coverage Period: 07/01/2018 - ) 0/2019
Coverage for: Member & Dependent{s) | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the &lan would
share the cost for covered health care services. NOTE: Information about the cost of this (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-866-247-1443 or visit

www.ebms.com. For general definitions of common terms, such as allowed amount balance billing, coinsurance, copavment. deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.qov/sbc-qlQssarv or call 1 -866-487-2365 to request a copy.
Important Questions Answers

What is the overall

deductible?

What is not included

In the out-of'pocket

limit?

$1,500 per covered person or $3,000 per family unit.
Each JANUARY a new deductible amount is required.

Are there services

covered before you
meet your deductible?

Are there other

deductibles for

specific services?

What is the out-of-

pocket limit for this

plan?

Yes. Air ambulance, BridgeHealth or m/Choice Surgery Benefit,
Teladoc physician consultations, and the following preferred
provider services: first six office visits for primary care and mental
health substance abuse physician services, prescription drua
coverage, and preventive care, are covered before you meet your
deductible. Copayments do not apply to the deductiblg.
Yes. $500 per inpatient admission, limited to two deductibles per
coyered person per calendar year; and $500 per non-medical
emergency room yisit. There are no other specific deductibles.

Medical coinsurance maximum out-of-pocket:

Preferred Providers: $3,000 per covered person or $6,000 per
family unit; Non-Preferred Providers: Unlimited. Super global
maximum out-of-pocket (is the most a member will pay in a
calendar year for deductibles, copayments, and coinsurance):
Preferred providers: $7,350 per covered person or $14,700 per
family unit; Non-Preferred Providers: Unlimited. _
Deductibles. copayments, and prescription drug copayments. are
not included in the medical coinsurance maximum out-of-pocket

limit. Non-preferred provider or facility penalty, Vision Service Plan
benefits, prescription drug discounts or coupons, any difference
between the private and semi-private room rate when a semi-
private room is available, premiums, balance-billina charges
(unless balanced billing is prohibited), and health care this pjan
doesn't cover are not included in the medical coinsurance

maximum out-of-pocket limit or Super Global maximum out-of-
pocket limit.

Why This Matters:

Generally, you must pay all of the costs from providers up to the
deductible amount before this gilan begins to pay. If you have other
family members on the gian, 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.
This covers some items and services even if you haven^ yet met
the deductible amount. But a copavment or coinsurance may apply. For
example, this glan covers certain preventive services without cost
sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.qov/coveraqe/ preventive-
care-benefits/.

You must pay all of the costs for these services up to the specific
deductible amount before this 2!^ begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered
services. If you have other family members in this e!^, they have to
meet their own out-of-pocket limits until the overall family out-of-pocket
limit has been met.

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

OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumn ) f Benefits and Coverage: What this Plan Covers & What You Pay ) jvered Services
Public tducatlon Health Trust: Plan F

Coverage Period: 07/01/2018 ) 3/2019
Coverage for: Member & Dependent(s) j Plan Type: PPO

Wlll you pay less if
you use a network
provider?

Do you need a referral
to see a specialist?

Yes. Refer to your EBMS/Pubiic Education Health Trust
identification card, or login to www.ebms.com or call
1 -866-247-1443 for a list of network providers.

No.

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 pays fbaiance biliinaV
Be aware, your network provider might use an out-of-network provider
for some services (such as lab work). Check with vour provider before
you get services.

You can see the specialist you choose without a referral.

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

Common

Medical Event
Services You May Need

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

Limitations, Exceptions, & Other Important
Information

i

i
1

1

1

1  If you visit a
I healthcare

! provider's ofTice

' or clinic

i

Primary care visit to treat an
injury or illness

Specialist visit
1

$25 copavment/visit.

deductible does not apply; or
20% coinsurance

20% coinsurance

0% coinsurance uo to the alloweri

amount; 125% of Medicare

0% coinsurance up to the allowed

amount; 125% of Medicare

For preferred providers, the first .six

(combined) office visits (other than outpatient
mental disorder or substance abuse

treatment)/caiendar year are subject to a $25
1 office visit cooavment: thereafter, mvereri

i charges are subiect to deductible and

coinsurance. Coveraae limited to ?n

visits/calendar year for massage therapy.
Coverage limited to 20 visits/calendar year for

j spinal manipulation/chiropractic services.

f
1

1  ....j

Preventive care/screenina/

immunization
No charge

j

0% coinsurance up to the alinwed

amount: 125% of Medicare

You may have to pay for services that aren't
preventive. Ask vour provider if the services

needed are preventive. Then check what your |
plan will pay for. i

! None

1  ̂
!

If you have a test

Diaanostic test

(x-ray, blood work) 20% coinsurance
0% coinsurance uo to the alloweri

amount; 125% of Medicare
Imaging
(CT/PET scans, MRIs) 20% coinsurance

0% coinsurance up to the alloweri

amount; 125% of Medicare ' Pre-notification is recommended.

OMB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumr ^ »f Benefits and Coverage: What this Plan Covers & What You Pay ^ overed Services
Public education Health Trust: Plan F

Coverage Period: 07/01/2018 )/0/2019
Coverage for: Member & Dependent{s) 1 Plan Type: PRO

Common

Medical Event

If you need drugs
to treat your
illness or

condition

More information

about

prescription drug

coverage is

available at

mm.oDtumrx.com

/myOplumRx or

call

1-855-395-2022.

If you have
outpatient
surgery

If you need
immediate

medical attention

Services You May Need

Generic drugs

Compound drugs

Preferred brand name drugs

Non-preferred brand name
drugs

Specialty drugs
- Value specialty drugs
- Formulary specialty
- Non-formulary specialty

Facility fee (e.g., ambulatory
surgery center)

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

$17 copavment/ prescription (retail)
$34 copavment/ prescription (mail order)

$17 copavment/ prescription (retail)

$30 copavment/ prescription (retail)
$60 copavment/ prescription (mail order)

$60 copavment/ prescription (retail)
$120 copavment/ prescription (mail order)

50% coinsurance up to $100
50% coinsurance up to $400
50% coinsurance up to $600

20% coinsurance

Not Covered

0% coinsurance up to the allowed
amount; 125% of Medicare

Physician/surgeon fees

Emerqencv room care

- Medical Emergency
- Non-medical Emergency

20% coinsurance
0% coinsurance up to the allowed
amount; 125% of Medicare

20% coinsurance

20% coinsurance after overall

deductible and $500/vlsit
emergency room deductible

Emerqencv medical

transportation

- Ground ambulance

- Air ambulance

Urqent care

0% coinsurance up to the allowed
amount; 125% of Medicare after
overall deductible and $500/visit
emergency room deductible

20% coinsurance

0% coinsurance up to the allowed amount: 125% of Medicare;
deductible does not apply

Payable per normal plan

provisions

Payable per normal plan

provisions

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016

Limitations, Exceptions, & Other Important
Information

Coverage is limited to 30-day supply per
prescription retail or 90-day supply per
prescription mail order. At select pharmacies
a 90-day supply option may be available at
the same cost as mail order, including
compounds. If a covered person requests a
preferred name drug when a generic
equivalent is available, they are responsible
for the preferred name drug coinsurance plus
the difference in cost between the preferred
name drug^nd the generic drug.
Deductible does not apply. Specialty drugs
limited to a 30-day supply/ prescription &
requires purchase through the specialty
pharmacy program. Non-preferred
specialty pharmacy is not covered.

Pre-notification is recommended.

None

Coverage limited to services from the nearest
hospital where professional and necessary
treatment can be provided due to a Medical
Emergency. The emergency room deductible
is waived for medical emergency, accidental
Injury, or if admitted as an inpatient.
Limited to services to the nearest hospital or
skilled nursing facility where professional and
necessary treatment can be provided as

medically necessary. Pre-notification is
strongly recommended for air ambulance
services. Please Call 1-800-228-9118.

None

3 of 8



Sumr ^ f Benefits and Coverage: What this Plan Covers & What You Pay ) overed Services
Public tducation Health Trust: Plan F

Coverage Period: 07/01/2018 ^ 0/2019
Coverage for: Member & Dependent(s) | Plan Type: PPO

Common

Medical Event

If you have a
hospital stay

Services You May Need

Facility fee (e.g., hospital
room)

Physician/surgeon fees

If you need
mental health,

behavioral health,
or substance

abuse services

Outpatient services

Inpatient services

If you are
pregnant

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

What You Will Pay
Preferred Provider Non-Preferred Provider

(You wiil pay the least) (You will pay the most)
20% coinsurance after overall

deductible and $500/
admission inpatient
deductible _

20% coinsurance

$25 copavment/visit.
deductible does not apply; or
20% coinsurance

20% coinsurance after overall

deductible and $500/
admission inpatient
deductible

0% coinsurance up to the allowed
amount; 125% of Medicare after
overall deductible and $500/

admission inpatient deductible^
0% coinsurance up to the allowed
amount; 125% of Medicare

Limitations, Exceptions, & Other Important
Information

Pre-notification is recommended. The
inpatient deductible will only be applied
twice/calendar year per covered person.
Limited to the semi-private room rate.

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/
admission inpatient deductible

$25 copavment/visit.
deductible does not apply; or
20% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare

None

For preferred providers, the first six

(combined) office visits (mental disorder or
substance abuse treatment)/caiendar year
are subject to a $25 office visit copavment:
thereafter, covered charges are subject to
deductible and coinsurance.

Pre-notification is recommended. The

inpatient deductible will only be applied
twice/calendar year per covered person.
Limited to the semi-private room rate.

20% coinsurance
0% coinsurance up to the allowed
amount; 125% of Medicare

20% coinsurance after overall

deductible and $500/
admission inpatient
deductible

0% coinsurance up to the allowed
amount: 125% of Medicare after
overall deductible and $500/
admission inpatient deductible

Maternity benefits only apply to covered
employee or covered spouse. For preferred
providers, the first six (combined) office visits
(other than outpatient mental disorder or
substance abuse treatment)/calendar year
are subject to a $25 office visit copavment:
thereafter, covered charges are subject to
deductible and coinsurance. Cost sharing

does not apply to certain preventive services.
Depending on the type of services,
coinsurance may apply. Matemity care may
include tests and services described

elsewhere in the SBC (e.g. ultrasound).

The inpatient deductible will only be applied
twice/calendar year per covered person.
Limited to the semi-private room rate.

