Deductibles/Out-of-Pocket Costs

Teamcare (Existing)

B In-Network

Out-of-Network

In-Network

' Out-Of-Network

In-Network 7

VMC‘)-u.t-Of—Network

* 5500 per family

for family in 2018

out-of-network

for family for every

year of the contract]

* $250 per person g
100 for
S0 for 2014-17; 100 .
. L 10 i i . b Ity f t]
Annual Deductible None for individuals, 200 0% penalty for | individuals, 5200 110% penalty for ou

of-network

jut-of-pocket

$1000 per.person
 $2000 per family

$2000 per family|

o" 1. $2000 per family

fectime Miax (will Be "Tone”
under Affordable Care Act in

2014)

$1,000,000 per person

No Cap Under ACA

No Cap Under ACA

* Eor most out-of-network expenses under Teamcare, the member is charged a 10% penalty plus the difference

in what the plan pays and what the

Medical Benefits

doctor charges.

- tancer.

= UPS Plan wilier ks Teamcare (Existing Mémbers) - |
Physician Costs In-Network Out-of-Network Out-Of-Network in-Network Out-Of-Network
":‘ § . || $20co-pay plus § ftis’
10% penalty:plus|.. -7
Inpatient Surgery Paid at 100% 80% 100% 100%
100% of 100% of
“reasonable and "reasonable and
customary” cost |, customary" cost
less %10 plus | Jess 10% pius
: : 100% after ol difference in bill.| : 100‘7 ft:";:r | difference in bill,
. o | . = 100% after plan £ 100% after plan
 Paidat200% 80% deductible - deductible
' - — 80% plus 10%
Allergy testing and treatment % 9
BY B Paid at 90% 80% 80% and difference in 80% 80% plus 10% and
services bill difference in bill.
Hospital Costs
‘ it Nene™ *. |- SZSOw«thpre ‘None None
N . certlfication R
100% of semi-
R private room after .
. 100% Paid aft 0% % it
Inpatient Service 7 Paid after 80% 100% 0% plus o ctible met, No| 7% PIus difference
$10 co-pay difference in bill ) . in bil
maximum daily
limit.
b 109 .
B0% plus 10% | 80% plus 10% and
and difference in N .
t : o ‘ will. 100% after differencg:l_n hiil.
Paid st 100% 80% 100% T R B0%. 100% after
: deductible for enEl
! . deductible for
butpatient RO
 outpatient cancer.

Emergency Room Care

Paid at 100%
within 72 hours
of incident; $25
co-pay after 72

Paid at 100% within
72 hours of
incident; $25 co-pay
after 72 hours

100% less 10%
plus difference in
bill on first day.
After first day,
80% pius 10%

100% on first day
of accident; after
first day, 80% after
out-of-pocket met.

100% on first day
of accident; after
first day, 80% after
deductible met.

100% less 10% plus
difference in bill on
first day. After first
day, 80% plus 10%
and difference in

hours and difference in R
. bill.
bill. N
¢ 100% 00%
Ambulance due to emergency ° 100% 100% after plan deductible (subject | 100% after plan deductible (subject to
¢ ) )
Ambulance (non-emergency) 100% 80% o review) review)




Teamcare {Existing Members) ]

| | B UPSPlan’ Teamcare {New:Members)
Maternity
T 100% after $10. ; 100% after plan . [90% plus difference
co~pay{firstvisit)l: . deductlble ; : deductible . “inabill: -
Paid at 80% after None after 90% After None after 90% After

Facility Charges

Paid at 100% (No
Admission Fee)

$250 admission fee

deductible met Deductible Met

deductible met Deductible Met

Preventative Care

“100% after $10°

810 cospay -

Network must be
: used

Network must be

iO[.JV‘;/QVéﬂer plan | Network must be

. d .

OB-GYN Exams co-pay Not covere »10 co-pay used deductible used

g ) ' Not s F N - ¥ Network must b
Ji-Child Care NQ covere 410 co-pay :Network must be $20:co-pay etwork:must be

used

“used

Routine Mammograms

100% after 510
co-pay

Not covered

Network must be
used

100% after plan
deductible

Network must be
used

100% after plan
deductible

Other Medlcal

'80% after deductible met; $1000 per |
person per year, Out»of—pocket fimit}.

does notapply. -

YRy
pérsi

ible met; $1000 per
Out&of—pocket limnlit

100% if TeamCare Imaging Beneflt or
TeamCare Lab Benefit is used,
otherwise 80% after deductible.

100% lf TeamCare Imaglng Beneﬁt or

TeamCare Lab Benefit is used,
otherwise 80% after deductible.

=
e R 80% after 80% after
100% 0%
h d ) % 80% deductible; 0% 70% after deductible; 0% 70% after
ours per day — = 80% Tinited 10 60 after out-of-pocket|  deductible  |after out-of-pocket deductible
Skilleg- N irsing: _-100%." is met is met
“Outpatient Private Duty - —
Nursing (560 hours per year 100% 80% Not Covered Not Covered
limit)
Hom 3 100% 80% after 80% after
S RS i deductible; 0% 70% after deductible; 0% 70% after
Rehabilitation and Speech 80%: limited to 60 after out-of-pocket|  deductible | after out-of-pocket deductible
Therapy (Combined Inpatient 90% dZys per year is met is met
and Outpatient)
70% after 70% after
. . N " 0% %
Medical Equipment 90% B0% :edu:tf:;; deductible plus ::d/u:’:;[;re deductible plus

difference in bill.

difference in bill.

