Section 9:  Medical Plan Premiums

INSURANCE CARRIER:   

BLUECROSS BLUESHIELD OF LOUISIANA

	
	2011-2012 RETIREE RATES

	Plan 55 
	2011 - 2012 Premium
	EMPLOYER COST
	EMPLOYEE COST

	Retiree Only 
with Medicare
	$ 336.38
	$241.77
	$ 94.61

	Retiree & Spouse, 

1 with Medicare
	$ 756.85
	$ 543.98
	$ 212.87

	Retiree & Spouse, 
both with Medicare
	$ 672.75
	$ 483.53
	$189.22

	Retiree with Medicare & Children
	$ 693.78
	$ 498.64
	$ 195.14

	Retiree & Family, 

1 with Medicare
	$ 1,114.25
	$ 800.85
	$ 313.40

	Retiree & Family, 

both with Medicare
	$1,030.15
	$ 740.41
	$ 289.74

	
	
	
	

	
	
	
	

	
	2011-2012  HEALTH RATES

	Plan 55 
	2011 - 2012 Premium
	EMPLOYER COST
	EMPLOYEE COST

	Employee Only
	$ 420.47
	$ 302.21
	$ 118.26

	Employee & Spouse
	$ 840.96
	$ 604.43
	$ 236.53

	Employee & Child(ren)
	$ 777.81
	$ 559.04
	$ 218.77

	Employee & Family
	$1,198.28
	$ 861.25
	$ 337.03

	
	
	
	


MEDICAL PLAN #55
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Asubsidiary ofBiue Cross and Blue Srield of Louisians,
indepondent licensses of e Blus Cross and Blue Stield Assocition.

School Board

POS $20 PCP CO-PAY PLAN #55

NETWORK

QUT-OF-NETWORK

DEPENDENT OUT-OF-AREA

Calendar Year Deductible

None

$1,500 Individual / $4,500 Family Aggregate

$250 Individual/ $750 Family Aggregate

Out-of-Pocket Calendar Year Maximum

$1,500 Indlvidual / $3,000 Family Aggregate

$6,000 Individual / $12,000 Family Aggregate
(Excludes Deductible)

$1,000 Individual / $3,000 Famiy Aggregate
(Excludes Deductible)

$5 Million

$20 Co-pay Per Visit

70/30 Coinsurance®

80/20 Coinsurance*

Specialist Office Visits

$35 Co-pay Per Visit

70/30 Coinsurance”

80/20 Coinsurance™

Wellness Visits

$20 Co-pay Per Visit rendered by PCP
$35 Co-pay Per Visit rendered by Specialist

70/30 Coinsurance™

100% for Eligible Physical Exams

Vision Care

$35 Co-pay (1 Every 24 Mos.)

$35 Co-pay (1 Every 24 Mos.)

$35 Copay (1 Every 24 Mos.)

OUTPATIENT SERVICES

Rehabilitative Speech Therapy (up to $2,500
per Cal Yr.)

$20 Co-pay

70/30 Coinsurance™

80/20 Coinsurance™

Physical and Occupational Therapy (up fo
$2,500 combined per year)

$20 Co-pay Per Visit

70/30 Coinsurance™

80/20 Coinsurance*

X-ray & Lab

No Co-pay, 100%

70/30 Coinsurance”

80/20 Cainsurance”

Surgery Facilty Charge

$150 Co-pay Per Surgery *

70/30 Coinsurance*

80/20 Coinsurance*

Surgery Professional Charge

No Co-pay; 100%

70/30 Coinsurance®

80/20 Coinsurance™

INPATIENT SERVICES

Hospital

$150 Co-pay Per Day for 3 Days*

70/30 Coinsurance*

80/20 Coinsurance*

Professional Services

No Co-pay; 100%

70/30 Coinsurance”

80/20 Cainsurance”

MENTAL HEALTH and SUBSTANCE ABUSE SERVICES / Optional (Same as any othe

r illness also available)

Mental Health
— Inpatient 45 days per Cal Yr
— Qutpatient 52 visits per Cal Yr

$150 Co-pay Per Day for 3 days™
$35 Co-pay Per Visit

70/30 Coinsurance*

80/20 Coinsurance™

Substance Abuse
— Inpatient 7 days per Cal Yr
— Qutpatient 20 visits per Cal Yr

$150 Co-pay Per day for 3 Days
$35 Co-pay Per Visit

70/30 Coinsurance

80/20 Coinsurance

BENEFITS THAT REQUIRE AUTHORIZATION (does not include list of outpatient services or drugs requiring authorization)

Organ and Tissue Transplants

Covered as any otherillness

Not Available

80/20 Cains.*; $250,000 Lifefime

Skilled Nursing Facilty (90 day Maximum Per
Calendar Year)

No Co-pay, 100%

70/30 Coinsurance®

80/20 Cainsurance™

Home Health Care (60 Visit Maximum Per
Calendar Year)

No Co-pay, 100%

70/30 Coinsurance™

80/20 Coinsurance™

Hospice (180 Day Max)

No Co-pay, 100%

70/30 Coinsurance™

80/20 Cainsurance™

OTHER COVERED SERVICES

Prescription Drug Copayments
Refer to the contract for applicable
supply limitations

Retail — up to 30 day supply

Mail Order - up to 90 day supply

Generic / Preferred Brand / Non-Preferred Brand / Multi-Source / Injectables (available options shown below)
-Contraceptives Included -

$4/$30/855/$70/$50
$12/890/$165/$210/ $150

Prenatal Visits and Delivery
(Opt. for Gips 14 emps. or less)

$35 Co-pay Per Pregnancy in addition to the
Inpatient Hospital Co-pay for any related
hospitalization

70/30 Coinsurance®

80/20 Coinsurance™

Emergency Room

$100 Co-pay/Vist, Waived if Admitied

70/30 Coinsurance™

80/20 Coinsurance™

Urgent Care Center

$50 Co-pay Per Visit

70/30 Coinsurance *

80/20 Coinsurance”

Ambulance

$50 Co-pay Per Trip

70/30 Coinsurance*

80/20 Coinsurance®

Durable Medical Equipment (25,000 cal yr max)

80/20 Coinsurance*

70/30 Coinsurance™

80/20 Coinsurance®

All benefits based on allowable charges *Accrues to the Out-of-Pocket Maximum ** All in Network Physician Inpatient Medical Visits are Paid at 100%
0110000101 0108R  This is only an outline all benefits are subject to the terms and conditions of the contract