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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SumiT. Benefits and Coverage: What this Plan Covers & What You Pay ^overed Services
Public tducation Health Trust: Plan F

Coverage Period: 07/01/2018 - )o/2019
Coverage for: Member & Dependent{s) | Plan Type: PPO

What You Will Pay ,. -x
R/iflHir-ii Pwant Services You May Need Preferred Provider Non-Preferred Provider Limitations, Exceptions, & Other Important

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

If you need help
recovering or
have other

special health
needs

Home health care

Rehabilitation services

20% coinsurance

Outpatient:

$25 cooavment/visit.

deductible does not apply; or
20% coinsurance

Inpatient:

20% coinsurance after overall

deductible and $500/
admission inpatient
deductible

0% coinsurance up to the allowed
amount; 125% of Medicare

None

Outpatient:
i 0% coinsurance up to the allowed
amount; 125% of Medicare

inpatient:

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/

admission inpatient deductible

Habiiitation services

I Skilled nursing care

Durable medical equipment

Hospice services

20% coinsurance after overall

deductible and $500/
admission inpatient

deductible

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/

admission inpatient deductible

For preferred providers, the first six

(combined) office visits (other than outpatient
mental disorder or substance abuse

treatment)/caiendar year are subject to a $25
office visit copavment: thereafter, covered
charges are subject to deductible and
coinsurance. Pre-notification is

recommended. The inpatient deductible will
only be applied twice/calendar year per
covered person. Inpatient is limited to 180
combined days/calendar year for inpatient
Rehabilitation Therapy and Skilled Nursing
Facility and subject and subject to the semi-
private room rate. Outpatient includes
speech, physical, and occupational therapies.
Physical and occupational therapies are

^ limited to 20 visits per therapy/calendar year.

Pre-notification is recommended, inpatient
deductible will only be applied twice/calendar
year per covered person. Coverage limited to
180 combined days/calendar year for
Inpatient Rehabilitation Therapy and
Skilled Nursing Facility and subject to the
semi-private room rate.

20% coinsurance

20% coinsurance
0% coinsurance up to the allowed
amount; 125% of Medicare

Pre-notification is recommended for DME

expenses over $2,000.

Pre-notification is recommended.

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumn ))f Benefits and Coverage; What this Plan Covers & What You Pay
Public Education Health Trust: Plan F

I'Overed Services Coverage Period: 07/01/2018- Xo/2019
Coverage for; Member & Dependent(s) | Plan Type: PPO

Common

Medical Event
Services You May Need

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

Limitations, Exceptions, & Other Important
Information

Children's eye exam $25 copavment Up to $50
PEHT has contracted with Vision Service

Plan (VSP) to provide vision care services.
Coverage limited to one exam/calendar year.

If your child
needs dental or

eye care
1 Children's glasses $25 copavment

Up to $70 for frame
Up to $50 for single vision lenses
Up to $75 for bifocal lenses
Up to $75 for progressive lenses

' Up to $100 for trifocal lenses

Coverage limited to one pair of
lenses/calendar year and one frame every
other calendar year.

Children's dental check-up Not covered
Dental benefits may be available as a
separate election.

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or document for more information and a list of any other excluded services.)
•  Cosmetic Surgery • Long Term Care • Private Duty Nursing
•  Dental Care (Adult) • Non-emergency care when traveling outside the U.S. • Weight Loss Programs
•  Infertility Treatment

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
•  Acupuncture • Chiropractic Care • Routine eye care (Adult) through VSP
♦  Bariatric Surgery • Hearing Aids • Routine Foot Care

Your Rights to Continue Coverage: There are agencies that can help If you want to continue your coverage after it ends. For more information, contact EBMS at
1-800-777-3575 or these agencies: Department of Labor's Employee Benefits Security Administration at 1 -866444-EBSA (3272) or www.dol.gov/agencies/ebsa/ or
Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1 -877-267-2323 x61565 or www.cciio.cms.gov. 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.qov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a compiaint against your plan for a denial of a cjaim. 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 documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plap. For more information about your rights, this notice, or assistance,
contact: EBMS at 1-800-777-3575 or the DOL's Employee Benefits Security Administration at 1-866-444-EBSA (3272). Additionally, a consumer assistance prograrn
can help you file your appeal. Contact your state's program if available at: http://www.cms.qov/CCIIO/Resources/CQnsumer-Assistance-Grants/.

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6. 2016
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Summ. )f Benefits and Coverage: What this Plan Covers & What You Pay i )
Public Education Health Trust: Plan F

- )overed Services Coverage Period: 07/01/2018 - /i)/2019
Coverage for: Member & Dependent(s) | Plan Type: PPO

About these Coverage Examples:

Ak
This Is not a cost estimator. Treatments shown are just examples of how this glan 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 sharina
amounts (deductibles, copayments and coinsurance) and excluded services under the p|^. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg Is Having a Baby
(9 months of in-network pre-natal care and a

hospital delivery)

Managing Joe's type 2 Diabetes
(a year of routine in-neKvork care of a vvelj-

controiled condition)

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

care)

The plan's overall deductible

Specialist coinsurance

Hospital (facility) coinsurance
Other coinsurance

$1,500
20%

20%

20%

The plan's overall deductible

Primary care physician copavment

Hospital (facility) coinsurance
Other coinsurance

$1,500
$25
20%

20%

The plan's overall deductible

Specialist coinsurance

Hospital (facility) coinsurance
Other coinsurance

$1,500
20%

20%

20%

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)

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)

Total Example Cost

In tjiiis example. Peg would^y:
Cost Sharing

Deductibles*

Copayments

Coinsurance

What isn't covered

Limits or exclusions

$12,800 Total Example Cost

$2,000

$120

$2,480

$60

In this example, Joe would pay:
Cost Sharing

Deductibles

Copayments

Coinsurance

What isn't covered

Limits or exclusions

$7,400

$1,500

$1,200

"$440

$60
The total Peg would pay Is $4,660 The total Joe would pay Is

Total Example Cost $1,900

In this ex^ple^ Mia would pay:
Cost Sharing

Deductibles* $1,900
Copayments $o
Coinsurance $0

What isn't covered

Limits or exclusions $o
$3,200 The total Mia would pay Is $1,900

Note; This plan has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?" row above.

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

This EXAMPLE event Includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

8 of 8 CP
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Employee
j^hlidjfenlcn^ovM

Plan A Medical

Plan 8 MecScol

Plan C Medical

Pion E Medical

Plon F Mecficol

Plan G Medical

HDHP

SHDHP

S1,9A5.00 $829.00 $1,740.00 $1,606.00

$1,546.00

$1,525.00

$1,408.00

$1,363.00

$1,276.00

$1,264.00

$1,175.00

$2,519.00
$1,891.00 $797.00 $1,673.00 $2,422.00
$1,663.00 $766.00 $1,650.00 $2,369.00

$1,721.00 $726.00 $1,525.00 $2,207.00
$1,690.00 $713.00 $1,498.00 $2.166 00
$1,562.00 $656.00 $1,362.00

$2,000.00

$1,569.00 $662.00 $1,390.00
$2,012.00

$1,435.00 $605.00 $1.271.00

Plan Dental A

Pion Dentol 6

PlgnPgnto! Value tVl

$143.60 $121.30 $129,90

$123.50

$56-90

$193.50

$183.90
$136,70 $54.90 $115.30

Ofthodontia Rider

□ □Lj
non

L.i □ □ □
□ [□□

ncnn
□ □an
r -ncc

Group hpi seldotsd to otter tytsdlCQl l>lon(s) Indtaptea above
Group tioi selected to otter Dental Plan(s) indicated above
Group has selected to otter Orthodontla. It Indicated above
aoup tsps selected to pay Coroposlte or H.reo tales, as Indicated above
Group wlU terminote coverage eftectlve July 1,2018



Sumrr Benefits and Coverage: What this Plan Covers & What You Pay )overed Services Coverage Period: 07/01/2018 - ) 0/2019
J'uWIc tducation Health Trust: Plan HDHP 1500 Coverage for: Member & Dependent{s) [ Plan Type: HDHP

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 pl^ (called the prernlum) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-866-247-1443 or visit

www.ebms.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copavment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.Qov/sbc-qlossarv or call 1-866-487-2365 to request a copy.
Important Questions Answers

What is the overall

deductible?

$1,500 single coverage or $3,000 family coverage.
Each JANUARY a new deductible amount is required.

Are there services

covered before you
meet your deductible?

Are there other

deductlbles for

specific services?

Yes. Preferred providers preventive care is covered before you meet
vour deductible.

Yes. $200 per inpatient admission, limited to two deductlbles per
covered person per calendar year; and $500 per non-medical
emergency room incident. There are no other specific deductlbles.

What is the out-of-

pocket limit for this

Plan?

What is not included

in the out-of-pocket

limit?

Medical coinsurance maximum out-of-pocket:

Preferred Providers: $3,500 single coverage I $7,000 family coverage
(not to exceed $3,500 per covered person): Non-Preferred Providers:
Unlimited. Super Global maximum out-of-pocket (is the most a
member will pay in a calendar year for deductlbles, copayments. and
coinsurance): Preferred Providers: $6,650 single coverage I $13,300
family coverage (not to exceed $6,650 per covered person); Non-
Preferred Providers: Unlimited._
Deductlbles are not included in the medical coinsurance maximum out-
of-pocket limit. Non-preferred provider or facility penalty, Vision
Service Plan benefits, prescription drua discounts or coupons, any
difference between the private and semi-private room rate when a
semi-private room is available, premiums, baiance-billino charges
(unless balanced billing is prohibited), and health care this plan doesn't
cover are not included in the medical coinsurance maximum out-of-

i pocket limit or the super gJoba[ maximum out-of-Docket limit.

Why This Matters:
Generally, you must pay all of the costs from providers up to the
deductible amount before this pjan begins to pay. If you have other
family members on the policy, the overall family deductible must be
met before the plan begins to pay.
This plan covers some items and services even if you haven't yet
met the deductible amount But a copavment 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.qov/coveraae/ preventive-care-benefits/.

You must pay all of the costs for these services up to the specific
deductible amount before this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for
covered services. If you have other family members in this plan, they
have to meet their own out-of-pocket limits until the overall family
out-of-pocket limit has been met.

in
X

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

r"

cP

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Summ Benefits and Coverage: What this Plan Covers & What You Pay I )bvered Services Coverage Period: 07/01/2018 - )o/2019
Public tducation Health Trust: Plan HDHP 1500 Coverage for: Member & Dependent{s) | Plan Type: HDHP

Will you pay less if
you use a network
provider?

Do you need a referral
to see a specialist?

Yes. Refer to your EBMS/Public Education Health Trust identification
card, or login to vww.ebms.com or call
1-866-247-1443 for a list of network providers.

No.

This £lan uses a provider network. You will pay iesFiTyou 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
pays (balance billing). Be aware, your network provider might use an
out-of-network provider for some services (such as lab work). Check

: with your pj;ovider before you get services.

; You can see the specialist you choose without a referral.

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

Common

Medical Event
Services You May Need

What You Will Pay i ■ c «, .
Preferred Provider Non-Preferred Provider limitations, Exceptions. & Other Important

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

If you visit a
healthcare

provider's office

Of clinic

1  -
i

If you have a test :

Pnmary care visit to treat
an injury or illness

Specialist visit

20% coinsurance

20% coinsurance

1 0% coinsurance up to the allowed ! Cnveragfi limitfid tn 20 uicitQ/raipnriar yo^f- fny
massage therapy. Coverage limited to 20

! 0% coinsurance up to the allowed visits/calenriar year fnr .spinal '
amount; 125% of Medicare manipulation/chiropractic services.