Behavioral Health

Teamcare (Exisfing Mefnbers)

In-Network Out-of-Network in-Network Out-Of-Network In-Network Out-Of-Network

Substance Abuse 100% None
e ’ ' ’ 80% after deductible met; must be a | 80% after deductible met; must be a
o Plan approved provider. 21 days per| Plan approved provider. 21 days per
Mental Health-Inpatient 100% None person, per calendar year, Maximum| person, per calendar year. Maximum

432 days lifetime.

47 days lifetime.

Mental Health-Outpatient

100% after co-payj

80%, 40 visits per
year

80% after deductible met; must be a
Plan approved provider, 30 visits per
pErSOn, per year.

80% after deductible met; mustbe a
Plan approved provider. 30 visits per
persan, per year.

£



Prescription Benefits (New and Existing TeamCare Members)

Retail Prescription

$5 co-payment for generic or brand-name (if you generic exists) using any
pharmacy in CVS Caremark Network.

50 co-paymentforgeneric or-brand:name; . :

For maintenance medication you must use either a CVS Pharmacy or CV5
Caremark Mail Service. After your second fill of medication at another retail
pharmacy, the co-pay will increase to 50%

ar member meets $1000 maximum éut-of-pocket
: expense

Teamcare (Existing Members)

$300 per week for the first 10 weeks.

60% of average weekly base pay up to $500 per 60% of average weekly base pay up to 4350 per week for the next 16 weeks.

week. 26 weeks total. $500 per week. 26 weeks total. 26 weeks total.

Additional Basic Be_nefits

o YPSPlan T

Tobacco Cessation

Assistance in quitting tobacco None

= P‘x‘fwe‘qit‘at‘;i\_/ge-Wel{}\'e:;s :

‘Offered through UPS |
ere _h_rqug: Ps Healthy Includes "Ask Mayo" program to give

S o ‘Gonhectio formed Choices. X
o "':Ptr»c.’%rém?‘ - P'rp\ndé_'s{ reest6 help improve health advice.
L c e cohéalthe . .
Adoption Assistance $3500-5000 for adoption related None
EXpenses
Employee Atsistance Program |Provides support for "workdife" ssues| ____ Nore_




Dental

. UpsPlen- Teamcare (New Members) | Teameare (Existing Members)
In-Network Out-of-Network in-Network Out-Of-Network In-Network Out-Of-Network
Deductible None None None None None None
T e T B : i | Rildren
- Annual Mg  None. . - does not apply for < ‘
DRSNS+ S IEETE UG under 190 e e L

Lifetime Méx for Drthodohtia

1500 Combined in-Network and out-
and TMI (Each Dependent : ombined In-Network and ou $1500 lifetime max $1500 lifetime max

100% = |, $50:max.-

$80 max

$8omax.

£50 Reimbursed B 3

$80 max

of-Network
Under 19)
100%. . ). - . BO% 100% - -}
100% 80% 100%
cludes
and
‘Major - 80% -50% dzework)
Cond coverage
Orthodontia 50% 50% 50%; no lifetime max (Children) $1500 lifetime max (Children)
Vision
. Teameare (Existing Members)
In-Network Out-of-Network In-Network Out-Of-Network In-Network Out-Of-Network
4 1 _ . N ,
Eye Exams 100% $40 max $10 co-pay In . $25 $10 co-pay In . §25
. Network Reimbursement Network Reimbursement
Singlesvis i1 100% $30max- -100% 30:Reimbursed |- ) 530 Reimbursed
Bifocals 100% S40 max $40 Reimbursed $40 Reimbursed

850 Re[mbl{rs‘ed‘ :

100%

$100 max

$30 Reimbursed

$100 max

$30 Reimbursed

100%. 560 max

580

- | 560 Reimbursed

$80 -

| $60 Reimbursed




Life Insurance and Supplemental Beneflts

CHYPS Plapi:

Life insurance

Employee Life Insurance

420,000 3hr; $30,000 Ghr

2080 times the hourly rate for "off
the street" full-time; 1040 times the

Insurance

Ingrements. ;.

AD&D $20,000 3hr; $30,000 6hr hourly rate for part-time. Maximum
of $100,000 $40,000
w's Life Insurance 42,500 '
Spousal Life Insurance $5,000 $4,000
- Supplemental Life a $1million max in $1000 'None Offered "n’ejobffe_red‘ .

Supplemental AD&D
insurance

Up to a $1million max in $1000

increments

None Offered

None Offered

Chlldren 3 Supplemental Life

820

) Basic Life

it Life:

Spousal Supplemental Ln‘e
Insurance

$5000, $20,000 and $45,000
additional coverage available

$4000 Basic Life

$4000 Basic Life

Other Sup. Beneflts
. “Ele

None Offered

Optional insurance to assist in legal

services

Neone Offered

None Offered

:',”Dlscounts and low group: rates for

mefibers:

:Noﬁé}bf_fjered ;

None Qﬁered_