' Preventive care/

screenina/immunization

Diagnostic test (x-rav.

blood work)

No charge

j

20% coinsurance

: You may have to pay for services that aren't
0% coinsurance up to the allowed ^ preventive. Ask vour provider if the services
amount; 125% of Medicare needed are preventive. Then check what your

j £lan will pay fon. ^
0% coinsurance UP to the allowed i ' " i

amount; 125% of Medicare | None
Imaging (CT/PET scans, i
MRis) :

; 20% coinsurance
0% coinsurance up to the allowed i _

amount; 125% of Medicare ! Pre-notification is recommended.
If you need drugs
to treat your
illness or

condition

More information

about

prescription druo

coverage is

available at

mfVi.oDtumrx.com/

Preventive Care drugs

HDHP Expanded List of
Preventive Drugs

Generic drugs

Compound drugs

Preferred brand

name drugs
Non-preferred brand
name drugs

No Charge (retail or mail order)

20% coinsurance: deductible does not apply
(retail or mail order)

20% coinsurance (retail or mail order)

20% coinsurance (retail or mail order)

20% coinsurance (retail or mail order)

20% coinsurance (retail or mail order)

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016

Retail or mail order prescriptions are available up
to a 90-day supply per prescription. If a covered
person requests a preferred name drug when a
generic equivalent is available, they are
responsible for the preferred name drug
coinsurance plus the difference in cost between
the preferred name drug and the generic drug.
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Summ )-f Benefits and Coverage: What this Plan Covers & What You Pay. ^overed Services Coverage Period; 07/01/2018 - )v0/2019
P^Uc tducation Health Trust: Plan HDHP 1500 Coverage for: Member & Dependent(s) | Plan Type: HDHP

Common

Medical Event

I mvOptumRx or

I call 1-855-395-
j 2022.

I

If you have
outpatient
surgery

If you have a
hospital stay

Services You May Need

Soecialtv druos

- Value specialty drugs
- Formulary specialty
- Non-formulary

specialty
Facility fee (e.g.,
ambulatory surgery
center)

If you need
immediate

medical attention

Physician/surgeon fees

Emerqencv room care

- Medical Emergency
- Non-medical

Emergency

What You Will Pay
Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

50% coinsurance up to $100
50% coinsurance up to $400
50% coinsurance up to $600

20% coinsurance

20% coinsurance

Not Covered

0% coinsurance up to the allowed
amount; 125% of Medicare

Limitations, Exceptions, & Other Important
Information

Limited up to a 30-day supply per prescription and
must be obtained through the Specialty Pharmacy
Program. Only the first fill will be available
through the retail pharmacy benefit.

Pre-notlflcatlon Is recommended.

0% coinsurance up to the allowed
amount; 125% of Medicare

-..4-

Emerqencv medical

transportation

- Ground ambulance

- Air ambulance

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fees

20% coinsurance

20% coinsurance after

overall deductible and

$500/vislt emergency room
deductible

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $500/vlslt
emergency room deductible

None

Coverage limited to services from the nearest
hospital where professional and necessary
treatment can be provided due to a Medical
Emergency. The emergency room deductible Is
waived for medical emergency, accidental Injury,
or If admitted as an inpatlent.

20% coinsurance

0% coinsurance up to the allowed amount;
125% of Medicare

20% coinsurance
0% coinsurance up to the allowed
amount; 125% of Medicare

Coverage limited to services to the nearest
hospital or skilled nursing facility where
professional and necessary treatment can be
provided as medically necessary. Pre-notificatlon
is strongly recommended for air ambulance

j services. Please Caii 1-800-228-9118.

20% coinsurance after

overall deductible and $200/

admission Inpatlent
deductible

None

20% coinsurance

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $200/
admission jnpatlent deductible
0% coinsurance up to the aliowed
amount; 125% of Medicare

Pre-notiflcatlon Is recommended. The Inpatlent
deductible will only be applied twice/calendar year
per covered person.
CoverageJmited to the serni-prlvate room rate.

None

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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Sumrr Vf Benefits and Coverage: What this Plan Covers & What You Pay! I
Public tducatlon Health Trust: Plan HDHP 1500

overed Services Coverage Period: 07/01/2018 - ^0/2019
Coverage for; Member & Dependent{s) [ Plan Type; HDHP

Common WhatYou Will Pay
Medical Event Services You May Need Preferred Provider Non-Preferred Provider

(You will pay the least) (You will pay the most)

If you need
mental health,

behavioral health,
or substance

abuse services

Outpatient services

inpatient services

-i-

If you are
pregnant

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
services

If you need help
recovering or
have other

special health
needs

Home health care

Rehabilitation services

Habllitation services

20% coinsurance

20% coinsurance after

overall deductible and $200/
admission inpatient
deductible

20% coinsurance

20% coinsurance

20% coinsurance after

overall deductible and $200/

admission Inpatient
deductible

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $200/

admission inpatient deductible

0% coinsurance up to the allowed
amount; 125% of Medicare

0% coinsurance up to the allowed
amount; 125% of Medicare

20% coinsurance

Outpatient:

20% coinsurance

Inpatient:

20% coinsurance after

overall deductible and $200/
admission inpatient
deductible

0% coinsurance up to the allowed
amount: 125% of Medicare after

overall deductible and $200/

admission inpatient deductible
0% coinsurance up to the allowed
amount; 125% of Medicare

Outpatient:

0% coinsurance up to the allowed
amount; 125% of Medicare

Inpatient:

0% coinsurance up to the allowed
amount; 125% of Medicare after

overall deductible and $200/

admission inpatient deductible

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016

Limitations, Exceptions, & Other Important
Information

None

Pre-notification is recommended. The inpatient
deductible will only be applied twice/calendar year
per covered person.
Coverage limited to the semi-private room rate.
Maternity benefits only apply to covered
employee or covered spouse. Cost sharinc does
not apply to certain preventive services.
Depending on the type of services, coinsurance
may apply. Maternity care may include tests and
services described elsewhere in the SBC (e.g.
jiltrasound).

The inpatient deductible will only be applied
twice/calendar year per covered person.
Coverage limited to the semi-private room rate.

None

Pre-notification is recommended, the inpatient
deductible will only be applied twice/calendar year
per covered person.
Inpatient is limited to 180 combined
days/calendar year for Inpatient Rehabilitation
Therapy and Skilled Nursing Facility and subject
to the semi-private room rate.
Outpatient includes speech, physical, and
occupational therapies. Physical and
occupational therapies are limited to 20 visits per
therapy/calendar year.

4 of 7
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Summ Benefits and Coverage: What this Plan Covers & What You Pay I )overed Services Coverage Period: 07/01/2018 - ) 0/2019
Public tducation Health Trust: Plan HDHP 1500 Coverage for: Member & Dependent{s) | Plan Type: HDHP

Common

Medical Event
Services You May Need

What You Will Pay
Preferred Provider Non-Preferred Provider

(YP" will pay the least) (You will pay the most)

Skilled nursino care

20% coinsurance after 0% coinsurance ud to the allowed

overall deductible and $200/ amount: 125% of Medioare after

admission inpatient overall deductible and $200/

deductible admission inpatient deductible

Durable medical

eauioment
20% coinsurance

Hosoice services 20% coinsurance 1 c°ins"rance up to the allowed
amount; 125% of Medicare

Limitations, Exceptions, & Other Important
Information

Pre-notification is recommended. The inpatient
deductible wiii only be applied twice/calendar year
per covered person. Coverage limited to 180
combined days/calendar year for inpatient
Rehabilitation Therapy and Skilled Nursing
Facility and subject to the semi-private room rate.

Pre-notification is recommended for DME
expenses over $2,000.

Pre-notification is recommended.

Children's eye exam No charge Not Covered

If your child
needs dental or

eye care
Children's glasses $25 copavment Not Covered

Children's dental

check-up Not Covered

PEHT has contracted with Vision Service Plan
(VSP) to provide vision care services.
Coverage limited to one exam/calendar year.
Coverage limited to one pair of glasses/ caienS
year when chosen from VSP's Pediatric
Exchange Coiiection; otherwise, 20% savings on
other frame brands. Lens enhancements are

excluded.

Dental benefits may be available as a separate"
election.

Excluded Services & Other Covered Services:

Services Your Pl^ Generally Does NOT Cover (Check your policy or plan document for more Information and alist of any other excluded services.)
•  Cosmetic Surgery • Long Term Care • Private Duty Nursing
•  Dental Care (Adult) • Non-emergency care when traveling outside the U.S. • Weight Loss Programs
•  infertility Treatment

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
•  Acupuncture • Chiropractic Care « Routine eye care (Adult) Exam only through VSP
•  Bariatric Surgery * Hearing Aids • Routine Foot Care

0MB Control Numbers 1545-2229,1210-0147, and 0938-1146, Released on April 6, 2016
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SumrtL )yf Benefits and Coverage: What this Plan Covers & What You Pay
Public Education Health Trust: Plan HDHP 1500

About these Coverage Examples:

) )overed Services Coverage Period; 07/01/2018 - ^ 0/2019
Coverage for: Member & Dependent(s) | Plan Type: HDHP

4k
This is not a cost estimator. Treatments shown are just examples of how this 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 sharlno
amounts fdeductibles. copayments and coinsurance) and excluded services under the Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
{9 months of in-network pre-natal care and a

hospital delivery)

■ The plan's overall deductible $1,500
■ Specialist coinsurance 20%

■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%

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
{3 year of routine in-nehvork care of a well-

controlied condition)

The plan's overall deductible

Primary care phvsician coinsurance

Hospital (facility) coinsurance
Other coinsurance

$1,500
20%

20%

20%

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)

■ The plan's overall deductible $1,500
■ Specialist coinsurance 20%
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%

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 $12,800

In this example, Peg would pay:
Cost Sharing

Deductibles*

Copayments

Coinsurance

What isnl covered

Limits or exclusions

$2,000

$0

$2,530

$60

Total Example Cost

In this example, Joe would pay:

Cost Sharing
Deductibles

Copayments

Coinsurance

What isn't covert
Limits or exclusions

$7,400 Total Example Cost

The total Peg would pay Is

$1,500

$0

UMO

$60

In this example, Mia would pay:
Cosf Sharing

Deductibles*

Copayments

Coinsurance

What isn't covered

Limits or exclusions

$4,590 The total Joe would pay Is

$1,900

$1,900

$0

$0

$0
$3,000 The total Mia would pay is $1,900

*Note: This fiiaQ has other deductibles for specific services included in this coverage example. See "Are there other deductibles for specific services?" row above.
cP

The Plan would be responsible for the other costs of these EXAMPLE covered services. 7 of 7



Health Insurance Premiums FY19

^2S Desk Reference - Deductions

EE Per ER Per

<
FTE

Payroll

Premium

Total EE

Premium

Payroll

Premium

ToUl ER

Premium Annual Amount
w
(A
z

.50 - 1.0 t ?5.5.nfi £ 4.591.OR

A/B Plan (with Ortho)
£1,162.67 4 ?n 9?R 1?

.50 - 1.0 S 187.nfi $  3.367.08

C/B Plan (with Ortho)
£1.162.67 i 20.928.12 $

.50 - 1.0 $ 71.73 £  1.291.14
F/B Plan (with Ortho)

£1.162.67 $ 20.928.06 £ 23.71<)-?n

EE Per ER Per

FTE

Payroll

Premium

Total EE

Premium

Payroll

Premium

Total ER

Premium

.875 - 1.0

,75 - .874

.49 • .74

$ 229.90
$ 522.70
t 81.5..51

$ 4.138.20
$  9.408.60

£ 14.679.18

A/B Plan
$1,171.23 i
$878.43
£585.62 4

21,082.20
15,811.80
10.541.22

$

$

25,220.40
25,220.40

.875 - 1.0

.75 - .874

.49 - .74

$ 330.83
$ 623.64

$ 916.45

A/B Plan - Previously Waived (no qualifying event)
£  5.954.94 $1,070.30 i
$ 11.225.52 $777.49 :
£ 16.496.10 £484.68 <

19,265.46

13,994.88
8.724.30

$

$
$

25,220.40

25,220.40

CEA

.875 - 1.0

.75 -.874

.49 - .74

$ 161.90

$ 454.70

$ 747.51

$  2.914.20

$  8.184.60

£ 13,455.18

C/B Plan
$1,171.23 $
$878.43 ■
£585.67 4

21,082.20

15,811.80
10.541.22

$

$

23,996.40

23,996.40

.875 - 1.0

.75 - .874

.49 - .74

$ 262.83

$ 555.64
£ 848.45

C/B Plan - Previously Waived (no qualif^ng event)
$  4.730.94 £1,070.30 $
$ 10.001.52 $777.49 «
£ 15.272.10 £484.68 «

19,265.46
13,994.88

8.724.30

$

£
£

23,996.40
23,996.40

.875 - 1.0

.75 • .874

.49 - .74

$ 46.56
$ 339.37

t 632.18

$  838.08
$  6.106.66
$ 11.379.24

F/B Plan

$1,171.24 $
$878.43 i
$585.62 <

21,082.32

15,811.74
10.541.16

£

£
$

21,920.40

21,920.40

.875 - 1.0

.75 - .874

.49 - .74

$ 147.50
$ 440.30
S 733.11

F/B Plan - Previously Waived (no qualifying event)
$  2.655.00 $1,070.30 $
$  7,925.40 $777.50 $
$ 13.195.98 £484.69 $

19.265.40

13,995.00
8.724.42

£
$
$

21,920.40

21,920.40

.875 • 1.0

.75 - .874

.49 • .74

Catastrophic Health Plan
$
$ 269.81
$ 539.63

$
$  4,856.58
£  9.713.34

£1,079.27 4
$809.46 $
£539.64 4

19,426.80
14,570.22
9.713.46

$
£
£

19,426.80
19,426.80
19.426 fin

n EE Per ERPer
u
w

cT
111

X

FTE

Payroll
Premium

Total EE

Premium

Payroll
Premium

Total ER

Premium Annual Amount

1.0 $ 255.06 $  4.591.OR

A/B Plan (with Ortho)
$1,162.67 4 20.928.12

lU

1.0 £ 187.06 £  3.367.08

C/B Plan (with Ortho)
$1,162.67 4 20.928.12 $

z
mt

1.0 £ 71.73 £  1.291.14

F/B Plan (with Ortho)
£1.162.67 4 20.928.06 $

z
1.0

Catastrophic Health Plan
$  - $1,079.27 $ 19,426.80 £ 19.426.fin

EE Per ER Per

FTE

Payroll

Premium

Total EE

Premium

Payroll Total ER

Premium Premium Annual Amount

1.0 £ 232.70 £  4.179.60

A/B Plan (With Ortho)
£1.185.53 4 21.339.60 $

< 1.0 £ 350.75

A/B Plan - Previously Waived (no quaHfying event)
$  6.313.50 $1,066.98 « 19.205.70

a.
w 1.0 £ 164.20 $  2.955.60

C/B Plan (with Ortho)
$1.185..5.3 4 21.339.60

z

1.0 $ 282.7.5

C/B Plan - Previously Waived (no qualifying event)
$  5.089.50 $1,066.98 « 19.205.70

1.0 £ 48.86 £  879.48

F/B Plan (with Ortho)
$1,185.53 4 21.339.72

1.0 S 167.4?

F/B Plan - Previously Waived (no qualifying event)
$  3.013.56 $1,066.98 4 19.205.64

1.0
5  -

Catastrophic Health Plan
$  - $1,079.27 « 19,426.80 £ 19.426.80
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All teachers hired after June 30, 2005, will have their paychecks automatically deposited
in one or more financial institutions of their choosing. The request will be maHp on a
form provided by the Payroll Office. Provided all information on the auto deposit form is
validated by the financial institution(s), the automatic deposit should commence the
second payday following the submission of the request. Teachers wishing to change the
automatic deposit arrangement must notify the Payroll Office by using an approved form.
Changes are subject to the same validation process discussed above and should
commence on the second payday following submission of the change request.

IV. Non-Automatic Deposit

Teachers hired before July 1, 2005, may maintain their present method of payment.
Payment will be held at the District office until the end of the payday, then mailed to the
employee's home address.

111 HEALTH PLAN

The District agrees to offer options for health plan coverage, as described below, begmning the
first day of the month following thirty (30) days of employment and continuing until en^iloyment
termination. For employees who elect to participate in the District's health benefits plan,
coverage will extend until August 31 for any terminating teacher who holds and completes a full
year contract. Terminating teachers who qualify for health coverage under the Alaska Teachers'
Retirement System (TRS) do not qualify for health coverage under the District's plan. An
employee has the option to continue health plan coverage at his/her own expense during a long-
term leave of absence.

Enq)loyees may choose not to be covered by District health benefits and therefore not required to
make an employee contribution, provided the employee signs a statement attesting that he/she is
covered by other health insurance. En:q)loyees who wish to enroll a spouse and/or children in the
District's plan may do so by completing the proper paperwork and providing the required
supporting documentation to Human Resources in a timely manner.

The District offers a Plan Option A, a Plan Option B, and a Plan Option C. Plan options,
benefits, and criteria for participation are described in the Summary Plan Description. The
District shall provide each employee with a copy of the Summary Plan Description describing
health care benefits and shall inform employees of any changes in benefits annually

En^loyee contributions to the District's plan in the form of payroll deductions will be based on a
tiered structure as follows:

Enqjloyee Only
En^loyee + Spouse or Employee + Child(ren)
Employee + Family

Employee contributions are based on actuaries, provided by the Health Plan Consultant, of total
health plan costs and are dependent on which family tier of coverage is selected. Enqjioyee
contributions will be deducted fi-om employee paychecks over nineteen (19) pay periods
beginning with the first pay check in September.

Total employee dollar share of health plan costs is based on the negotiated employee percentage
as ̂ plied to plan costs. For the 2017, 2018 and 2019 plan years the Standard group health plan,
(Plan A), the District shall pay 80% and the en^loyee shall pay 20% of the health plan costs. Plan
A will not be an option for new District employees after January 1,2017.
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The High Deductible Health Plan (HDHP) (Plan B and Plan C), the District shall pay 100% and
an employee shall pay 0% of the health plan costs for 2017, 2018 and 2019. The dollar amount
for the 100% rate in 2019 will become a hard cap of District contribution for ensuing years.

Health Plan Employee Contribution Calculation

1. The following definitions will qsply:

•  Base-Employee-Contribution - For 2017 & 2018 the amount equal to the Employee-
Dollar-Share divided by the number of Eligible Positions. Beginning in the plan
year 2019 Base-Employee Contribution is the amount equal to the Employee-Dollar
Share divided by the number of Participating Employees.

•  Employee Contributions - amounts collected fiom employees during the period of
September through May of the fiscal year.

•  En^loyee Percentage - the negotiated percentage that will be applied to Plan-Costs to
calculate the Employee-Dollar-Share.

•  En^loyee-DoUar-Share - the amount equal to Plan-Costs multiplied by the Employee
Percentage and is used to calculate the Base-Employee-Contribution.

•  Eligible Positions - the number of benefit eligible employees on April 1 of the previous plan
year.

•  Participating Employees - the number of benefit eligible enqjloyees who are enrolled in
the plan on April 1 of the previous plan year.

•  Expected Contribution - For 2017 and 2018 plan year is the amount expected to be
collected during the fiscal year and is equal to the number of Eligible Positions times
the Base-Enqjloyee Contribution. For the 2019 plan year the amount expected to be
collected during the fiscal year is equal to the number of Enrolled Active Plan
Participants times the Base-Enqsloyee Contribution.

•  Plan-Costs - the current year of the actuarial costs as supplied by the health plan
consultant.

2. Calculating Tiered En5)loyee Contribution Rates:

At the end of each fiscal year the District will calculate the Base-Employee-Contribution for
the next plan year which begins on January 1. An employee's contribution for Plan Option A
will be based on a negotiated formula applied to the tiered structure as follows:

Employee Only 75% of the Base-Emplovee-Contribution

Employee + Spouse or Employee + ChilcKrenl 100% of the Base-Emplnyee-Contribution

Employee + Family 125% of the Base-Enrolovee-Contribution

For the 2017, 2018 & 2019 year the employee's annual contribution for Plan Option B and
Option C will be $0.00. The dollar amount of the District contribution in 2019 will become a
hard cap of District contribution for ensuing years.

For part-time employees, the contribution rate is two (2) times the fidl-time employee rate.

14



Health plan costs are composed of claims paid, the costs of administering the health care plan by
the third party administrator or its successor(s), aggregate and specific stop-loss premiums,
utilization review fees, case management costs, health program audit rewards, PA Clinic,
wellness initiative costs, COBRA premium receipts, refimds, consultant fees, and any added costs
resulting fi-om changes in the administration of the health benefits plan agreed to by the parties
during the term of the collective bargaining agreement or due to any requirement inposed by
state or federal law.

A Joint Committee on Health Benefits (Joint Committee) shall be composed of three (3)
representatives selected by the Fairbanks Education Association, three (3) rqrresentatives
selected by the Education Support Staff Association, one (1) representative selected by the
Fairbanks Principals' Association, the Fairbanks North Star Borough Risk Manager as a non-
voting member, and three (3) r^esentatives selected by the Superintendent. The Joint
Committee shall select a chairperson fi-om its membership. A quorum for the meetings shall
require no fewer than seven (7) committee members. The Joint Committee will conduct a formal
vote on any proposed changes in benefits. Passage of motions requires a super majority vote of
seventy-five percent (75%). Minutes shall be taken of the meetings.

The Joint Committee shall be empowered to determine health care benefits to be provided, which
shall be formalized through a memorandum of agreement between the District and a designated
representative of each affected employee group. "Health care benefits" shall include dates of
eligibility for coverage, benefit schedules, deductibles, co-payment provisions, preferred provider
programs, wellness programs, and other options designed to contain costs while ei^ancing
benefit options. The District shall not be required to adopt changes made by this committee
which would:

a. Result in violations of established laws or regulations;
b. Alter the administration or management of health care benefits;
c. Result in a cost increase to the Plan of more than five percent (5%); or
d. Be detrimental to the financial interests of the District, as determined by the

Superintendent

The District agrees to work with the Joint Committee to provide reasonable time for meetings and
provide adequate support, including an expert hedth care consultant for plan design.
Administrative leave will be provided for all participants.

Plan B will be a qualified High Deductible plan ehgible for Health Savings Accormt (HSA) and
Plan C will be a qualified high Deductible plan eligible for Health Reimbursement Arrangements
(HRA),

For employees enrolled and participating in a qualifying Health Savings Account (HSA) "Plan B"
or a Health Reimbursement Arrangement (HRA) "Plan C" the District will make a seven hundred
fifty ($750) dollar contribution each year.

112 LIFE INSURANCE

The District shall provide group term life insurance for each member of the bargaining unit in an
amount equal to the teacheai's annual salary rounded up to the nearest thousand. The policy shall
include a double indemnity provision.

A teacher has the option to continue District group tran life insurance coverage at his/her own
expense during a long-term leave of absence.
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) Fairbanks North Star. ̂ ugh School District

Summary of Rate Calculation for 2019

)

Estimated Plan Costs (Per Covered EE / mo)

Estimated Plan Costs (Total*)

Adjustment for contribution excess / (shortfall)

Risk Management/SD Admin Expenses

Total Plan Costs

♦Assumes 1,558 covered Ees / mo

Med/Rx

$1,789
OVA

$186
Total

$1,975
$33,442,476 $3,484,917 $36,927,393.21

$10,491 $0 $10,491
$564,857 $0 $564,857

$34,017,824 $3,484,917 $37,502,742

This is the composite for all plans (A, B, and C)

Employee Dollar Share
(=20% of plan costs)

$6,803,565 $696,983 $7,500,548

Base-Employee-Contribution
(= EE Dollar Share / covered EEs)
♦♦ Used 1,558

$4,366.86 $447.36 $4,814.22

Tiered Rates for Plan A

Employee Only (75% of Base-EE-Cont)
Emp + Sp or Ch (100% of Base-EE-Cont)
Employee + Fam (125% of Base-EE Cont)

$3,275.14
$4,366.86
$5,458.57

$335.52
$447.36
$559.20

$3,610.66
$4,814.22
$6,017.77

Tiered Rates for Plan A per pay period
Employee Only
Emp + Sp or Ch
Employee + Fam

$172.38
$229.83
$287.29

$17.66
$23.55
$29.43

$190.03
$253.38
$316.72

OA
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ARTICLE 11 - VACATION TIME FOR NINE AND TEN MONTH EMPLOYEES

a. Education support employees employed for nine (9) and ten (10) months per year shall receive
the same winter vacation days as regular classroom teachers. School term employees shall be
paid for these days.

b. Education support employees employed for nine (9) and ten (10) months per year shall receive
three (3) paid vacation days at Spring Break subject to the school term calendar approved by the
School Board. Two (2) of these three (3) days may be taken anytime throughout die year in
exchange for Leave Without Pay (LWOP) during Spring Break.

ARTICLE 12 - HOLIDAYS

Holidays are:

a. New Year's Day

b. Martin Luther King Jr. Day

c. Two (2) paid holidays during spring break if scheduled on the school calendar and not used for
make-up of school closure. If spring break is calendared for more dian two (2) days, the
Superintendent shall designate which days will be the holidays.

d. Memorial Day

e. Independence Day

f. The day before or the day after Mdqiendence Day
(The Superintendent shall select the day.)

g. Labor Day

h. Thanksgiving Day

i. The day after Thanksgiving

j. Christmas Day

k. The day before or the day after Christmas
(The Superintendent shall select die day.)

1. Additional holidays as declared by the School Board.

ARTICLE 13-HEALTH PLAN

13.1 Health Plan

The District agrees to offer options for health plan coverage, as described below, beginning the first day
of the month following thirty (30) days of enqiloyment and continuing until enqiloyment termination.
For ̂ ployees who elect to participate in the district's health plan, coverage will extend until August
31 for any terminating en^loyee who holds and conqiletes a fiill year contract Retired teachers who
qualify for health coverage under the Alaska Teachers' Retirement System (TRS) do not qualify for
health coverage under the district's health plan. An employee has the option to continue health plan
coverage at his/her own expense during a long-term leave of absence.

Enqiloyees may choose not to be covered by district health plan and therefore not required to make an
enq)loyee contribution, provided the employee signs a statement attesting that he/she is covered by other
health insurance. Employees who wish to enroll a spouse and/or children in the district's plan may do
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so by completing the proper paperwork and providing the required supporting documentation to Human
Resources in a timely manner.

The District offem a Plan Option A, Plan Option B, and Plan Option C. Plan options, benefits, and
criteria for participation are described in the Summary Plan Description and are subject to revision by
the Joint Committee on Health Benefits. The District shall provide each employee with a copy of the
Summary Plan Description describing health care benefits and shall inform employees of any changes
in benefits annually. Plan A will not be an q)tion for new District employees a^r January 1,2017.

En^loyee contributions to the District's plan in the form ofpayroll deductions will be based on a family
tiered structure as follows: .

Enq)loyee Only
Employee + Spouse or Employee + Child(ren)
Employee + Family

Employee contributions are based on actuaries, provided by the health plan consultant, of total health
plan costs and are dependent on which tier of coverage is selected. Employee contributions will be
deducted fi-om employee paychecks over nineteen (19) pay periods beginning with the first pay check
in September.

Total employee dollar share of health plan costs is based on the negotiated employee percentage as
applied to average plan costs. For the 2017,2018, and 2019 plan years the Standard group health plan,
(Plan A), the District shall pay 80% and the enqiloyees shall pay 20% of the health plan costs. Plan A
will not be an option for new to District enq>loyees after January 1,2017.

The High Deductible Health Plan (HDHP) (Plan B and Plan C), the District shall pay 100% and the
enq)loyee shall pay 0% of the health plan costs for 2017, 2018, and 2019. The dollar amount of the
100% rate in 2019 will become a hard cap of District contribution for ensuing years.

13.2 Health Plan Employee Contribution Calculation

a. For the purposes of Article 13, the following definitions will apply:

•  Base-Employee-Contribution - for 2017 & 2018 the amount equal to the Employee-Dollar-
Share divided by the number of eligible positions. Beginning in the plan year 2019, Base-
Employee Contribution is the amount equal to the Employee-Dollar-Share divided by the
number of participating en^loyees.

•  Eligible Positions - the number of benefit-eligible employees who are enrolled in the plan on
April 1" of the previous plan year.

•  Employee Contributions - amounts collected from employees during the period of September
through May of the fiscal year.

•  Employee Percentage - the negotiated percentage that will be applied to Plan-Costs to calculate
the Employee-Dollar-Share.

•  Employee-Dollar-Share - the amount equal to Plan-Costs multiplied by the Employee
Percentage and is used to calculate the Base-Employee-Contribution.

•  Participating Employees - the number of benefit eligible employees who are enrolled in the
plan on April P' of the previous plan year.

•  Expected Contribution - for the 2017 and 2018 plan years, the amount expected to be collected
during the fiscal year and is equal to the number of eligible positions times the Base-Employee-
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Contribution. For the 2019 plan year, the amount expected to be collected during the fiscal year
is equal to the number of enrolled active plan participants, times the Base-Employee
Contribution.

•  Plan-Costs- the current year of the actuarial costs, as supplied by the health plan consultant

b. Calculating Tiered Employee Contribution Rates

At the end of each fiscal year the District will calculate the Bas6-En:q)loyee-Contribution for the
next plan year which begins on January 1st An enq)loyee's contribution for Plan Option A will be
based on a negotiated formula ̂ lied to the tiered structure as follows:

Eiiq)loyee Only 75% of the Base-En:q)loyee-Contribution
En:q)loyee + Spouse or En:q)loyee + Child(ren) 100% of the Base-En^loyee-Contribution
Enq)loyee + Family 125% of the Base-En^loyee-Contribution

For the 2017, 2018, and 2019 years, die enq)loyee*s annual contribution for Plan Option B and Plan
Option C will be zero dollars ($0). llie dollar amount of die District contribution in 2019 will become
a hard cap of District contribution for ensuing years.

For part-time employees, the contribution rate is two (2) times the full-time enqiloyee rate.

c. Employee-Dollar-Share Adjustment

An important cost sharing feature of the plan concerns over or under collections of eiqiected
contributions. If the actual enqiloyee contributions collected are below the expected contribution
at the end of a given fiscal year, the underpayment will be added to the Employee-Dollar-Share in
the next plan year. If the actual en^loyee contributions collected are above die expected
contribution, die overpayment will be deducted fixim the Employee-Dollar-Share in die next plan
year.

Health plan costs are conqiosed of claims paid, die costs of administering the healdi care plan by die
third party administrator or its successor's), aggregate and specific stop-loss premiums, utilization
review fees, case management costs, health program audit rewards, PA Clinic, wellness initiative costs,
COBRA premium receipts, refunds, consultant fees, and any added costs resulting fixim changes in die
administration of the health benefits plan agreed to by the parties during the term of the collective
bargaining agreement or due to any requirement inqiosed by state or federal law.

13.3 Joint Committee on Health Benefits

A Joint Committee on Health Benefits (Joint Committee) shall be composed of three (3) representatives
selected by the Fairbanks Education Association, three (3) representatives selected by the Education
Support Staff Association, one (1) rqiresentative selected by the Fairbanks Principals' Association, the
Fairbanks North Star Borough Risk Manager as a non-voting member, and three (3) reinesentatives
selected by the Superintendent. The Joint Committee shall select a chairperson fi'om its membership.
A quorum for the meetings shall require no fewer than seven (7) committee meinbers. The Joint
Committee will conduct a formal vote on any proposed changes in benefits. Passage ofmotions requires
a super majority vote of seventy-five percent (75%). Minutes shall be taken of the meetings.

The Joint Committee shall be enpowered to determine health care benefits to be provided, which shall
be formalized through a m^orandum of agreement between the District and a designated
rq)resentative of each affected en:q)loyee groiq). "Health care benefits" shall include dates of
eligibility for coverage, benefit schedules, deductibles, co-payment provisions, preferred provider
programs, wellness programs, and otiier options designed to enhance benefit options while containing
costs. The District shall not be required to adopt changes made by this committee which would:
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a. result in violations of established laws or regulations;
b. alter the administration or management of health care benefits;
c. result in a cost increase to the Plan of more than five percent (S%); or
d. be detrimental to the financial interests of the District, as determined by the

Superintendent

The District agrees to work with the Joint Committee to provide reasonable time for meetings and
provide adequate support, including an expert health care consultant for plan design. Administrative
leave will be provid^ for all participants.

13.4 Health Savings Account (HSA)/ Health Reimbursement Arrangements (HRA)

Plan B will be a qualified High Deductible plan eligible for a Health Savings Account (HSA) and Plan
C will be a qualified High Deductible plan eligible for Health Reimbursement Arrangements (HRA).

For eiiq)loyees enrolled and participating in a qualifying Health Savings Account (HSA) *Tlan B*' or a
Health Reimbursemait Arrangement (HRA) *Tlan C", the District will make a seven hundred fi%
($750) dollar contribution each year. For part-time eiiq)loyees, the HRA and HSA contribution of fifty
percent (50%) of the full-time en:q)loyee rate for 2017 and 2018. Part-time enq)loyees will receive the
same HSA and HRA contribution rate as full-time enqiloyees after 2018.

13.5 Life Insurance

The District shall provide groiq) life insurance for each member of the bargaining imit in an amount
equal to die enqiloyee's annual salary rounded iqi to the nearest thousand. The policy shall include a
double indemnity provision.

The enqiloyee has the option to continue group life insurance coverage at his/h^ own expense during a
long-t^m leave of absence.

ARTICLE 14 - DUES CHECKOFF AND PAYROLL DEDUCTIONS

14.1 Dues and Payroll Deductions

Enqiloyees who desire to have dues or fees, as specified in this Agreement, deducted from the pay to
which they would oth^wise be entitled, and to have those funds paid to the ESSA, shall authorize such
payroll deductions by executing a check-off on a form mutually agreed to by the parties to diis
Agreement. Upon receiving such authorization, the District shall make the deductions so authorized
and pron^tly forward these deductions to the ESSA. No other enqiloyee organization shall be accorded
payroll deduction privileges with regard to the District education support enqiloyees. The ESSA shall
immediately notify the District in writing of any decrease or increase in authorized dues or fees to be
deducted. The District shall make the appropriate adjustment in payroll deductions upon receipt of the
en:q}loyee authorization for the change. Should an employee tenqjorarily be in an unpaid status, die
District shall continue to accoimt for the dues arrearage and shall n^e the deduction from the
enqiloyee's pay upon retum to paid status. An employee who wants to establish a repayment plan must
contact the payroll office. The District shall remit enqiloyee-authoiized ESSA deductions to the duly
authorized rqiresentative of the ESSA, together with a list of names of the enqiloyees from whom
payroll deductions are made. The ESSA agrees to hold the District fiee from all liabilities in connection
with the collection of dues or fees, except that the District shall be held to the exercise of ordinary
diligence and care in the transmittal of the monies to the ESSA.

14.2 Agency Fee

a. The ESSA, as the exclusive representative of all the members of die bargaining unit, shall
represent £dl such persons fairly and equally, and all persons in the bargaining unit shall be
required to pay the agency fee to the ESSA. No person shall be required to join the ESSA, but
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Medical and Prescription Drug Benefits
Three Plan Options Offered for 2019 - Now Is the time to review your medical benefit elections. The premium for Plan A has Increased for 2019. All deducdbles
have remained the same.

PLAN A
• Payroll deduction required
•  Lowest medical deductlbles

• Prescription copays apply, and prescriptions
are not subject to the medical deductible

• Can use the Coalition Health Center

Can enroll In the fSA

• Can use BridgeHealth

• CanuseTeladoc

. NoHSA

• NoHRA

PLAN B
No employee cost
High Deductible Health Plan (HDHP) that
qualities for HSA contributions

Ifyou have family members covered under
the plan, the family deductible applies
Prescriptions are covered under medical
and subject to the medical deductible and
coinsurance

Cannot use the Coalition Health Center

Can enroll In the FSA

Can use BridgeHealth

Can use Teladoc

Can contribute to an HSA; FNSBSD will
contribute $750 to your HSA on your behalf
NoHRA

No employee cost

Identical to Plan A except Plan C has higher
deductlbles and higher out-of-podcet
maximum for Individuals

Prescription copays apply, and prescriptions
are not subject to the medical deductible

Can use the Coalition Health Center

Can enroll in the FSA

Can use BridgeHealth

Can use Teladoc

FNSBSD will contribute $750 to an HRA on
your behalf

May be a good option for employees with
other coverage

"Only benefit eligible employees hired on or before January 1,2017 may select Plan A. All employees, and those hired or rehlred, after January 1,2017 may
choose Plan 8 or Plan C. Ail employees have the option to waive medical coverage.
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Employee CoiitrU)utioiisfor EuK-nme
Employees* (per pay period)

Employee Only

Employee & Spouse

Employee &Child(ren)

Employee St Family

Annual Deductible

Reimbursement Percentage

Medical Out-of-Pocket Limit

(after deductible)

a^reventlveCare

(.oalitlon Heaiti) Center

PRO provisions

Teladoc

MEDICAL PLAN A MEDICAL PLAN B MEDICAL PLAN C

$17230($3^73.77 annually)

$229.74 ($4366i)2 annually)

$229.74 ($4365.02 annualy)

$287.17 ($5,456J8 annually}

$1,000 per person
$3,000 pertimiiy

$0.00

$aoo

$0.00

$aoo

$2,500 self only
$5,000famdy

sojio

$aoo

$0.00

$aoD

$34)00 per person
$64)00 per femily

Plan pays 80% of allowable charges. You p^ 20% up to the nKdkBl out-of-pocket Nmit

$2,000 per person $2,000 per person $24)00 per person
$64)00pef family $8,000 perfamify $44)00 per family

Plan pays 100% ofallowable charges. Not sufa^ to the deductStle

$10 copay per visit
$Oa)pay for preventive services Not available

$10 copay per visit
$0 copay for preventive sertdces

Services are reimbursed at 60% ofallowable charges and the ouHrf-pocket limit is doubled.
Applies to all non-PPO facllitjes inside and outside Alaska and to alt non-PPO {voviders outside Alaska.

S5 $40 or less $5

Prescription Drug Benefits
Participating Retail Pharmacy
(up to a 30-day supply allowed)

Generic

Preferred Brand

Non-Preferred Brand

Specialty Medication

Participating Mall Order Pharmacy
(up to a 90-day supply allowed)

Generic

Preferred Brand

Non-Preferred Brand

Specialty Medication (30-day supply)

Ihrescription Out-of-Pocket Maximum

MEDICAL PLAN A MEDICAL PLANS MEDICAL PLAN C

$5

$30+15%

$60 + 20%

$100

$5

$60+15%

$100+ 20%

$100

$1300 per person
$3,000 per family

Covered under the medical beneht
Subject to the annual deductible,
reimbursement percentage and

out-of-pocket limit

$5

$30 + 15%

$60+ 20%

$K)0

$5

$60+15%

$100+20%

$100

$1300 per person
$3,000 per family

loyees on Plan A working fewer than 30 hours per week pay 2x thefoll-time employee contribution rate.



The plan has contracted with the following Preferred Providers who provide discounted rates for fNSBSD and plan participants:

Municipality of Anchorage

Alaska Regional Hospital and the Surgery
Center of Anchorage are the Preferred
Provider (PPO) Facilities for inpatient and
outpatient services obtained in the Municipality
of Anchorage, Alaska.

•.'i-il-.V n''i

The Surgery Center of Anchorage,
and its affiliate, New Frontier

Anesthesia, are now covered

as Preferred Provider Facilities

for services obtained in the

Municipality of Anchorage.

r s... ; C'--. I Is the

Preferred Provider (PPO) Facility for services
obtained in the Matanuska-Susitna Borough,
Alaska.

Non-PPO penalties will apply;

•  In Alaska, Ifyou use a non-PPO facility,
and

• OutsideAlaska,ifyouuseanon-PPO
facility or any other non-PPO provider.

The non-PPO penalties are:

• Services are reimbursed at 60%

ofthe Allowable Charges, and

• The annual Out-of-Pocfcet Limit

is doubled.

Nationwide

Aetna is the nationwide network of Preferred

Providers (PPO), Including facilities and other
health providers.

Fairbanks Memorial Hospital Is Included in
Aetna's Nationwide network.

Non-PPO penalties are not assessed for:

• Services unavailable at a PPO facility,
or

•  Emergency services at a non-PPO
emergency facility. Once the patient
is medically stable, he/she should
be moved to a PPO facility. Services
obtained at a non-PPO facility after
the patient is stable for transfer are

subject to non-PPO penalties.

Within the Municipalitv of Anchorage Qnlv:

Alaska Regional Hospital and the Surgery Center of Anchorage are the only PPO Facilities for Inpatient and outpatient services obtained In the Municipality of
Anchorage. (Other PPO facilities in Anchorage are considered non-PPO facilities, even if they are in the Aetna network.) if you use a facility other than Alaska
Regional Hospital or the Surgery Center of Anchorage for inpatient or outpatient services:

• The non-PPO penalties described above will apply.

• The Allowable Charges at a non-PPO facility in the Municipality of Anchorage for inpatient services will be limited to the contracted rate at Alaska Regional Hospital.
• The Allowable Charges for outpatient services at a non-PPO provider In the Municipality of Anchorage will be the case rate at Alaska Regional Hospital or

Surgery Center of Anchorage, If any, or 50% of the billed charges if no case rate is available. Examples of common outpatient procedures Include: outpatient
surgery and procedures, ultrasound, lab and diagnostic x-ray tests, MRIs and CT scans. This section may not apply for outpatient dialysis services.

Within the Municipality of Anchorage, no non-PPO penalties are assessed for:

• Services unavailable at a PPO facility, or

Services performed in a doctor's office, with doctor's staff, and the doctor's equipment, or

Emergency services at a non-PPO emergency facility. Once the patient is medically stable, he/she should be moved to a PPO facility. Services obtained at a
non-PPO facility after the patient is stable for transfer are subject to non-PPO penalties.



Dental, Vision, and Audio Coverage

Dental, vision and audio benefits are offered as a separate election from the medical and prescription benefits. The benefits are the same - but you have a choice
to elect to purchase dental, vision, and audio benefits alone, In combination with medical benefits, or not at all.

DENTAL, VISION, AND AUDIO BENEFIT
i^eKontributions^rfUli-Tlmef^l^y^^

liodj ;:.v

f

. .. ■iSf

■  i,''!
i

^jjOnty
Spouse

■C&Cfiild(ren)
fi -STonifiy ' •

MEDICAL PLAN A OR NO
MEDICAL COVERAGE PLANS

RiJuiifie

$0.00
$0.00
$0.00
$0.00

$50 per person, waived for preventive and diagnostic

^' 100% of allowable charges
80% of allowable charges
50% of allowable charges
$3,000 per person

Every calendar year, covered in full at VSP providers
Every 2 calendar years, covered up to $120 at VSP providers
Every calendar year, covered up to $200at VSP providers (in lieu of frames and lenses)

PLANC

Plan pays for exam and hearing aid devices;
j;V- • 80% of allowable charge up toa $600 benelrtfitreach year, and

•50%oftherem3inlngallowablechargesuptoa$i500maxlniumtotalbenefitforeachearlrjany3consecutiveyear5

'Employees working fewer than 30 hours per week pay 2x the fuit-tlme employee contribution rate. This appliestoPlanAwrthDVAor OVA coverage only.
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Navia Benefit Solutions - Optional Benefit Choices
Enrollment Guides may be found at: www.kl2northstar.org/openenrollment

Flexible Spending Arrangement (FSA): Works with
Plan Ay Plan B, Plan C or Ifyou waived coverage
Flexible Spending Arrangements allow eligible
FNSBSD employees to pay for qualified health and
dependent care expenses with pre-tax dollars.
This reduces your taxable income.
Maximum annual contributions for 2019 are:

Medical FSA-$2,700*
s

ipendent Care FSA-$5,000
You must enroll each year during Open Enrollment
or within 30 days ofan IRS Qualifying Status
Change Event to partidpate.

• Health Care FSA—reimburses you for
most out-of-pocket medical, dental,
orthodontia, and vision expenses.

• Dependent Care FSA - reimburses you for
out- of-pocket, non-educational, and non-
medical dependent care expenses that are
incurred because you and your spouse, (if
married) work

^ubject to change in IRS limit

Health Savings Account (HSA): Works with Plan
B. An HSA lets you set aside money to pay for
future medical costs through your own tax-
deferred contributions.

• You may make pre-tax contributions
through payroll deductions, which reduces
the amount of taxable income. For 2019,
the maximum employee contribution is
$3,500/indlviduai and $7,000/f3mily.

• The money stays in your account from year
to year. It Is yours to keep even after you
leave FNSBSD.

• The FNSBSD wit! contribute up to $750 each
yearto yourHSA.

You may enroll in either the HSA or the Health
Care FSA, but not both.

Who is eligible to establish a Healtb
Savings Account?

An individual who:

•  Is covered undera qualified high-deductible
health plan (HDHP), such as Plan B;

•  is not also covered by any other health plan
that is not a qualified HDHP;

•  Is not enrolled in Medicare; and
• may not be claimed as a dependent on

another person's tax return.
If any of these criteria are not met, you are not
eligible to enroll in an HSA. You may elect a
Health Care FSA.

New for 2019: Two election changes allowed
per year In addition to Open Enrollment (dates
to be determined).

You may still elect Plan 8.

Visit wwwjiaviabeneftts.com for more information

Health ReirrAursement Arrangement (HRA);
Works with Plan C

An HRA allows FNSBSD to set aside funds for
you to spend on qualified health care expenses.
Money not used in one calendaryear can be
rolled over as long as you remain in Plan C.
FNSBSD will contribute up to $750 to each
employee's account. Contributions made by
FNSBSD will be available in full on 1/1/2019.

You can use these funds for you and your
dependents that are enrolled In Plan C. If you
leave Plan C, the funds will be forfeited.

How the HRA works with a Health Care FSA:

You may have both an HRA and enroll in a Health
Care FSA.

Expenses are paid from the Health Care FSA first.
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Don't Forget About the Coalition Health Center (CHC)!
If you are enrolled In Plan A or C, the Coalition Health Center offers a wide range of services for you, your spouse, and your children aged two and older. Services Indude:

• Wellness and preventive care, such as physicals,
lab work, women's care, Immunizations, and minor care

• Chronic disease management, including
medication management.

• Treatment for illnesses, such as coughs, colds,
sore throats, earaches, and rashes.

Treatment for injuries, such as sprains, strains,
and minor lacerations.

On-site services, such as X-rays and EKGs.
Prescription dispensary. The CHC can provide some
common prescription medications, for your convenience.

The CHC Is located at RIdgeview Business Park, 575 Riverstone Way, Unit 1, Fairbanks, AK 99709. Call them at (907) 450-3300, or visit their website:
www.coalitionhealthcenter.com. Hours of operation are Monday-Friday, 7:30 am to 6:30 pm, and walk-In hours for acute lllnessand injury are between
8:30 and 4:30 p.m. Preventive care visits at the CHC are available at no cost to you, and all other visits are available at a mere $10 copay.

lO •: „■ ■■ , < '.."51 f 'A't !"> -.hmV!'! iO; vO'j lie, e

PLAN A PLAN B
YES

k  Preventive services are offered at $0 copay.
All other visits are $10.

CAN I USE
TELADOC?

YES

$5 copay per visit, not subject
to the deductible.

NO

YES
Subject to deductible and coinsurance.

but the cost per visit is $40.

Preventive services are offered at $0 copay.
All othervlsitsare$10.

m
$5 copay pervisit, not subject

to the deductible.

It's free to covered employees and
family members.

It's free to covered employees and
family members.

CAN i USE
URGENT CARE?

Call 1-855-Teladoc (835-2362) or visit teladoc.com.

YES YES ^

It's free to covered employees and
family members.

If you want advice but don't need to see a physician, you may call the Nursellne: 800-566-1555.

YES YES YiS
If you need to see a physician Immediately, but your condition Is not life threatening, you may use an urgent are center such as

Steese Immediate Care, First Care, or US Healthworks. The services are subject to the deductibk> and coinsurance.

YES YES YES
Emergency room visits should be restricted to life threatening situations or if there is risk of bodily harm if you don't receive
services Immediately. If you use the emergency room for non-emeraencv services during the hou5 of operation for the CHC an additional
$500 pgt}altym?y be applied to your emergency room visit. Emergency room services are subject to the deductible and cninsuranrp
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KPBSD Health Care Costs Increase From KPEA/KPESA Proposal

1. FY18 Cap Related Information

FY18 Cap FY18 Cap

Amount Amount

Traditional HPHP

District (85% Traditional-90% HDHP) $ 1,731.45 $ 1,645.61

Employee (15% Traditional -10% HDHP) $ 305.55 $ 182.85

Monthly Total $ 2,037.00 $ 1,828.46

2. FY19 Contribution Amounts Based On Subcommittee 9/24/2018 Rate Determination

FY19 FY19

Contributions Contributions

Traditionai HDHP

FY19 Subcommittee Determined Monthly Amount $ 2,421.08 $ 2,078.17

Amount above/below Cap $ 384.08 $ 249.71

50% of Excess/Reduction $ 192.04 $ 124.86

District $ 1,923.49 $ 1,770.47

Employee $ 497.59 $ 307.70

Total FY19 Monthly Amounts $ 2,421.08 $ 2,078.17

3. Yearly Cost Based On Subcommittee 9/24/2018 Rate Determination

Both

Traditional HDHP Plans

Employees enrolled 522 560 1,082

Monthly District Cost Per Employee $ 1,923.49 $ 1,770.47

Monthly Employee Cost $ 497.59 $ 307.70

Monthly District Cost For All Employees $ 1,004,061.78 $ 991,463.20 $ 1,995,524.98

Monthly Employee Cost For All Employees $ 259,741.98 $ 172,312.00 $ 432,053.98

Yearly District Cost For All Employees $ 12,048,741.36 $ 11,897,558.40 $ 23,946,299.76

Yearly Employee Cost For All Employees $ 3,116,903.76 $ 2,067,744.00 $ 5,184,647.76



COMPARISON #1 IN SCHOOL DISTRICT HEALTH INSURANCE
Health insurance payments for teachers in

Kenai, Juneau, Mat-Su, Anchorage, and Fairbanks School Districts*

Options in KPBSD Health Care
The Kenai Peninsula Borough School District (KPBSD) provides health insurance to its employees
through a self-insured model with two options: Traditional Plan or a High Deductible Plan (HDHP).

Each plan's total costs for medical, dental, and vision claims, along with administrative and stop loss
expenses, are split between the District and the plan participants according to a formula set forth in the
negotiated agreement between KPBSD and KPEA.

Health Care and Bargaining in KPBSD
Public Education Health Trust (PEHT) cost for KPBSD
During 2018 bargaining, at the request of the KPEA and KPESA, premium quotes were obtained from
the PEHT (formerly known as the NEA-Alaska Health Trust.)

• KPBSD provided PEHT with requested health care claims and other data. The PEHT consultant,
AON Risk Services, provided premium quotes to KPBSD on October 25, 2018. The proposed
PEHT rates included "a load of 45% to the medical rates." This reflects the high utilization of
medical services by current KPBSD plan participants.

To switch to PEHT, the only option for KPBSD participation would have been a 4-tier rate
structure. Instead of the same monthly premium (composite rate) for each employee, the monthly
premium would be differentiated: single employee; employee + spouse; employee + child(ren);
and employee + spouse + child(ren).

After receiving this quote and 4-tier rate information from AON Risk Services, neither the District,
KPEA, or KPESA proposed health insurance through the PEHT.

COMPARE contributions between KPBSD, Juneau, MSBSD, ASD, and Fairbanks*
The KPBSD contribution cost to provide health insurance to KPEA members is compared to Juneau
Education Association (teachers), Matanuska-Susitna Education Association (MSEA) members,
Anchorage Education Association (AEA) members, and Fairbanks Education Association (FEA).

KENAI PENINSULA BOROUGH SCHOOL DISTRICT
KPBSD's Traditional Plan

As ofNovember 30, 2018, KPBSD is paying SI923.49/month or $23,081.88/year for its Traditional
Plan.

KPBSD's High Deductible Health Plan (HDHP)
As ofNovember 30, 2018, KPBSD is paying $l,770.47/month or $21,245.64/year for its High
Deductible Plan.

KPBSD has not proposed a hard cap in FY19. It is only proposing that the current cost sharing
formula in the FY18 KPEA and KPESA negotiated agreements continue. It hopes that the Health Care
Program Committee will exercise its authority and consider additional health care cost reduction
measures.

l lPagc



KPBSD Health Care Plan webpage

JUNEAU SCHOOL DISTRICT AND JUNEAL EDUCATION ASSOCIATION
In the FYl 9 Negotiated Agreement between the Juneau School District and the Juneau Education
Association (teachers), the District pays a hard cap of $ 1,569 per member per month. That equates to
$18,828 per member per year. That amount is $4,253.88 less than the $23,081.88 that KPBSD pays per
member per year. If KPBSD paid the same as Juneau, it would be paying $1,284,671.76 less per
year for the 302 teachers in the Traditional Plan. That amount could be spent on program needs,
salaries, PTR reductions, among other things.

The Juneau hard cap of $18,828 per member per year is $2,412.66 less per member per year than what
KPBSD pays for its HDHP. If KPBSD paid the same as Juneau, it would be paying $752,749.92 less
per year for the 312 teachers in the HDHP. That amount could be spent on program needs, salaries,
PTR reductions, among other things.

The Juneau School District offers its teachers a "Super Global Maximum Out-of-Pocket, per Calendar
Year Plan" of $7,350 Per Covered Person and $14,700 Per Family Unit, for "Preferred Provider &
Facilities."

MATANUSKA-SUSn NA BOROUGH SCHOOL DISTRICT (MSBSD)
The FY19 Negotiated Agreement between MSBSD and MSEA, states, "The District's share of the
group health plans shall be capped at $1744 pmpm." (Per Member Per Month). That equates to
$20,928/year. This is called a hard cap. It means that after that amount is paid by MSBSD, 100% of
health insurance plan costs exceeding that amount are paid by the MSEA participants.

• KPBSD's Traditional Plan

As of November 30, 2018, KPBSD is paying $1923.49/month or $23,081.88/year for its Traditional
Plan. That amount is $2,153.88 more per teacher than the $20,928/year that MSBSD pays.

If KPBSD only paid what MSBSD pays, it would pay a lesser amount calculated by multiplying
$2,153.88 by the 302 teachers in the Traditional Plan. That lesser amount is $650,471.76/year.
That amount could be spent on program needs, salaries, PTR reductions, among other things.

• KPBSD's High Deductible Health Plan
As of November 30, 2018, KPBSD is paying $l,770.47/month or $21,245.64/year for its High
Deductible Plan. That amount is $317.64 more per teacher than the $20,928/year that MSBSD pays.
MSBSD's most equivalent high deductible plan offered to MSEA members is the Trust's Plan F with
deductibles of $ 1,500 individual/ $3,000 family, and out-of-pocket limits, after deductibles are paid, of
$3,000 individuals/$6,000 family. Plan F also requires additional inpatient hospital co-pays of $500 per
admission, capped at two per individual each plan year.

ANCHORAGE SCHOOL DISTRICT (ASP) AND AEA MEMBERS
Anchorage School District's Fyi9 agreement sets forth a hard cap for the District's cost at
$l,645/month per teacher participant, plus a one-time $1.9 million payment into an AEA reserve
fund. The $1.9 million equates to approximately $50/month per AEA teacher.

2|P a « e



In FY20 and FY21, Anchorage School District will pay a hard cap of $ 1,695/per participant per month
with no further reserve fund payment. That payment equates to $20,340/year. In FY19, the KPBSD is
paying $2,741.88/year/teacher more in FY19 for its Traditional Plan. If KPBSD paid the same as
Anchorage, it would be paying $828,047.76 less for the 302 teachers in the Traditional Plan. That
amount could be spent on program needs, salaries, PTR reductions, among other things.

Anchorage School District's $20,340/year cap in FY20 and FY21 is $905.64 more/year/teacher than
what KPBSD is paying in FYl 9 for its High Deductible Health Plan (HDHP). If KPBSD paid the same
as Anchorage, it would be paying $282,559.68 less for the 312 teachers in the HDHP. That amount
could be spent on program needs, salaries, PTR reductions, among other things.

FAIRBANKS NORTH STAR BOROUGH SCHOOL DISTRICT AND (FEA)
MEMBERS

In the FYl 9 Negotiated Agreement between the Fairbanks North Star Borough School District and
Fairbanks Education Association (FEA), the District pays a hard cap of $ 1,604.74 per member per
month. That equates to $19,256.88 per member per year. That amount is $3,825.00 less than the
$23,081.88 that KPBSD pays per member per year. If KPBSD paid the same as Fairbanks, it would
be paying 1,155,150.00 less per year for the 302 teachers in the Traditional Plan. That amount could
be spent on program needs, salaries, PTR reductions, among other things.

Fairbanks pays $19,256.88 per member per year, which is $1,988.76 less per member per year than what
KPBSD pays for its HDHP. If KPBSD paid the same as Fairbanks, it would be paying $620,493.12
less per year for the 312 teachers in the HDHP, That amount could be spent on program needs,
salaries, PTR reductions, among other things.

*This document is the first in a series that compares the KPBSD health insurance costs to the costs ofMal-Su,
Anchorage, Juneau, and Fairbanks, four other large Alaska School Districts.
•  Anchorage School District (ASD) and Anchorage Education Association (AEA) members
•  Fairbanks North Star Borough School District and Fairbanks Education Association (FEA)
•  Juneau School District (ISO) and Juneau Education Association (teachers)
• Kenai Peninsula Borough School District and Kenai Peninsula Education Association (KPAA)
• Matanuska-Susitna Borough School District's (MSBSD) and Matanuska-Susitna Education Association

(MSEA) members
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School Districts 2018-2019 contribution per teacher in
Kenai, Juneau, Fairbanks, Anchorage, and Mat-Su

School District health care contributions per participating teacher, per year*
The Kenai Peninsula Borough School District (KPBSD) contributions to provide health insurance to KPEA members
(teachers) is compared to Juneau Education Association (teachers), Fairbanks North Star Borough School District
(teachers), Anchorage Education Association (AEA) members, and Matanuska-Susitna Education Association
(MSEA) members as paid by their respective districts.

25,000 n

20,000

15,000

10,000 -

6,000 -

23,081.88

18,828

20,340
20,928

T

Kenai Traditional* Juneau Anchorage
Kenai HDHP* Fairbanks Mat-Su

Yearly school district $ contribution per teacher

'read more at wm.KPBSD.org, and review plan benefits at http://bit.ly/KPBSDheaithcare
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School Districts 2018-2019 contribution per support staff

in Kenai, Juneau, Fairbanks, Anchorage, and Mat-Su

SCHOOL DISTRICT HEALTH CARE CONTRIBUTIONS PER PARTICIPATING SUPPORT STAFF EMPLOYEE, PER YEAR*
The Kend Peninsula Borough School District (KPBSD) contributions to provide health insurance to

KPESA members (support stafP is compared to support staff (classified employees) in
Juneau School District; Fairbanks North Star Borough School District; Matanuska-Susitna School District;
and four groups of employees in Anchorage School District as paid annually by their respective districts.

Kenai TradHional*

Kenai HDHP*

Juneau -

Fairbanks

Anchorage: General Teamsters Local 959**

Anchorage: The Totem Association**

Anchorage: Public Employees Local 71**

23,081.88

21,240.84

20,420.84

10,208.88

19,740

19,740

18,300

19,740

21,082.2

19,428.8

Anchorage Council of Education/AFT Local
4425**

Mat-Su PEHT*** H

Mal-Su Catastrophic*** -

Kenai: read more at wwwJ(PBSDu>rg, and rewew plan benefits at Mp'JlbHJylKPBSOheatthctn
'Anchorage:

General Teamsters Local 959 bargaining units for Food Service; Bus Drivers and Attendants; Warehouse and Maintenance
The Totem Association represents educallofBJ support personnel
Public Employees Local 71. AR.-CIO, represents Custorfians; Building Plant Operators
Anchorage Councif of Education, AFT Local 4426 represents other classified Including but not limited to, tnterpreters. Technicians, Assistants, Coordinators, SpedaSsts, Facilitators, Managers

*Mat-Su:

Public Educabon Health Trust (PEHT) plans A/B, B/0, and F/B
— Education Health Trust (PEHT) Catastrophic Health Plan



) ) )
Kenai Peninsula Borough School District

Total Health Care Plan Costs

FY08 through FY18

Administrative Average # Average Cost Employee
Fee/ 5top Loss Health Care Prescription Total Care Employees Total per Payroll Employee Use

Fiscal Year Premium Costs Costs Plan Costs per Month Employees Employee Contribution of Reserves
Fy08 Actual * 13,053,373 ** 13,053,373 1,105 13,256 11,813 2,283,628
FY09 Actual + 14,537,561 829,865 ++ 15,367,426 1,161 13,932 13,236 2,487,148
FYIO Actual 1,184,951 15,551,234 1,551,669 18,287,854 1,207 14,487 15,151 3,361,635
FYll Actual 1,230,775 14,765,833 1,757,193 17,753,801 1,211 14,528 14,660 4,635,498
FY12 Actual 1,654,971 17,811,340 1,781,165 21,247,476 1,235 14,825 17,204 5,277,201
FV13 Actual 2,082,705 17,624,127 1,834,548 21,541,380 1,221 14,655 17,642 3,625,250 880,641
FY14 Actual 2,481,754 18,772,341 1,887,087 23,141,162 1,223 14,672 18,922 3,237,286 696,711
FY15 Actual 3,026,206 20,183,863 2,100,720 25,310,789 1,214 14,566 20,849 4,145,578
FY16 Actual 3,148,503 23,275,370 2,287,603 28,711,476 1,210 14,458 23,728 4,082,521 224,197
FY17 Actual 3,251,265 23,136,767 3,078,254 29,466,286 1,173 14,078 25,120 4,362,971 166,297
FY18 Actual 3,299,634 20,660,912 5,003,029 28,963,575 1,126 13,508 25,723 5,114,558 46,070

Employee
Paid Into Total Employee

Reserves Contribution

2,283,628

2,478,148

3,361,635

4,635,498

5,277,201

4,505,891

3,933,997

-348,960 3,796,618

4,306,718

4,529,268

5,160,628

District

Contribution

10,857,387

12,823,910

14,487,000

15,959,252

16,578,952

17,624,414

19,207,165

21,514,171

24,404,734

25,058,581

23,777,075

Total

Contribution

13,141,015

15,302,058

17,848,635

20,594,750

21,856,153

22,130,305

23,141,162

25,310,789

28,711,452

29,587,849

28,937,703

• FY08 Administrative Fees included in Health Care Costs.

•• FY08 Prescription Costs included in Health Care Costs.

+ FY09 Administrative Fees included in Health Care Costs.

++ FY09 Prescription Cost data reflects prescription costs for January 1 - June 30,2009. Balance of prescription costs for the year are included in the Health Care Costs.
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* In FY18 the stop loss premium totaled ($2,248,028) and the stop loss reim
bursem

ents totaled $4,128,039. An excess of $1,880,011 that was
reimbursed to the District. The projected rates for FY19 reflect an increased stop loss premium due to the high claims that qualified for
re
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b

u
rsm
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Employee and Employer Contributions for Health Care Plan Costs

FY08 through FY18

r*"

$880,641 $696,711

$2,283,628 $12,487,148
$3,361,635

$4,635,498

A'

$224,197 $156,297 $46,070

$3,625,250 $3,237,286 $3,796,618 $4,082,521 $4,362,971 $5,114,558

$348,960

-5000000

FY08 Actual FY09 Actual FYIO Actual FYll Actual FY12 Actual FY13 Actual FY14 Actual FY15 Actual FY15 Actual FY17 Actual FY18 Actual

•Employee Payroll Contribution ■ Employee Use of Reserves "Employee Paid Into Reserves -District Contribution
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$25,120

$17,204 517.642

$11,813
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